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SURITAL  sodium  (thiamylal  sodium,  Parke-Davis)  produces  smooth 
anesthesia  with  rapid,  quiet  induction  and  prompt,  pleasant  recovery. 


Detailed  information  on  SURITAL  sodium  will  be  mailed  you  on  request. 
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DETROIT.  MICHIGAN 


Among  the 
Potent  Hypotensives 

NOTEWORTHY  FOR  ITS 

SAFETY 


Veriloid,  a selective  alkaloidal  extract  of  Veratrum  viride  (the  alkavervir 
fraction,  representing  less  than  one  per  cent  of  the  whole  root)  presents 
these  noteworthy  features  when  a potent  hypotensive  agent  is  needed. 


• Biologic  assay — based  on  actual  blood  pres- 
sure reduction  in  mammals — assures  uni- 
form potency  and  constant  pharmacologic 
action. 

• Blood  pressm'e  is  lowered  by  centrally  medi- 
ated action;  there  is  no  ganghonic  or  adre- 
nergic blocking. 

• Therapy  is  rarely,  if  ever,  fraught  with  the 
danger  of  postural  hypotension.  • 

• Hypotensive  action  is  independent  of  altera- 
tions in  heart  rate. 

• Cardiac  output  is  not  reduced. 

• Renal  function,  unless  previously  grossly  re- 
duced, is  not  compromised. 

• Cerebral  blood  flow  is  not  decreased. 

• Cardiac  work  is  not  increased,  tachycardia  is 
not  engendered. 

• No  dangerous  toxic  effects  from  oral  ad- 
ministration, no  deaths  attributable  to  Veri- 
loid have  ever  been  reported.  Side  actions  of 
sialorrhea,  substernal  burning,  bradycardia, 
nausea,  and  vomiting  (due  to  overdosage) 


are  readily  overcome  and  thereafter  avoided 
by  dosage  adjustment. 

• In  broad  use  over  five  years,  literally  in  hun- 
dreds of  thousands  of  patients,  no  other 
sequelae  have  been  reported,  whether  Veri- 
loid is  given  orally  or  parenteraUy. 

• Tolerance  or  idiosyncrasy  rarely  develops; 
allergic  reactions  have  not  been  encoimtered. 
Hence  tablets  Veriloid  can  be  given  for  the 
long  course  of  treatment  required  in  severe 
hypertension. 

• Continuing  therapy  with  Veriloid  has  not  led 
to  interference  with  appetite  or  with  excre- 
tory function. 

• Because  of  its  rapidly  induced,  prolonged 
action  (6  to  8 hours),  tablets  Veriloid  pro- 
vide around  the  clock  hypotensive  effect  from 
4 doses  daily,  make  today’s  dosage  effective 
today,  and  usually  prevent  hypertensive 
"spiking”  during  the  night. 

• A notable  safety  factor  in  intravenous  ad- 
ministration is:  the  extent  to  which  blood  pres- 
sure is  lowered  is  directly  within  the  control  of 
the  physician. 


In  the  three  dosage  forms  here  described,  all  of  them  accepted  for  NEW  AND 
NON-OFFICIAL  REMEDIES  by  the  Council  on  Pharmacy  and  Chemistry,  Veriloid 
is  effectively  employed  either  orally  or  parenterally,  depending  on  the  re- 
sponse desired.  These  dosage  forms  provide  notable  flexibility  in  treatment. 


ABLETS  VERILOID 


The  slow-dissolving,  scored  tablets  are  supplied  in  2 
mg.  and  3 mg.  potencies.  In  moderate  to  severe  hy- 
pertension they  produce  gratifying  response  in  many 
patients.  According  to  published  reports^  this  re- 
sponse can  be  maintained  for  long  periods  in  fully 
30%  of  patients;  combination  with  other  hypoten- 


sive agents  has  been  credited  with  greatly  increasing 
this  percentage.^  Initial  daily  dosage  9 mg.,  given  in 
divided  doses,  not  less  than  4 hours  apart,  preferably 
after  meals.  Dosage  is  to  be  increased  gradually,  by 
small  increments,  till  maximmn  tolerated  dose  is 
reached.  Maintenance  dose  9 to  24  mg.  daily. 


;0LUTI0N  INTRAVENOUS 


For  the  itnmediate  reduction  of  critically  elevated 
blood  pressure  in  hypertensive  emergencies  such  as 
hypertensive  states  accompanjing  cerebral  vascu- 
lar disease,  hypertensive  crisis  (encephalopathy), 
the  toxemias  of  pregnancy.  It  lowers  the  blood  pres- 
sure promptly,  to  any  degree  the  physician  desires. 


and  with  notable  safety,  since  excessive  h5npoten- 
sive  and  bradycardic  effects  are  readily  overcome  by 
simple  means.  Supplied  in  a combination  package 
containing  one  5 cc.  ampul  and  a 20  cc.  vial  of 
diluent,  and  in  boxes  of  six  5 cc.  ampuls.  The  solu- 
tion contains  0.4  mg.  of  Veriloid  per  cc. 


lOLUTION  INTRAMUSCULAR 


For  maintenance  of  blood  pressme  in  such  critical 
instances,  and  for  primary  use  in  less  critical  situ- 
ations which  do  not  show  the  same  immediate 
urgency.  Provides  1.0  mg.  of  Veriloid  per  cc.  in 
isotonic  aqueous  solution  incorporating  one  per  cent 
procaine  hydrochloride.  A single  dose  lowers  the 
blood  pressure  significantly,  reaching  its  maximmn 


hypotensive  effect  in  60  to  90  minutes.  By  repeated 
injections  (every  3 to  6 hours)  blood  pressure  may 
be  kept  depressed  for  hours  or  days  if  necessary. 
Supplied  in  boxes  of  six  2 cc.  ampuls.  Complete  in- 
structions as  to  dosage  and  administration  accom- 
pany every  ampul  of  the  parenteral  preparations  of 
Veriloid  and  should  be  noted  carefully. 


I ^ Kauntze,  R.,  and  Trounce,  J.:  Treatment  of  2.  Wilkins,  R.  W.:  Combination  of  Drugs  in 

Arterial  Hypertension  with  Veriloid  (Vera-  the  Treatment  of  Essential  Hypertension, 

■ trum  Viride),  Lancet  2:1002  (Dec.  1)  1951.  Mississippi  Doctor  30:359  (Apr.)  1953. 


RIKER  LABORATORIES,  INC.  8480  Beverly  Blvd.,  Los  Angeles  48,  Calif. 
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dependable 

decongestion 


Exudate  in 
frontal  sinus 


Reddened  and 
swollen  turbinates 


Seromucous 

discharge 


Postnasal 
drip 


Fluid  level  in 
sphenoid  sinus 


Pharyngitis 


I 

I 


in 

colds^ 


sinusitis^  allergic  rhinitis 


Through  its  prompt  and  prolonged  decongestive  action  Neo-Synephrine 
not  only  restores  nasal  patency  during  all  stages  of  the  common  cold, 
sinusitis  or  allergic  rhinitis,  hut  also  helps  to  reestablish  and  protect  the 
physiologic  defense  mechanisms  of  the  nasal  cavity:  and  encourages 
proper  sinus  drainage  and  aeration. 

Neo-Synephrine’s  powerful  vasoconstrictive  action  is  exerted  with 
virtually  no  sting,  congestive  rehound,  or  systemic  side  effects 
and  is  undiminished  after  repeated  use. 


NEO-SYNEPHRINE 


Hydrochloride 

Brand  of  phenylephrine 
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Vi%  sfilulion  (pluin  and  aromatic), 

1 oz.  bottles 

Vi  and  1%  solutions  (when  stronger 
vasoeonstrictive  action  is  needed).  1 oz. 
bottles 

Vi%  water  soluble  jelly,  % oz.  tubes 
Neo-Synephrine,  trodemork  reg.  U S.  & Conodo 


INC. 

NEW  YORK  18,  N.  Y.  WINDSOR,  ONT. 


"..when  the 


patient  is  in 
acute  distress 
from 

waterlogging..’.’ 


“Meralluride  sodium  solution 
(mercuhydrin)  in  1 to  2 cc.  doses 
intramuscularly  has  been  very 
effective  and  is  not  painful.”*  In  acute 
congestive  failure,  mercuhydrin 
characteristically  curbs  tissue 
inundation  and  relieves  dyspnea, 
orthopnea  and  cardiac  asthma. 

Ampuls  of  1 cc.,  2 cc.,  and  10  cc.  vials. 

*Stead,  E.  A.,  Jr.,  in  Cecil,  R.  L.,  and 
Loeb,  R.  E:  Textbook  of  Medicine,  ed.  8, 
Philadelphia,  W.  B.  Saunders  Co., 

1951,  p.  1065. 


ClAeSM/e  LABORATORIES.  INC.,  MILWAUKEE  1.  WISCONSIN 
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atopic 

dermatitis . . . 


acetate  ointment 


In  5 Gm.  tubes  of  1.0%  and  2.5%  concentration 

*Trademark  for  Upjohn’s  brand  of  hydrocortisone  (compound  F) 
The  Upjohn  Company,  Kalamazoo,  Michigan 
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RAPID  ABSORPTION -MAXIMUM  THERAPEUTIC  EFFECT 


The  clinical  effectiveness  of  different 
brands  of  mephenesin  tablets  depends  on 
their  rate  of  absorption.  A mephenesin 
tablet  that  disintegrates  slowly  is  ab- 
sorbed slowly.  The  resulting  low  blood 
levels  may  never  produce  a maximum  thera- 
peutic effect.  Results  with  such  a tablet 
are  usually  poor. 

Tolserol  Tablets  are  a result  of  extensive 
study  and  are  formulated  to  disintegrate 
rapidly  for  fast  absorption,  thus  main- 
taining optimum  blood  levels. 

Tolserol 

(Squibb  Mephenesin) 


Complete  information  on  the  use  of  Tolserol  in  muscle  spasm 
of  rheumatic  disorders,  in  neurologic  disorders  and  in  acute 
alcoholism  is  available  from  the  Professional  Service  Department, 
Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y 


Squibb 
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Meat... 

and  Its  Place  In  the  Diet 
In  Hypertension 

Contrary  to  the  concept  that  protein  intake  contributes  to  the  genesis 
of  hypertension  and  should  be  drastically  reduced  in  therapy'-  ^ ade- 
quate protein  nutrition  today  is  considered  essential  for  preserving 
maximal  vigor  and  a sense  of  well-being  in  the  hypertensive  patient.® 
Meat,  once  thought  to  be  contraindicated,  now  is  recognized  as  an  impor- 
tant protein  food  in  the  dietary  regimen  in  hypertension. 

High-protein  foods  do  not  elevate  arterial  tension  — neither  in  the 
hypertensive  nor  the  normotensive  person.  Nor  does  the  specific  dynamic 
action  of  protein  make  undue  demands  on  the  heart.®-  ®-  * Only  in  ad- 
vanced hypertension  when  renal  fimction  is  seriously  impaired,  or  in 
cardiac  emergency  episodes,  when  cardiac  disease  complicates  hyperten- 
sion, is  restriction  of  protein  intake  below  the  normal  allowance  of  60  to 
70  Gm.  per  day  justifiable.®-  ® 

But  not  only  for  its  high  content  of  biologically  top-quality  protein 
is  meat  a recommended  daily  food  in  the  diet  of  the  hypertensive  patient. 
It  also  goes  far  toward  satisfying  the  needs  for  essential  B vitamins  and 
minerals.  Another  important  featme  of  meat  is  its  outstanding  taste 
appeal  and  its  virtually  complete  digestibility. 


1.  Wilhelmj,  C.  M.;  McDonough,  J.,  and  McCarthy,  H.  H.:  Nutrition  and  Blood  Pressure, 
Am.  J.  Digest.  Dis.  20;117  (May)  1953. 

2.  Mann,  G.  V.,  and  Stare,  F.  J.:  Nutritional  Needs  in  Illness  and  Disease,  J.A.M.A.  142:409 
(Feb.  11)  1950. 

3.  McLester,  J.  S.,  and  Darby,  W.  J.:  Nutrition  and  Diets  in  Health  and  Disease,  ed.  6, 
Philadelphia,  W.  B.  Saunders  Company,  1952,  pp.  519-524. 

4.  Levine,  V.  E.:  The  Blood  Pressure  of  the  Eskimo,  Federation  Proc.  /;121  (Mar.  16)  1942. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 

American  Meat  Institute 

Main  Office, Chicago... Members  Throughout  the  United  States 


hen  patients  are  sensitive  to  antibiotics 


consider  I]  liI  V V SI  Si  @ S II SH 


SELECTIVE  ANTIBIOTIC 


ORALLY  EFFECTIVE 

against  staphylococci,  streptococci  and  pneumococci— 
especially  indicated  when  patients  are  allergic  to  other 
antibiotics  or  when  the  organism  is  resistant. 


DRUG  OF  CHOICE 

against  staphylococci — because  of  the  high  incidence  of 
staphylococci  resistant  to  other  antibiotics. 


DRUG  OF  CHOICE 

because  it  is  less  likely  to  alter  normal  intestinal  flora 
than  other  antibiotics,  except  penicillin;  gastrointestinal 
disturbances  rare;  no  serious  side  effects  reported. 


USE  ERYTHROCIN 

in  pharyngitis,  tonsillitis,  otitis  media,  sinusitis,  bronchi- 
tis, scarlet  fever,  pneumonia,  erysipelas,  pyoderma  and 
certain  cases  of  osteomyelitis. 


DOSAGE 

average  adult  dose  is  two  100-mg.  tablets  every  four  to 
six  hours.  Specially-coated  Erythrocin 
tablets  are  available  in  bottles  of  25  and  100. 


TraJe  Mark  erythromycin,  Abbott  crystalline 
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. . .“sense  of  well-being”. . . 

In  addition  to  relief  of  menopausal  symptoms,  M 
a feeling  of  well-being  or  tonic  effect”  was  frequently 
reported  by  patients  on  “Premarin”  therapy.* 

‘PREMARIN”  in  the  menopause 


Estrogenic  Substances  (water-soluble)  also  known  as 
Conjugated  Estrogens  (equine).  Tablets  and  liquid. 


♦Harding,  F.  E.:  West.  J.  Surg.  52:31  (Jan.)  1944. 


AYERST,  MCKENNA  & HARRISON  LIMITED  • Nt’w  York,  N.  Y.  • Montreal,  Canada  j 
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diabetes 


"the  ideal  detection  center  is  the  office  of  the  family  physician"' 


Found:  20,255  “new”  diabetics  in  one 
year  in  the  private  practice  of  5000  physi- 
cians responding  to  a nationwide  poll.*  Of 
these,  81%  were  detected  by  urine-sugar 
analysis;  62%  of  the  physicians  used 
Clinitest. 


Only  19%  of  the  diabetics  in  this  survey, 
were  detected  by  findings  other  than  glyco- 
suria. “Every  patient  therefore,  should  have 
at  least  one  urinalysis  as  part  of  his  exam- 
ination, even  if  the  purpose  of  his.  visit  is 
only  the  removal  of  wax  from  the  ears.”^ 


CLINITEST 


for  detection  of  urine-sugar 


*Data  from  nationwide  poll:  Diabetes  in  daily  practice 

70%  were  over  40. 

40%  had  a family  history  of  diabetes. 
65%  were  overweight. 


1.  Blotner,  H.,  and  Marble.  A.:  New  England  J. 

Med.  245:561  (Oct.  11)  1951. 

2.  Steine,  L.:  GP  8:45  (July)  1953. 

Ames  Diagnostics 

Adjuncts  in  clinical  management 

AMES 

COMPANY,  INC*  ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


53154 
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ORAL  PENICILLIN  IS  AT  ITS  BEST 


yWHEN  IT  IS 
RELIABLY 
ABSORBED 


WHEN  ITS 
THERAPEUTIC 
EFFECTIVENESS 
IS  ESTABLISHED 


WHEN  PALATABILITY 
ASSURES  PATIENT 
COOPERATION 


-4^ 


WHEN  STABILITY 
ASSURES  RE- 
TENTION OF 
POTENCY 


. . the  first  oral  preparation  of  penicillin  which  has 
in  our  experience  been  reliably  absorbed  in  100% 
of  patients,  irrespective  of  size  and  weight  and  using 
a standard  dose  of  300,000  units  . . . [it]  was  given 
irrespective  of  the  time  of  meals  and  whether  the 
stomach  might  be  full  or  not’’^;  . . . “may  be  given 
without  regard  to  meals  . . s 

“The  results  presented  indicate  that  the  oral  peni- 
cillin suspension  studied  by  us  is  a satisfactory 
antibiotic  for  the  treatment  of  some  of  the  common 
infections  of  the  respiratory  tract  caused  by  ^-hem- 
olytic streptococci”  . . . and  uncomplicated  pneu- 
monias of  childhood.^ 

Bicillin  “oral  suspension  is  palatable,  was  accepted 
without  difficulty  by  all  patients  in  both  groups 
[children  and  adults]  and  was  well  tolerated.  ”2 

“No  children  of  any  age  have  been  distiirbed,  and 
the  palatability  of  the  product  has  made  its  admin- 
istration easy.”! 

Bicillin  is  highly  insoluble  in  water.  Its  aqueous 
suspension,  ready  for  immediate  use,  is  stable  for 
2 years  at  ordinary  room  temperature — 77°F.  (25°C.) . 
Refrigeration  is  unnecessary. 


“TAe  development  of  dibenzylethylenediamine  dipenicillin 
is  one  of  the  important  milestones  in  antibiotic  therapy.”^ 


BICILLIN 

DIBENZYLETHYLENEDIAMINE  DIPENICILLIN  G 


SUPPLIED:  ORAL  SUSPENSION  BICILLIN:  BottleS  Of  2 fl.  OZ.‘,  300,000  UlUtS 

per  teaspoonful  (5  cc.). 


TABLETS  BICILLIN:  200,000  uiuts;  bottlos  of  36. 

TABLETS  BICILLIN:  100,000  uiiits;  bottles  of  100. 


® 

PHILADELPHIA  2,  PA. 
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he  Best  lasting  Asp 
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doiA/n-fofhe  iasf-fabfef 


Boffie  of  24  iableh 
f each ) 


JTfe  pleased  to  send  samples  on  request 

THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18,  N.  Y. 


Delaware  State  Medical  Journai 


January,  1954 


xviii 


hard-hitting  antibiotic 

ILOTYCIN 

(Erythromycin,  Lilly) 

especiaiiy  for  staphyiococcus, 
streptococcus,  and 
pneumococcus  infections 

DOSAGE  FORMS: 

Tablets  ■llotycin,'  100  and  200  mg.  Average 
dose;  200  mg.  every  four  to  six  hours. 


100  mg.  of  ‘llotycin’  (as  the  ethyl  carbonate) 
per  teaspoonful  (5  cc.) 

AVERAGE  DOSE: 

Thirty-pound  child:  One  teaspoonful  every  six 
hours. 

Adults:  Two  teaspoonfuls  every  four  hours. 

IN  60-CC.  BOTTLES 


Ell  MllY  AND  COMPANY,  INDIANAPOMS  6,  INDIANA, 


U . S . A . 
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NEW  DEVELOPMENTS  IN 
OCULAR  LENSES 

Davis  G.  Durham,  M.  D.,* 
Wilmington,  Del. 

As  in  all  branches  of  medicine,  there  have 
been  new  developments  and  improvements  in 
optics  within  the  past  decade.  These  include 
the  following:  (1)  trifocals;  (2)  plastic 

lenses;  (3)  contact  lenses;  (4)  microscopic 
and  telescopic  lenses;  (5)  the  Ridley  lens  for 
aphakia. 

While  trifocals  are  not  a recent  develop- 
ment, their  use  has  largely  come  into  its  own 
within  the  last  ten  years.  Presbyopes  above 
age  fifty  requiring  adds  (lower  segments)  of 
two  dioptres  or  more  are  candidates  for  con- 
sideration of  trifocals.  Optically  this  is  neces- 
sary because  the  range  of  clear  vision  is  re- 
duced in  bifocals  of  this  strength  so  that  there 
is  good  reading  and  distance  vision  but  there 
is  an  intermediate  zone  of  blurred  vision  be- 
tween. (Figure  1)  This  blurred  intermediate 


Fig.  1 — Diagramatic  sketch  showing  the  complete 
range  of  clear  vision  obtainable  with  the  trifoccl  lens 
as  measured  in  inches,  contrasted  with  intermediate 
blurring  with  the  bifocal  lens. 

zone  includes  that  vision  at  arms  length.  This 
includes  desk  workers,  musicians,  practically 
all  craftsmen,  housewives  with  ironing,  wash- 

♦Attending  Chief  in  Ophthalmology,  Delaware  Hospital. 
Presented  at  Jefferson  Medical  College,  June  10,  1953. 


ing  dishes.  Card  playei's  will  be  noticeably- 
blurred  with  the  cards  on  the  table.  Trifocals 
will  increase  the  range  of  useful  vision  so  as 
to  give  clearness  at  arms  length  and  beyond. 
While  there  is  some  adjustment  necessary  to 
get  accustomed  to  trifocals,  this  is  generally 
no  more  than  that  encountered  with  bifocals. 
The  secret  to  wearing  trifocals  is  in  the  fit- 
ting by  the  optician.  Since  they  are  a jireci- 
sion  instrument  the  fitting  must  be  perfect. 


Fig,  2 — Photograph  showing  the  heavier  glass  lens  on 
the  left,  with  the  plastic  lens  on  the  right.  Both  lenses 
of  the  same  refractive  correction. 


Fig.  3 — Identical  steel  balls  dropped  on  a plastic  lens 
(left)  and  a glass  lens.  Plastic  lenses  are  conisderably 
more  resistant  to  impact  than  glass  lenses.  Even  when 
broken  the  plastic  lens  will  not  shatter  as  any  glass 
lens  will  do. 
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Plastic  lenses  ofter  the  J'ollowing  advan- 
tages over  glass  lenses : 

1.  Light  weight.  These  lenses  weigh  approx- 
imately hall'  that  of  glass  lenses.  This  is  a real 
advantage  in  high  corrections  where  the 
weight  may  be  considerable  as  in  a])hakia 
aftei-  cataract  operations  (Fig.  2) 

2.  Safety.  Plastic  lenses  have  greater  im- 
))act  resistance  and  when  broken  do  not  shat- 
ter. Thus  they  are  es])ecially  valuable  to  ath- 
letes, children,  and  in  industry.  (Fig.  3) 


3.  Resistance  to  fogging.  This  condition  is 
es])ecially  annoying  to  con.stant  wearers  of 
glass  lenses  in  cold  climates  or  to  workers  sub- 


Fig.  4 — A glass  lens  (left)  and  plastic  lens  both  sub- 
jected to  the  same  exposure  of  welding  splatter  show- 
ing the  marked  resistance  to  welding  splatter  with  the 
plastic  lens. 

jected  to  frecpient  changes  of  teni])eratures, 
as  those  emi)loyed  in  hot  houses,  walk-in-re- 
frigerators, etc. 

4.  Resistance  to  welding  and  grinding 
splatter.  Plastic  lenses  will  outlast  glass  len.ses 
matiy  times  over  when  exposed  to  metallic 
sjtlatter.  ( hTg.  4) 
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Fig.  5 — Graph  comparing  the  hardness  or  resistance 
to  scratching  of  Methacrylate  plastic  versus  Armorlite, 
a trade  name  for  a specially  hardened  plastic  lens, 
and  glass. 

The  one  disadvantage  of  ])lastic  lenses  is 
their  tendency  to  scratch.  However,  the  hard- 
ness factor  has  been  improved  tremendously 
in  the  last  few  years  so  that  one  bi'and  in  par- 
ticular closely  aj)proaches  glass.  (Fig.  5) 
With  any  degree  of  care  plastic  len.ses  will 
last  several  years  and  thus  in  special  ai)plica- 


tions are  worth  consideration.  The.se  lenses 
are  available  in  bifocals  and  various  tints  as 
well. 

Contact  lenses  have  been  imi>roved  .so  con- 
siderably that  it  is  e.stimated  cS5%  of  itrospec- 
tivc  wearers  can  Ite  fitted  satisfactorily.  No 
longer  is  tbnd  ixapdred,  thus  making  the  in- 
.sertion  easier  and  the  wearing  time  longer. 
The  majority  of  contact  lens  wearers  can  satis- 
factoi'ily  wear  them  for  upwards  of  twelve 
hours.  Their  ap|)lication  is  specialized,  but 
the  following  situations  merit  consideration; 
High  myopia,  high  astigmatism,  aphakia,  ker- 
atoconus,  anisometro])ia. 
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Fig.  6 — Contact  Lens,  Diagramatic  Sketch  depicting 
how  the  new  contact  lens  floots  on  the  precorneal  tear 
film  with  no  actual  contact  with  the  cornea. 


The  new  contact  lenses  nearly  all  float  on 
the  precorneal  tear  film  and  thus  do  not  ac- 
fualjy  touch  the  cornea.  (Fig.  6)  Again,  the 
secret  in  wearing  of  contact  lenses  is  in  the 
proper  fitting. 

Within  the  la.st  year  a new  type  of  asjther- 
(‘  1 magnifier  has  been  made  commercially 


Fig.  7 — FHigh  power  aspherical  magnifier.  Photograph 
showing  how  little  increase  in  thickness  is  necessary 
even  though  magnificotion  from  2 to  20  times  is 
possible. 
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available  which  promises  to  be  of  great  help 
to  those  with  subnormal  vision.  These  lenses 
will  magnify  any  desired  amount  from  2 to 
20  times.  In  addition  there  is  clear  vision  to 
the  edge  of  the  lenses  as  contrasted  to  pre- 
vious magnifiers.  Therefore  the  field  of  vision 
is  less  restricted.  They  are  especially  valuable 
in  retinal  diseases,  early  cataracts,  and  all  oc- 
ular pathology  where  there  is  some  central 
vision  even  though  it  is  reduced  below  the 
level  of  20/400.  Many  of  these  individuals 
can  read  once  again  with  comiiarative  ease, 
enjoy  television,  movies  and  be  industrially 
rehabilitated  where  this  was  not  possible  with 
any  previous  ocular  aid  or  treatment.  Amaz- 
ingly enough,  these  lenses  often  are  of  very 
little  increased  thickness  or  weight  over  con- 
vential  lenses.  (Fig.  7) 

The  Ridley  Lenses  is  a new  procedure  de- 
veloped by  an  English  surgeon  for  the  inser- 
tion of  a plastic  lens  within  the  lens  capsule 
at  the  time  of  cataract  extraction.  (Fig.  8) 
It  should  be  em])hasized  that  this  is  still  an 
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Fig.  8 — Plastic  acrylic  lens  implant.  Drawing  showing 
how  the  capsule  of  the  cataractous  lens  is  not  removed 
and  the  plastic  rcrylic  lens  is  inserted  within  the  re- 
maining capsule. 


exiierimental  procedure  and  one  that  has  not 
met  with  too  much  approval  in  this  country. 
However,  experience  to  date  indicates  that  it 
offers  more  natural  vision  in  aphakia,  elimi- 
nating the  magnification  and  distortion  whcih 
now'  makes  the  adjustment  to  aphakia  a dif- 
ficult one.  In  these  cases  the  eye  tolerates  the 
plastic  well  but  frequently  shows  a marked 
iridocyclitis  w’hich  is  usually  controlled  with 
cortisone. 


Summary 

Recent  developments  in  ojitics  have  permit- 
ted improvements  in  lenses.  These  include  tri- 
focals for  older  presbyopes,  plastic  lenses  for 
special  apiilications  in  industry,  and  with  ath- 
letes, children,  and  aphakics.  Contact  lenses 
are  smaller  and  no  longer  require  fluid,  thus 
affording  easier  insertion,  increased  toler- 
ance, and  greater  comfort.  Probably  the  great- 
est help  ever  given  to  those  wdth  subnormal 
vision  will  now'  be  available  wdth  the  new  mi- 
croscopic and  telescopic  lenses.  Lastly,  the  in- 
sertion of  a plastic  lens  at  the  time  of  cataract 
extraction,  while  still  in  the  experimental 
stages,  offers  the  hofie  of  natural  vision  to 
ajihakics  which  has  not  been  possible  with 
previous  conventional  lenses. 

REFERENCES 

1.  Durham,  Davis  G.:  Plastic  Lenses  in  Industry,  Trans.  Am. 
Acad.  Ophth.  53:680-682  (July-Aug.)  1949. 

2.  Keeney,  A.  H.  and  Duerson,  H.  L.  Jr.:  Evaluation  of  Plastic 
Spectacle  Lenses,  AMA  Arch.  Ophth.  49:530-535  (May)  1953. 

3.  Ridley,  H.:  Intra-ocular  Acrylic  Lenses;  a Recent  Develop- 
ment in  the  Surgery  of  Cataract,  Brit.  J.  Ophth.,  36:113-122 
(March)  1952. 


MENINGOENCEPHALITIS  DUE  TO 
CRYPTOCOCCUS  NEOFORMANS 

A Case  Report 
A.  E.  Bacon,  Jr.,  M.  I). 

E.  G.  Scott,  M.  T., 
and  P.  W.  Huntington,  M.  1)., 
Wilmington,  Del. 

Infection  due  to  Cryptococcus  neoformans 
(Torula  histolytica)  is  an  uncommon  disease. 
There  is  one  jiiior  case  on  record  at  the  Del- 
aw'are  Hosi>ital  w'hich  w'as  reported  by  Flinn, 
Hooker  and  Scott. ^ 

Case  Report  * * 

A 52  year  old  woman  was  admitted  with 
the  chief  conqilaints  of  marked  anorexia, 
w'eight  loss,  and  frequent  frontal  headachees. 
Four  months  prior  to  admission  she  had  been 
seen  in  the  Opthalmology  Out-Patient  Clinic 
because  of  failing  vision.  Examination  re- 
vealed markedly  diminished  visual  acuity, 
with  only  the  nasal  visual  field  remaining  in 
the  left  eye.  The  right  eye,  and  bilateral 
fundosco])ic  examination,  w'ere  considered 
normal.  Skull  X-rays  at  that  time  w'ere  nor- 
mal, and  diagnostic  lumbar  puncture  was 
recommended,  but  the  patient  failed  to  return. 

Two  months  jirior  to  admission,  she  had  the 
“flu,”  characterized  b.v  upper  res])irator> 

*From  the  Departments  of  Medicine  & Pathology,  Delaware 
Hospital. 

♦♦Respectively  Resident  in  Medicine,  Bacteriologist,  and  Resi- 
dent in  Pathology,  Delaware  Hospital. 

♦♦Delaware  Hospital  Case  No.  201382. 
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symptoms  with  moderate  malaise,  and  devel- 
oped a eouirh  proiluetive  of  yellow  sputum 
with  occasional  blood  streaks.  There  was  a 
progressive  increase  in  malaise,  and  omset  of 
■‘feveri.shness”  and  night  sweats.  For  three 
weeks  prior  to  admission  there  was  diminution 
of  cough,  hut  she  experienced  jirogressive  an- 
orexia and  frontal  headaches,  often  accom- 
l>anied  with  dizzine.ss  and  eye  ]>ain.  She  had 
lost  ten  pounds  of  weight  in  the  past  two 
months  and  had  six  teeth  extracted  in  the 
past  week.  Significant  ])hysical  findings  in- 
cluded the  appearance  of  marked  cachexia 
and  moderate  lethargy.  Temperature  was 
99.6°  F.  The  fundi  showed  early  arterioscle- 
rotic changes.  IMarked  dental  caries  were  pres- 
ent, with  evidence  of  recent  extraction.  A soft 
a])ical  .systolic  cardiac  murmur  was  heard. 
Kemainder  of  physical  examination,  including 
neurologic,  pelvic,  and  blood  iireessure,  were 
considered  normal. 

Chest  x-ray,  upper  gastro-intestinal  series, 
fasting  blood  sugar,  blood  urea  nitrogen  and 
smears  and  cultures  for  M.  tuberculosis  were 
negative.  A mild  anemia  of  11.6  gms.  of  hemo- 
globin was  present,  and  total  jirotein  was  7.6 
gm.%  with  4.1  gm.  of  globulin.  Urinalysis 
and  .serology  were  negative.  Repeat  skull  x-ray 
showed  no  change. 

On  the  ninth  hospital  day  her  temperature 
suddenly  rose  to  102°  F.  Nuchal  rigidity  and 
stupor  were  jire.sent,  with  no  localizing  neuro- 
logical signs.  Lumbar  puncture  revealed  550 
cells,  jiredominately  iiolymorjihonuclear  leu- 
kocytes. No  organisms  were  identified,  and  the 
patient  was  placed  on  1.000,000  units  of  peni- 


cillin every  two  hours.  Her  temperature 
jiromptly  returned  to  normal.  Two  days  later 
a repeat  lumbai-  puncture  was  done,  and  at 
this  time  organisms  were  recognized  in  the 
counting  chamber.  Culture  of  the  initial 
sjiinal  fluid  became  positive  for  cryjitococci  in 
four  days,  establishing  the  diagnosis. 

During  the  following  18  days  there  was  no 
change  in  the  clinical  cour.se.  She  remained  in 
a stupor,  responding  to  iiainful  stimuli  by 
slight  movements.  Deviation  of  the  eyes  to 
the  left,  with  increased  muscular  tone  of  the 
right  extremities,  were  jire.sent  for  one  24 
hour  period  during  this  time.  No  other  neuro- 
logic signs  ajipeared.  The  fundi  remained  un- 
changed. There  was  no  evidence  of  intro- 
cranial  ]n’essure. 

Therapy  was  given  as  indicated  in  Chart 
1.  Sulfadiazine  was  given  intravenously  for 
a total  of  40  gm.  in  six  days.  High  doses  of 
penicillin  were  discontinued  after  three  days 
and  subsequently  300,000  units  of  procaine- 
penicillin  were  given  intramuscularly  twice 
daily  to  protect  against  secondary  bacterial 
infection.  Stilbamidine  isethionate  was  given 
intravenously  in  a dose  of  50  mg.  the  first 
day  and  150  mg.  daily  on  subsequent  days  of 
treatment.  Due  to  difficulty  in  obtaining  this 
agent,  there  were  two  interruptions  in  the 
course,  and  the  jiatient  received  a total  of  1.25 
gm.  adrenocorticotropic  hormone  20  mg.  in- 
travenously daily  as  indicated. 

The  patient  was  maintained  on  gastric  tube 
feeding  of  2000  calories  daily.  Urinary  out- 
put remained  adeijuate  and  freijuent  urinaly- 
sis showed  no  significant  abnormality.  Bromo- 


CHART  1 
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sulfalein  test  is  recorded  in  Chart  1.  A reten- 
tion of  over  50  percent  was  noted  on  the  21st 
hospital  day. 

Cultures  of  spinal  fluid  were  consistently 
positive  for  C.  neofannans.  Bloody  spinal 
fluid,  presumably  due  to  traumatic  pro- 
cedures, precluded  chemical  studies  late  in 
the  course.  Spinal  fluid  pressure  was  not  ob- 
tainable without  jug'ular  compression,  when 
a free  flow  was  obtained. 

On  the  28th  hospital  day  the  patient’s  tem- 
perature began  to  rise,  accompanied  by  a fall 
in  blood  pressure.  Twenty  mgm.  of  actidione* 
were  given  intrathecally,  but  she  expired  with- 
in several  hours. 

Bacteriology 

The  organism  isolated  from  this  case  was 
first  observed  in  the  counting  chamber  while 
performing  a cell  count  of  the  cerebrospinal 
fluid.  Gram-stain  of  the  spinal  fluid  sediment 
revealed  characteristic  single-budding  forms, 
and  an  India-ink  preparation  disclosed  the 


Fig.  1 — India  ink  preparation  of  cerebrospinal  fluid 
sediment  showing  typical  cryptococci. 


♦Actidione  was  generously  provided  by  Upjohn  Co.,  Kala- 
mazoo, Michigan. 


large,  retractile  gelatinous  capsules.  The  or- 
ganism grew  readily  on  Sabouraud  agar  at 
37°  C.  and  at  room  temperature,  producing 
moist,  confluent  cream-colored  colonies  after 

3 days’  incubation,  which  later  became  slimy 
and  orange  in  color.  Growth  on  blood  agar  at 
37°  C.  was  slower,  with  similar  type  colonies. 
No  mycelia  were  produced  at  room  temper- 
ature. Microscopic  preparations  of  young  cul- 
tures showed  single  buds  with  short  germ 
tubes.  After  further  incubation,  the  identify- 
ing capsule  was  readily  demonstrated.  A 
single  mouse  injected  intraperitoneally  with 
0.1  ml.,  of  cerebrospinal  fluid  sediment  did 
not  develop  infection  after  two  months. 

Susceptibility  tests  of  the  fungus  to  var- 
ious antibiotics  were  carried  out  by  the  disc 
technic.  The  organism  was  resistant  to  the 
following : penicillin,  aureomycin,  terramy- 
cin,  chloramphenicol,  streptomycin,  neomycin, 
viomycin,  polymyxin,  bacitracin,  and  erythro- 
mycin. A zone  of  inhibition  was  demonstrated 
with  actidione. 

Because  of  the  reported  suppressive  effect 
of  stilbamidine  on  blastomycosis  in  mice,- 
it  was  decided  to  investigate  the  effect  of  this 
drug  against  the  cryptococcus  isolated  from 
the  patient,  both  by  in  vitro  and  in  vivo 
methods. 

7n  vitro  sensitivity  studies  to  stilbamidine 
isethionate  were  carried  out  by  an  agar  plate 
technic.  Serial  twofold  dilutions  of  the  drug 
were  prepared  in  Sabouraud  agar  plates,  pH 
6.8,  in  concentrations  of  from  400  micrograms 
to  25  micrograms  iier  ml.  of  medium.  The 
plates  were  then  inoculated  with  0.1  ml.  of 
tenfold  serial  dilutions  of  a 4 day  culture  of 
the  cryptococcus  grown  on  Sabouraud  agar 
and  suspended  in  infusion  liroth.  fl’liese  in- 
ocula  varied  between  600  and  60,000  cells  per 
0.1  ml.  All  plates  were  incubated  at  37°C.  for 

4 days,  and  read  for  the  })resence  or  absence 
of  growth.  Under  these  conditions,  the  crypto- 
coccus  was  inhibited  by  200  mierograms  of 
stilbamidine  per  ml.  of  culture  medium,  with 
all  inocula. 

In  vivo  experiments  were  conducted  by  in- 
jecting a series  of  20  gram  white  mice  with 
the  cryptococcus,  and  administering  stilbami- 
dine under  different  dosage  schedules.  Four- 
teen mice  were  infected  by  tail  vein  injection 
of  6000  cryptococcus  cells  per  mouse,  and  14 
others  by  injection  of  600,000  cells  per  mouse. 
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Five  days  were  allowed  for  infection  to  de- 
velop, and  treatment  was  started  with  stil- 
bamidine  thereafter.  The  drus>’  was  prepared 
fresh  daily  in  brown  lilass  bottles,  and  dis- 
solved in  isotonic  sodium  chloride  solution. 
The  mice  were  «'iven  daily  intra])eritoneal  in- 
jections of  the  drus>-,  in  amounts  of  0.1  milli- 
i>rams  and  0.5  milligrams  per  mouse  (etpiiv- 
alent  to  5 mg.  and  25  mg.  ])er  kg.),  for  115 
days,  or  until  spontaneous  deaths  occirrred. 
Fight  mice  who  were  not  infected,  served  as 
drug  conti'ols.  The  brains  and  lunas  of  all  i^i- 


Fig.  2 — Antibiotic  fungus  on  Soboroud  agar  streaked 
with  cryptococcus. 


fected  mice  who  died  or  were  killed,  served  as 
drug  controls.  The  brains  and  lungs  of  all  in- 
fected mice  who  died  or  were  killed,  were  cul- 
tured on  Sabouraud  agar,  and  any  growth 
was  examined  microsco])ically  with  India  ink 
ljrei)arations. 

One-half  of  the  untreatetl  mice  given  the 
lighter  inoculum  (6000  celts)  died  in  45-62 
days,  with  positive  brain  or  lung  cultures; 
while  all  of  the  untreated  mice  receiving  the 
heavier  inoculum  (600,000  cells)  died  iu  6-22 
days,  with  i>ositive  brain  an<l  lung  cultures. 
There  was  no  significant  dift'erence  in  the  rate 
of  survival  of  the  infected  mice  treated  w’ith 
either  dose  of  stilbamidine,  over  the  untreated 
controls.  Positive  cultures  were  obtained  from 
the  bi-ain  and/or  lungs  of  75%  of  the  stil- 
bamidine-treated  mice. 

During  the  coui'se  of  culturing  mouse  lungs, 
it  was  noted  that  a contaminating  fungus  had 
appeared  on  the  Sabouraud  i)late,  which 
showed  an  inhibitory  effect  on  the  cryptococ- 


cus. This  was  further  confirmed  on  tryi)ticase 
soy  agar  ])lates  streaked  with  the  cryptococ- 
cus, and  spot  inoculated  with  the  fungus. 
After  3 days’  incubation,  an  inhibition  zone 
of  40-50  mm.  was  observed.  Little  inhibitory 
effect  was  observed  against  representative 
strains  of  several  gram-])ositive  cocci  and 
gram-negative  rods. 

That  this  observation  is  not  unique  is  point- 
ed out  b\  Kligman's’”  listing  of  at  least  12  an- 
tibiotics with  anticryptococcal  ])roperties.  The 
mo.st  effective  in  vitro  were  alliein,  pleurotin, 
bacillomycin  B and  actidione,  the  latter  hav- 
ing an  almost  specific  fungistatic  action  on 
cryptococci.  It  is  surmised  that  the  antibiotic 
])roducetl  by  the  contaminant  described  above 
is  probal)ly  actidione.  The  fungus  will  be  re- 
ferred to  a soil  microbiologist  for  further  eval- 
uation. 

Autopsy  Findings 

Autopsy  findings  showed  a slight  ])atchy 
imeumonia,  congestion  of  the  liver  and  spleen, 
and  hypoplasia  of  the  adrenal  glands.  The 
ceiebrum  was  gro.ssly  edematous;  the  edema 
extended  into  the  pons  and  brain  stem.  There 
was  no  further  gross  evidence  of  brain  or 
meningeal  involvement.  The  cisternal  fluid 
was  clear  and  the  subarachnoid  spaces  were 
clean  and  glistening;  however,  this  is  not  un- 
usual in  cryptococcosis,  since  a paucity  of  in- 
llammatory  changes  in  the  meninges  is  not 
infrequent.^ 

The  microscopic  picture  proved  the  organ- 
ism Cryptococcus  neoformans,  to  be  present 
in  the  subarachnoid  spaces  of  the  cerebrum, 
cerebellum,  and  medulla  oblongata.  Culture 
of  cisternal  fluid  was  also  positive  for  crypto- 
coccus. 

The  tis.sue  sections,  stained  with  hematoxy- 
lin and  easin,  .showed  cells  wdiich  appeared  as 
foci  of  .small  foamy  cellular  areas  with  pale, 
rounded  and  ovoid  “nuclei.”  The  foamy  ap- 
jiearance  is  due  to  the  thick  capsule  of  the 
fungus  and  the  “nucleus”  represents  the  or- 
ganism itseBA 

Because  of  the  inadequate  demonstration  of 
the  fungi  by  the  routine  stain,  further  sec- 
tions of  tissue  were  stained  by  the  Hotchkiss- 
McManus  stain.  This  staining  techniiiue  was 
developed  in  1948  and  specifically  adajited  to 
staining  of  fungi  in  tissues®,  formerly  in- 
adeipiately  demon.strated  by  available  meth- 
ods. The  H and  IVl  stain  makes  use  of  the 


January,  1954 


Delaware  State  Medical  Journal 


7 


principle  that  the  cell  walls  of  fungi  are  com- 
posed of  mixtures  of  cellulose  and  chitin.  This 
is  hydrolyzed  by  periodic  acid,  forming  an 
aldehyde,  which  is  then  stained  a brilliant 
magenta  by  the  Schiff  reagent.  This  makes  the 
fungi  stand  out  dramatically  in  tissue  sec- 
tions. The  Hotchkiss-McManus  stain  defined 
the  fungi  clearly  that  were  suggested  in  the 
routine  stain  technique.  Numerous  aggregates 
of  deep  magenta,  rounded  and  ovoid  fungi 
were  present  surrounded  by  clear  spaces  rep- 
resenting the  thick  capsule  of  the  organism. 
These  fungi  were  surrounded  in  most  in- 
stances by  microsco])ic  granulomata,  showing 


Fig.  3 — Granuloma  of  cerebral  meninges  showing 
cryptococci.  Hotchkiss-McManus  stain.  (DH  201382) 


slight  fibrosis,  round  cell  aggregates,  and  oc- 
casional giant  cells.  They  were  present  in  sec- 
tions of  cerebrum,  cerebellum,  and  medulla 
oblongata,  located  in  the  subarachnoid  spaces. 
No  evidence  of  cryptococcic  involvement  was 
found  in  cerebral  tissue  as  can  occasionally 
be  found.  The  liver  showed  no  evidence  of 
either  cryptococcic  involvement  or  hepatic 
cellular  damage.  No  other  organ  involvement 
could  be  demonstrated. 

Mice  injected  with  stilbamidine  were 
studied  histologically  to  determine  whether 


any  pathological  changes  were  present  in  the 
tissues.  These  sections  were  of  pooled  organs 
(liver,  spleen,  kidney,  brain)  from  four  con- 
trol mice,  four  mice  given  0.1  mg.  stilbami- 
dine, and  two  mice  given  0.5  mg.  stilbamidine, 
which  died  in  90  and  105  days  respectively; 
the  mice  were  all  sacrificed  at  the  end  of  115 
days.  The  sections  were  stained  with  hema- 
toxylin and  eosin.  There  were  no  demonstrable 
changes  in  the  tissue  examined  that  could  be 
attributed  to  the  possible  toxicity  of  the  drug. 

Discussion 

Human  infection  by  Cryptococcm  neofor- 
mans  has  been  reported  in  approximately  225 
cases,  with  over  80%  of  the  patients  having 
central  nervous  system  involvement.®  Twenty- 
three  per  cent  of  the  patients  have  demon- 
strated expanding  intracranial  lesions,  while 
many  cases  have  leptomeningitis  with  or  with- 
out granuloma  elsewhere  in  the  body.’^ 
Seventy  per  cent  of  patients  expire  within  3 
month  of  onset  of  symptoms,  and  86  per  cent 
are  dead  at  the  end  of  one  year,®  although  sur- 
vivals for  as  long  as  9 years  has  occurred.® 

There  is  no  standard  treatment  for  this 
central  nervous  system  infection.  Our  patient 
remained  on  a remarkably  static  course  for  18 
days,  until  16  hours  before  death.  During  the 
period  of  stupor  she  failed  to  respond  to  sulfa- 
diazine, penicillin,  adrenocorticotropic  hor- 
mone, or  stilbamidine. 

One  patient  treated  with  sulfadiazine  is  con- 
sidered cured.®'  This  result  has  not  been 
duplicated.®  More  recently,  encouraging  re- 
sults have  been  reported  with  the  use  of  acti- 
dione.  Wilson^^  and  Carton®  have  each  appar- 
ently cured  a patient,  but  approximately  13 
patients  have  failed  to  respond  to  actidione.® 

Because  of  the  effectiveness  of  stilbamidine 
in  the  treatment  of  blastomycosis,  a dis- 
ease due  to  a similar  fungus,  this  drug  was 
used  in  treatment  of  this  patient.  However, 
only  1.25  gm.  wei’e  administered  prior  to 
death.  The  bromsulfalein  retention  increase 
between  the  18th  and  21st  days  may  have 
been  due  to  the  effects  of  the  stilbamidine.  A 
fatality  due  to  yellow  atrophy  of  the  liver  as 
a result  of  stilbamidine  has  been  reported. 

Schoenbach  reported  3 patients  with  cryp- 
tococcosis who  did  not  respond  to  treatment 
with  stilbamidine.^®  He  noted  that  stilbami- 
dine did  not  protect  experimentally  infected 
mice  in  doses  below  250-500  mg.  per  kg. 

Other  possible  therapeutic  approaches  sug- 
gested by  in  vitro  and  animal  studies  include 
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fever  thera])v,  and  the  eombiiiation  of  actidl- 
one  and  polymyxin  B with  eoneomitant  use 
of  an  ajrent  to  render  the  eryptoeoeeus  capsule 
more  permeahled*’  Details  of  these  methods 
are  published  elsewhere,  ' ' as  are  eoinjire- 
hensive  reviews  of  euirent  eoneepts  of  the  dis- 
ease and  its  etiologieal  agent.  ’’’ 
SrsniARY 

1.  A case  of  meningoence])halitis  due  to 
Cryptococcus  ncofonnans  is  iiresented. 

2.  The  ])atieut  showed  no  resi>onse  to  treat- 
ment with  {lenicillin,  sulfadiazine,  adreno- 
corticotropic hormone  or  stilbamidiue. 

3.  Stilbamidiue  did  not  alter  the  course  of 
the  di.sea.se  in  mice  experimentally  infected 
with  cryptococci. 
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MANAGEMENT  OF  CAUSTIC  BURNS 
OF  THE  ESOPHAGUS 

A Case  He  port 
•Joseph  F.  IIu(;hes,  M.  !).,* 
Wilmington,  Del. 

Fsophageal  strieture  caused  by  a caustic 
occurs  all  too  often  in  children.  The  caustic 
is  usually  lye,  a chemical  used  to  clean  clogged 
])il)ps.  Children  drink  a solution  of  lye,  mis- 
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taken  for  water  or  milk,  when  it  is  left  in  a 
common  drinking  utensil.  Disastrous  burns  oc- 
cur around  the  lips,  mouth,  jiharynx,  and 
csjiecially  the  esophagus.  Burns  in  the  mouth 
are  extensive  but  they  heal  completely  in  a 
eomi)aratively  short  time.  However,  burns  in 
the  lowei-  pharynx  and  esojihagus  are  deep 
and  devastating,  because  the  chemical  has  its 
longe.st  contact  here.  Lye  passing  into  the 
.stomach  is  (juiekly  diluted  and  neutralized  by 
the  hydrochloric  acid  of  the  gastric  juice. 

Early  Treatment 

Theoretically,  acidic  solutions  such  as  vine- 
gar and  lemon  juice  may  be  used  to  rinse  the 
mouth  and  swallowed  to  neutralize  the  caus- 
tic. But,  as  a practical  method,  it  is  valueless. 
In  the  atmosidiere  of  excitement  and  non- 
cooi)eration  by  the  patient,  such  materials  are 
not  obtained  (piickly  enough.  Within  minutes 
the  damage  is  done.  Burford  et  al.^  dem- 
onstrated this  by  using  10  to  15cc.  of  a 10% 
solution  of  lye,  allowing  it  to  remain  in  con- 
tact with  the  esophagus  of  dogs  for  only  sixty 
seconds.  After  forty-eight  hours,  it  was  rather 
common  to  find  all  degrees  of  infection  in  the 
muscularis  from  small  intramural  abscesses  to 
distinct  i)hlegmons.  Actual  stricture  formation 
was  discernible  after  the  second  week  and  was 
definite  before  the  end  of  the  fourth  week. 

Si])])ing  a teaspoon  of  olive  oil  every  half 
hour  for  the  first  twelve  hours,  and  then  every 
hour  for  twenty-four  hours,  will  help  to  soothe 
the  ulcerations  of  the  lips  and  mouth.  After 
the  soreness  of  the  mouth  has  subsided,  a thin 
barium  fluid  swallow  is  done  to  determine  the 
jiresence  of  eso])hageal  bum. 

Later  Treatment 

Once  the  e.so])hagus  is  strietured  the  patient 
becomes  a chronic  case.  The  normal  tube  has 
been  permanently  damaged  and  can  only  be 
correetud  by  surgery.  Burford,  Webb,  and 
Ackermaid  have  operated  on  17  strictures  of 
the  esojjhagus  by  different  methods.  If  the 
stricture  has  been  over  5 ems.,  an  esophago- 
gastrostomy  has  been  performed.  In  single  lo- 
calized strictures  of  less  than  5 em.,  a local 
excision,  with  end-to-end  anastomosis  has  been 
done.  In  13  eases  they  did  an  e.sophagogastric 
anastomosis  without  a death.  They  felt  that 
bouginage  before  the  fourth  week  is  hazardous 
and  adds  insult  to  injuiy  by  increasing  tissue 
damage,  augmenting  or  introducing  infection. 
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During  this  period  the  esophagus  should  be 
given  complete  rest,  and  adequate  doses  of 
antibiotics  should  be  administered.  If,  by  the 
fourth  week,  a stricture  is  revealed  by  barium 
studies  and  a cautious  endoscopic  appraisal. 


Fig.  1 — Patient,  G.  M.,  Case  No.  166045.  8 yrs.  of 
age  August,  1953.  This  picture  was  taken  shortly  be- 
fore operation.  Note  the  gastrostomy  tube.  There  is  a 
strong  linen  string  passing  through  the  mouth,  esoph- 
agus and  gastrostomy.  This  is  used  to  pull  the  rubber 
dilators  through  the  stricture. 

careful  dilation  is  indicated.  Minimal  burns 
will  probably  respond  to  two  or  three  judi- 
cious dilatations.  However,  if  the  lesion  is  ob- 
viously non-dilatable  at  the  initial  examina- 
tion, preparation  should  be  made  for  resection 
and  esophageal  reconstruction.  Gastrostomy  is 
not  necessary  as  a rule.  The  patient  can  be 
maintained  nutritionally  by  peroral  and/or 
oral  routes. 

Burford  et  al.,^  recommend  that  all  es- 
tablished strictures  of  the  esophagus  should 
be  treated  as  soon  as  possible  by  excision  and 
either  end-to-end  anastomosis  or  esophagogas- 
tric anastomosis. 

The  Salzer  method  of  treatment,  which  con- 
sists of  persistent  bouginage  of  the  esophagus, 
will  not,  as  a rule,  cure  an  established  stric- 
ture. Sweet-  reported  a fatal  ease,  the  result 


of  an  esophageal  perforation  by  a bougie,  re- 
sulting in  mediastinitis  and  peritonitis. 

Gross''^  reports  23  jiatients  with  lye  stric- 
tures treated.  One  had  a resection.  The  others 
were  dilated  and  the  number  of  dilatations 


Fig.  2 — Oct.  21,  1949.  Lipiodal  swallow  showing  the 
three  strictures  of  the  esophagus. 


ranged  from  one  to  fifty-nine.  About  half  of 
the  patients  were  partially  cured,  and  occa- 
sional dilatations  were  later  necessary.  The 
other  half  are  still  being  treated  by  bouginage 
and  the  end  is  not  yet  in  sight. 

In  1951,  Paine^  found  that  there  had  been 
only  18  jiatients  reported  in  the  American  lit- 
erature with  lye  strictures  of  the  esophagus 
which  were  resected.  There  was  one  fatality. 
Follow-up  studies  of  the  survivors  were  de- 
scribed as  excellent  or  satisfactory. 

Case  Keport 

This  report  is  of  G.  IM.,  coloi'ed  male.  Case 
No.  166045.  The  boy  drank  one  teaspoon  of  lye 
at  12  :30  P.  INI.  on  Seiitember  21,  1949,  when 
he  was  4 years  of  age.  He  was  ti’eated  with 
vinegar  at  the  Delaware  Hospital,  but  no  lav- 
age was  done.  He  returned  home,  where  he 
refused  to  take  fluids  and  complained  of  low 
abdominal  pain.  He  was  admitted  to  Memorial 
Hospital,  at  1 :30  A.  i\l.,  on  September  22, 
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1949.  with  a temperature  of  103°F.  lie  re- 
.sponded  to  jienieillin  and  was  diseharo-ed  on 
a soft  diet  September  30,  1949.  The  diagnosis 
was  mouth  and  esojihaijeal  burns  incurred  by 
swallowino'  of  lye  solution. 

Following'  hospital  di.sehars>e  he  had  dys- 


Fig.  3 — June  23,  1952.  Barium  swallow  shows  a stric- 
ture at  the  level  of  the  aortic  arch.  This  permitted  only 
a trickle  of  barium  to  pass  into  the  distal  two-thirds  of 
the  esophagus.  There  is  marked  dilatation  above  the 
point  of  stenosis. 

phajjia  and  was  unable  to  retain  any  adequate 
nourishment.  He  was  admitted  to  the  Del- 
aware Hos])ital  on  October  18,  1949.  The  next 
day  a chest  x-ray  was  negative.  Several  days 
later  a lipiodal  swallow  .showed  a fairly  nar- 
row obstruction  at  the  level  of  the  1st  thoracic 
vertebra  1 cm.  long.  There  was  another  con- 
■striction  from  the  5th  to  the  7th  thoracic  ver- 
tebra, and  a third  constriction  just  above  the 
dome  of  the  left  diaphragm.  Using  a fluoro- 
scope,  a catheter  was  j)as.sed  through  the  first 
obstruction  but  it  failed  to  pass  through  the 
.second  obstruction.  On  October  31,  1949  a 
Witzel  type  gastrostomy  was  done.  Bouginage 
was  started  and  frequently  repeated.  He 
weighed  28  imunds  and  was  taking  a soft  diet 
on  December  22,  1949. 


On  July  1.  1950  O.  ]\I.  was  transferred  to 
Doris  ^Memorial  Hosjiital  because  of  an  out- 
break of  measles  iu  the  Delaware  Hospital 
children's  ward.  The  patient  was  readmitted 
to  Delaware  Hospital  on  July  10,  1950,  and 
then  dilatations  were  done  once  or  twice  week- 


Fig.  4 — Sept.  7,  1953.  Lipiodal  swallow  1 1 days  after 
esophago-gastrostomy  shows  fistulous  tract  at  site  of 
anastomosis. 

ly.  At  times  the  patient  ran  a little  fever, 
caused  by  media.stinitis.  He  was  dilated  so 
that  a #30  bougie  could  be  passed.  Contin- 
uous efforts  were  made  to  dilate  his  stricture 
for  eighteen  months  from  his  initial  admis- 
sion. It  was  then  felt  that  no  progress  was 
being  made  and  he  was  transferred  to  the  Jef- 
ferson Medical  College  Hospital,  in  Philadel- 
phia, for  further  study  and  treatment  on  Feb- 
luary  1,  1951. 

(t.  M.  was  readmitted  to  the  Delaware  Hos- 
pital on  July  6,  1951,  his  condition  practically 
unchanged.  Repeated  bouginage  was  again  in- 
stituted, but  it  failed  to  maintain  a satisfac- 
tory lumen  for  any  appreciable  length  of  time. 

On  December  29,  1952,  an  esophagoplasty 
was  performed,  at  which  time  the  e.sophagus 
was  found  to  have  a thickened  fibrotie  con- 
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Now,  as  in  the  pollen  season,  allergy  must  be  reckoned  with  as  "perhaps 
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improved,  eye-ground  changes 
may  be  reversed. 

THE  LITERATURE  REPORTS 

therapy  is  generally  well 
tolerated  with  initial 
low  dosages,  gradually 
increased.’  ""'*  Patient 
response  is  the  guide  to 
dosage  adjustment.’  Optimal 
maintenance  dosage  level 
is  usually  reached  only 
after  3 weeks  or  more; 
marked  therapeutic  effect 
cannot  be  expected  with 
initial  low  dosages.’ 

Tablets  of  10,  25,  50, 100  mcj. 
Ampuls  of  1 ml.,  20  mcj. 

1 . Hafkenschiel.  J.  H.,  and  Lindauer,  M.  A.: 
Circulation  7:  52,  1953. 

2.  Schroeder,  H.  A.:  Circulation  5:  28,  1952. 

3.  Riven,  S.  S.,  Pocock,  D.  G.,  Kory,  R.  C., 
Roehm,  D.  C.,  Anderson  R.  S.,  and 
Meneely,  G.  R.:  Am.  J.  Med.  14:  160,  1953. 

4.  Taylor,  R.  D..  Dustan,  H.  P.,  Corcoran, 

A.  C.,  and  Page,  I.  H.:  Arch.  Int. 

Med.  90:  734,  1952. 
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stiicted  area  about  2 cm.  long  in  the  mid- 
thoracic  portion.  This  was  divided  vertically, 
then  closed  transversely. 

A right  thoracotomy  with  ])neumolysis  was 
performed  on  January  6,  1953.  The  patient 
had  developed  a fistida  from  the  esophagus 


Fig.  5 — Sept.  22,  1953.  Barium  swallow  and  film  was 
taken  10  minutes  later.  No  evidence  of  leakage  of  the 
contrast  material  at  the  site  of  anastomosis.  The 
severed  Miller-Abbott  tube  can  be  noted  in  bowel. 

This  tube  was  passed  two  days  later. 

and  a ])yothorax  developed,  which  was 
drained.  The  patient  remained  febrile  from 
December  30,  1952,  to  January  21,  1953,  and 
repeated  bouginage  was  again  started. 

On  August  18,  1953,  x-ray  studies  were 
done  and  a barium  swallow  showed  a stenotic 
area  in  the  mid-portion  of  the  esophagus  be- 
ginning at  the  4th  thoracic  vertebra  and  ex- 
tending to  the  upper  border  of  the  6th  thor- 
acic vertebra,  measuring  about  3Vo  cm.  The 
proximal  third  of  the  esophagus  was  dilated, 
the  lower  third  did  not  show  any  evidence  of 
stenosis.  Laboratory"  studies  showed  nonnal 
chemistries  and  blood  count. 

A right  thoracotomy  was  done  on  Augaist 
26,  1953.  The  lung  was  found  to  be  bound  to 
the  pleural  wall  very  firmly  with  adhesions 
and  it  was  impossible  to  dissect  the  lower  and 


middle  lobes  intact.  The  lung  was  torn  in 
many  places  and  several  veins  were  lacerated, 
but  the  bleeding  was  controlled.  The  medias- 
tinum was  oi)ened  and  the  esophagus  was  dis- 
sected free  for  its  entire  length  in  the  che.st. 
Then  the  abdomen  was  opened  by  continuing 


Fig.  6 — Oct.  13,  1953.  Picture  shows  incision  well 
healed. 


the  incision  down  to  the  left  side,  and  the 
ga.strostomy  was  excised.  The  stomach  was 
mobilized  with  great  difficulty  and  brought 
up  into  the  chest,  after  dilating  the  hiatus. 
The  esophagus  was  divided  obliquely  at  about 
the  level  of  the  third  thoracic  vertebra  and 
was  anastomosed  to  an  opening  made  in  the 
stomach.  The  operation  took  seven  and  one 
half  hours,  and  4000  ec.  of  blood  plus  1000  cc. 
of  glucose  in  water  were  given  intravenously. 

The  jmtient  did  well  for  four  days  i)ost- 
operatively  and  the  Levin  tube  was  removed  on 
the  third  day,  after  which  he  started  to  di'ink 
fluids.  However,  on  the  fourth  day,  he  drank 
considerable  amounts  of  Ihiid,  contraiy  to  our 
orders,  and  he  was  seized  with  a vomiting  at- 
tack. From  then  on  his  condition  became  poor. 
He  developed  considerable  drainage  from  the 
chest.  The  Levin  tube  was  re-inserted  and  con- 
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tinuous  suction  was  used,  botli  on  his  gastric 
and  pleural  drainage.  The  patient  was  fed  in- 
traA-enonsly  through  a polyethylene  tube  in- 
serted into  a vein.  He  slowly  iiniiroved.  How- 
ever, his  tein])erature  ranged  from  100°  to 
104°.  On  September  1,  1953  a barium  swallow 
was  given,  which  showed  a fistula  lietween  the 
esophago-gastric  anastomosis  and  the  i>leural 
cavity.  On  September  7,  1953,  a lipoidal  in- 
jection was  made  into  the  stomach  through 
the  Levin  tube  and  the  fistula  was  demon- 
•strated.  A Miller-Al)l)ott  tube  was  inserted  on 
September  10,  1953,  and  in  forty-eight  hours 
passed  into  the  jejunum.  Nutrition  was  given 
through  the  tube. 

On  Septemlier  21,  1953,  a barium  swallow 
was  done  and  no  fistula  could  be  demonstrat- 
ed. An  attemi)t  was  made  to  remove  the  IMil- 
ler-Abbott  tube,  but  it  was  unsuccessful  be- 
cause the  bag  of  mercury  was  in  the  cecum. 
We  were  unable  to  aspii'ate  the  mercury  from 
the  bag.  Traction  was  put  on  the  tube  for  ap- 
proximately two  hours  and  x-ray  .showed  the 
l>osition  unchanged.  It  was  decided  to  cut  the 
tube  and  let  it  pass,  which  it  eventually  did 
on  September  24,  1953.  The  patient  was 
afebrile  and  put  on  a soft  diet.  Antibiotics 
were  stopi>ed.  He  is  now  on  a full  diet.  He 
occasionally  complains  of  pain  in  the  upper 
abdomen  after  eating  more  than  he  .should. 
However,  this  ])ain  soon  subsides. 

Summary' 

The  patient  has  been  in  the  hosi)ital  slightly 
over  four  years.  A gastrostomy  performed  on 
October  31,  1949  was  functioning  most  of  this 
time.  Kei)eated  bouginage  made  it  possible  for 
the  j)atient  to  swallow  licjuid  food,  but  he 
would  have  been  unable  to  do  so  if  dilatations 
were  not  repeated.  During  this  time  it  was 
necessarv  to  feed  him  through  the  gastro.stomy. 
His  weight  rose  from  around  28  i)Ounds  at  the 
time  of  the  first  admission  to  54  pounds  on 
August  25,  1953.  One  month  after  the  oper- 
ation his  weight  was  approximately  49 
[)Ounds.  On  October  12,  1953,  it  was  52^ 
])ound.s.  His  bospital  bill,  to  October  12,  1953, 
was  .$8,8(11.42. 

Conclusion 

This  case,  1 believe,  confirms  the  opinion  of 
Burford  et  al‘  that  surgical  re.section  is  the 
cure  for  an  e.stablished  lye  esojihageal  stric- 
ture. 1 agree  with  Dr.  Kichard  H.  Sweet- 


when  he  .says:  “I  believe  that  bouginage  has 
been  much  overdone  and  that  surgical  extirpa- 
tion is  a method  which  is  followed  by  bril- 
liant success  in  many  of  these  cases.”  I am 
deeply  grateful  for  the  inestimable  help  af- 
forded by  Dr.  Frank  T.  O’Brien. 
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A CASE  REPORT  OF  SUDDEN  DEATH 
WITH  AMNIOTIC  FLUID  EMBOLISM 

F.  S.  Hassler,  IM.  D.,*‘ 
and 

S.  W.  Rennie,  1\1.  D., 

Wilmington,  Del. 

In  1941  Steiner  and  Lushbaugh  reported 
finding  amniotic  fluid  contents  in  the  pul- 
monary vessels  of  eight  i)atients  who  died  sud- 
denly during  labor.  In  control  cases  where 
death  occurred  from  known  causes,  the  above 
findings  were  ab.sent.  Since  this  initial  report 
other  cases  have  been  reported  from  time  to 
time;  and  this  entity  has  been  established  as 
a cause  of  sudden  death  during  labor  or  early 
peurperium. 

The  traumatic  exiierience  of  sudden  ma- 
ternal death  in  a patient  apparently  healthy 
and  happy  but  a short  time  before  is  cause  for 
careful  re-evaluation  of  the  handling  of  such 
a ca.se. 

A review  of  the  literature  reveals  a pattern 
of  facts  which  are  associated  with  this  entity. 
These  are  : (1. ) amniotic  fluid  embolism  usual- 
ly occurs  in  patients  in  the  older  age  group ; 
(2.)  multiiiara  are  most  frequently  encoun- 
tered; (3.  ) pre-natal  course  is  usually  uncom- 
plicated; (4.)  there  is  a frequency  of  post- 
term ])regnancies  with  above  average-sized 
fetu.ses;  (5.)  labor  is  usually  characterized  by 
strong  or  tetanic  uterine  contractions;  (6.) 
the  jiresence  of  one  or  more  of  the  findings 
of  toxemia  are  freiiuently  present,  as  albu- 
minuria, excessive  weight  gain,  visible  edema 
of  the  lower  extremities,  some  degree  of  hyper- 
tension even  though  moderate.  (7.)  the  pat- 
tern of  demise  is  unusually  constant.  The  in- 
itial .symjitoms  are  restlessness  and  chilly  sen- 
sations followed  rapidly  by  dyspnea  and  cyan- 
osis. A profound  .shock  develojis  rapidly  and 
irreversibly  in  spite  of  heroic  therapy  includ- 
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ing  blood,  oxygen,  fluids,  stimulants,  etc.  (8.) 
Diagnosis  is  made  by  demonstration  of  amni- 
otic  fluid  content  and  meconium  in  the  small- 
er pulmonary  vessels.  These  elements  may  be 
present  in  the  vessels  of  other  organs  as  well. 

The  gross  findings  of  this  condition  are  not 
striking. 

The  pathogenesis  is  not  clearly  understood, 
but  the  consensus  of  opinion  seems  to  favor 
the  entry  of  amniotic  fluid  into  the  circulation 
via  the  abnormally  open  uterine  vessels,  either 
decidual  or  myometrial.  Leaiy  and  Hertig 
found  squamous  cells  within  the  placenta  or 
its  membranes  in  14  cases  and  state  that  care- 
ful examination  of  the  placenta  and  mem- 
branes in  eases  of  amniotic  fluid  embolism 
may  shed  light  on  the  mechanism  of  entry  of 
the  fluid  into  the  general  circulation. 

In  their  original  reports  Steiner  and  Lush- 
baugh  attributed  the  sequelae  of  amniotic 
fluid  embolism  to  anaphylactic  shock.  East- 
man re-emphasized  this  concept  and  called  at 
tention  to  the  early  studies  on  anaphylactic 
shock  by  Hanzlik  and  Karsner. 

Case  Report 

D.  M.  A.,  (Delaware  Hospital  #175043) 
was  a 33  year  old,  gravida  7,  para  3.  She  was 
admitted  to  the  hospital  October  18,  1950,  at 
1 P.  M.  The  pregnancy  was  at  term  and  the 
patient  had  mild  contractions  for  approxi- 
mately 24  hours  previous  to  admission.  The 
initial  blood  preessure  was  120/82.  Fetal 
heart  sounds  were  normal.  The  presenting 
part  of  the  fetus  was  vertex  at  the  level  of  the 
spines.  The  ceiwix  was  soft  and  was  3 cm. 
dilated.  Pitocin,  ten  minims,  in  500  cc. 
5%  glucose  in  sterile  water  was  started.  This 
was  administered  25  drops  per  minute  and 
was  discontinued  as  soon  as  regular  contrac- 
tions were  established.  Labor  proceeded  nor- 
mally and  the  patient  was  taken  to  the  deliv- 
ery room  when  almost  fully  dilated.  The 
patient  delivered  spontaneously  at  4 :23  P.  M. 
under  nitrous-oxide  plus  oxygen  anesthesia. 
Placenta  w'as  expelled  intact.  There  was  a 
small  cervical  laceration  found  upon  inspec- 
tion. This  was  closed  wuth  interrupted  chromic 
00  catgut.  The  uterus  contracted  fairly  well 
at  first ; then  relaxed  intennittently.  Several 
clots  were  expressed  about  thirty  minutes 
post-delivery.  Pundal  massage  with  intra- 
venous ergotrate  and  intramuscular  pitocin 
failed  to  hold  the  uterus  firmly  contracted. 


Vaginal  bleeding  persisted  in  moderate 
amount.  There  was  a persistent  vaginal  ooze 
and  an  intra-uterine  pack  was  inserted.  This 
seemed  to  control  the  ooze  fairly  well.  Five 
per  cent  glucose  in  sterile  water  with  one  am- 
pule of  pitocin  in  1000  cc ’s  solution  was  start- 
ed. The  patient  complained  of  headache  with 
a rather  severe  backache.  This  was  associated 
with  much  threshing  about  on  the  table.  An- 
algesics, demerol,  50  mg.,  two  doses  at  short 
intervals,  and  morphine  sulfate,  gr.  1/6,  were 
not  effective.  The  patient  went  into  irrevers- 
ible shock  rapidly  (in  spite  of  heroic  efforts 
which  included  bilateral  cut -downs  of  veins  in 
both  ankles  with  the  administration  of  blood 
under  pressure).  The  patient  expired  at  8:45 
P.  M. 

Past  history  as  given  bj-  her  family  phy- 
sician revealed  that  she  had  had  mild  hyper- 
tension ranging  from  144/70  to  128/70  during 
her  pregnancy  and  that  her  blood  pressure 
had  been  even  higher  prior  to  the  present 
pregnancy.  There  was  also  a trace  of  albumin 
noted  in  records  on  August  24. 

An  autopsy  was  obtained.  The  peritoneal 
cavity  contained  no  excessive  fluid.  The  uter- 
us was  intact.  The  fundus  was  at  the  level  of 
the  umbilicus.  The  intra-uterine  packing  was 
still  within  the  uterine  cavity.  The  heart 
weighed  370  gms.  and  there  was  an  increase 
in  the  epicardial  fat.  The  organ  was  a bluish 
red-brown  in  color,  and  flabby  in  consistency. 
The  myocardium  was  pale  reddish-brown  and 
flabby.  No  dilatation  of  the  ventricles  was 
noted.  No  abnormality  was  noted  of  the  mitral 
and  tricuspid  valves.  There  was  an  area  of 
subendocardial  hemorrhage  on  the  posterior 
wall  of  the  left  ventricle  measuring  5. 5x4x5 
cm.  The  coronaiy  openings  were  patent  and 
the  coronary  arteries  were  soft  and  patent. 

The  right  lung  weighed  490  gms.  The  left 
lung  weighed  480  gms.  The  surface  was 
smooth  and  shiny  and  grayish-blue  in  color. 
On  the  right  lower  lobe  there  was  a deep 
bluish-purple  area  about  7x8.5  cm.  Cut  sec- 
tion of  the  upper  lobe  was  pink,  crepitant. 
The  left  lung  was  partially  collapsed.  On  the 
lateral  border  of  the  lobe  there  is  a purple 
area  of  atelectasis  measuring  about  3 cm.  in 
diameter.  The  surface  of  the  left  lung  was 
purple,  mottled  blue  and  gray.  The  cut  sec- 
tion reveals  dark  pink-red  tissue. 

The  other  organs  were  not  remarkable.  Sec- 
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tions  of  the  organs  were  sent  to  Dr.  Arthur 
T.  Ilertig  and  Dr.  Kistner  of  Boston,  who  re- 
l>orted  finding  typieal  epithelial  sipiaines  and 
other  material  probably  derived  from  amniotic 
Huid  in  the  blood  vessels  of  the  lung  sections. 


Fig.  1 — Small  pulmonary  vessels  showing  amniotic 
squamous  cells  in  lumen. 


Because  this  jtatient  was  a resident  of  Mary- 
land, a complete  rejtort  was  requested  by  the 
Committee  of  IMaternal  and  Child  Welfare  of 
the  State  of  Maryland.  It  was  the  opinion  of 
this  Committee  that  this  case  was  one  of  sud- 
den death  associated  with  amniotic  fluid  em- 
boli. 

I )ISCUSS10N 

A similar  condition  of  acute  obstetrical 
shock  can  occur  in  abruptio  placenta  as  in 
amniotic  fluid  emboli.  Schneider,  Engstrom, 
and  Braden  showed  these  two  conditions  have 
different  etiologies.  In  aminotic  f 1 u i d 
emboli  the  condition  is  limited  to  the  pulmon- 
ary circulation,  and  may  be  either  self  limit- 
ing or  fatal. 

In  abrui)tio  i)lacenta,  with  the  injection  of 
tissue  extract  into  the  mateimal  blood  stream, 
severe  shock  may  en.sue  with  intra-arterial 
emboli  forming,  and  not  limited  to  the  pul- 
monary circulation. 

Schneider  et  al.  j)roduced  these  two  condi- 
tions experimentally,  and  also  ])rodueed  the 
hemorrhagic  effects  in  both  conditions,  an 
accjuired  defect  in  the  coagulation  mechani.sm. 


It  was  shown  that  the  mechanism  in  each  case 
is  just  opposite. 

In  amniotic  fluid  emboli  there  is  a massive 
release  of  he])arin,  resulting  in  bleeding  and 
inability  of  tbe  blood  to  coagulate.  In 
abruptio  placenta  the  mechanism  is  a fibrino- 
penia  caused  by  the  injection  of  tissue  extract 
into  the  maternal  circulation,  and  resixlts  in 
an  intravascular  coagulation  or  deposit  of 
fibrin  on  vessel  walls. 

Both  conditions  may  ])roduce  acute  circu- 
latory’ failure  and  right  heart  dilatation. 

Sun  II  ARY 

1.  A case  of  sudden  death  associated  with 
amniotic  fluid  is  pre.sented. 

2.  The  present  knowledge  of  the  patho- 
genisis  of  amniotic  fluid  emboli  is  that  there 
are  pulmonary  vascular  occlusions,  with  pro- 
duction of  he])ai“in,  vasospasm,  and  acute 
right  heart  dilatation. 

3.  With  shock  caused  by  abruptio  i)lacenta 
the  pathogenesis  is  the  injection  of  tissue 
juices  into  the  maternal  circulation,  deposit- 
ing of  fibiin  on  vessel  walls  and  hemorrhagic 
diathasis. 

4.  Treatment  is  supi)ortive  in  both  con- 
ditions. 

a.  Rei)lace  blood  lo.ss  from  secondary 
hemori-hage,  but  no  excessive  transfusion, 
especially  in  amniotic  fluid  emboli  where 
l>ulmonary  circulafion  is  already  embarrassed. 

b.  Arfificial  respirafion  wifh  ])ositive 
pressure. 

c.  The  use  of  Parenogen,  a i)urified  human 
fibrinogen,  (now  available)  in  tho.se  cases  of 
hyiiofibrinogenenemia  caused  by  abruptio 
])lacenta. 

d.  Papaverine  to  abolish  siiasm  of  iml- 
monary  vessels. 

e.  Prophylaxis  — allowing  all  amniotic 
fluid  fo  drain  off  fo  prevent  reoccurrence  of 
emboli. 

f.  Prophylaxis  — delivery  of  abruptio 
placenta  patients,  without  added  labor,  b.v 
caesarean  seetion. 

5.  If  the  shock  is  severe  cardiac  failure 
may'  result  with  death  following. 
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SURGICALLY  PRECIPITATED  ADRENAL 
CORTICAL  INSUFFICIENCY  IN  A 
PATIENT  PREVIOUSLY  RECEIVING 
CORTISONE 

BeRNADINE  Z.  PAUliSHOCK,  M.  D.,* 
Wilmington,  Del. 

That  the  administration  of  cortisone  result.s 
in  alteration  of  adrenal-pituitary  function  has 
been  well  established.  Cortisone  administra- 
tion, by  inhibition  of  endogenous  ACTH, 
leads  to  adrenal  hypoplasia.  Thus  sudden 
wdthdrawal  of  cortisone  may  result  not  only 
in  relapse  of  the  disease  being  treated  but  in 
frank  adrenal  insufficiency. 

Since  1952,  when  the  first  postoperative 
death  occurring  as  a result  of  adrenal  insuf- 
ficiency in  a patient  who  had  previously  been 
receiving  cortisone  was  reported,  there  have 
been  two  similar  ease  reports,  making  a total 
of  four  cases,  2,  3 fPegg  patients  were 

afflicted  with  chronic  rheumatoid  arthritis,  for 
which  they  were  receiving  cortisone  prior  to 
surgery. 

Because  of  these  cases  it  was  suggested  that 
supplemental  adrenal  steroids  be  given  jire- 
and  iiostoperatively  to  all  patients  with  a his- 
tory of  prior  cortisone  therapy  and  that  such 
patients  be  carefully  watched  postoperatively 
for  signs  of  adrenal  cortical  insufficiency.^ 

Recently  at  the  Delaware  Hospital,  a simi- 
lar case  of  postoperative  peripheral  vascular 
collapse  occurred  in  a patient  who  had  been 
receiving  cortisone  for  several  years  but  who 
received  no  cortisone  for  three  days  prior  to 
surgery.  Therapy  with  cortisone  and  with 
adrenal  cortical  extract  reversed  the  syndrome 
of  hypotension,  clammy  pallor,  and  oliguria. 
This  patient,  unlike  all  of  the  previously  re- 
ported cases,  survived  her  episode  of  acute 
adrenal  cortical  insufficiency. 

Case  Report 

The  patient,  a 37  year-old  white  female,  has 
suffered  chronic  rheumatoid  arthritis  for  20 
years.  The  arthritic  process  is  generalized,  in- 
volving bilaterally  her  elbows,  wrists,  hands, 
knees,  hiiis,  and  tempero-mandibular  joints. 
On  October  20,  1953  she  was  admitted  to  the 
Delaware  Hospital  for  arthroplasty  of  her 
right  knee  which  had  been  fixed  in  flexion  for 
two  years. 

Her  family  history  is  of  interest  in  that  her 
mother  and  a maternal  aunt  also  had  rheuma- 

^Resident  in  Medicine>  Delaware  Hospital. 


toid  arthritis  of  comparable  severity.  Tlie 
patient’s  16  year-old  son  has  had  two  bouts 
of  rheumatic  fever. 

For  the  ]iast  three  years  she  has  been  receiv- 
ing oral  cortisone  in  a dosage  of  50  to  100 
mgm  ]ier  day.  After  one  year  of  cortisone 
therapy,  the  jiatient  noticed  that  her  face  had 
assumed  a rounder  contour. 

In  December,  1952,  an  uneventful  cholecyst- 
ectomy for  clironic  calculous  cholecystitis  was 
performed.  Preceding  this  operation,  her 
maintenance  dosage  of  cortisone,  75  mgm  jier 
day,  was  continued,  as  well  as  20  mgm  jier 
day  of  D.O.C.A.  These  medications  were  re- 
sumed the  first  postoperative  day. 

In  June  1953,  she  had  another  uneventful 
hospitalization  during  which  arthroplasty  of 
her  left  elbow  was  performed.  Prior  to  surg- 
ery her  maintenance  dosage  of  100  mgm  of 
cortisone  was  continued  and  it  was  resumed 
i mniediately  ] lostoperatively . 

Before  this  present  admission  on  October 
20  she  was  taking  100  mgm  of  cortisone  daily. 
None  was  administered  to  her  during  the  three 
days  jireceding  her  operation  on  October  23. 
The  operative  procedure  was  performed  under 
ether-cyclopropane-nitrous  oxide  anesthesia  of 
90  minutes  duration.  No  intravenous  fluids 
were  administered  during  the  surgery.  Her 
pulse  rate  was  60  per  minute  at  the  beginning 
and  70  per  minute  at  the  end  of  the  surgical 
procedure ; blood  pressure  was  not  recorded 
during  surgery  but  on  return  to  the  w'ard  the 
nurses’  notes  report  a blood  pressure  of 
110/70  with  a pulse  rate  of  72. 

During  the  first  postoperative  night  the 
nursing  staff  was  unable  to  obtain  the  pa- 
tient’s blood  pressure  or  radial  pulse  and  she 
began  to  vomit  and  sweat  profusely.  Her  skin 
was  cold  and  clammy  and  her  pulse  rate  was 
138.  Her  vomiting  and  hypotensive  state  con- 
tinued and  a medical  consultation  was  re- 
quested. Approximately  twelve  hours  after  the 
hypotensive  state  was  first  noted  therapy  for 
adrenal  insufficiency  w'as  instituted.  300  mgm 
of  cortisone  were  given  by  mouth  and  100 
mgm  intramuscularly.  At  the  same  time  20cc 
of  aiiueous  adrenal  cortical  extract  were  ad- 
ministered intramuscularly.  The  intravenous 
route  would  have  been  preferred  but  no  veins 
were  available  and  at  that  time  it  was  decided 
to  defer  venous  eutdown  unless  no  response 
was  obtained  to  the  oral  and  intramuscular 
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medications.  At  this  time  a few  beats  were 
auseiiltahle  with  a sphygmomanometer  at  70 
mm.  and  her  apical  pulse  rate  was  140.  By 
catheterization  one  and  one-half  hours  later 
90  cc  of  urine  were  obtained.  A Foley  catheter 
was  left  indwelling  and  urine  output  mea- 
sured half-hourly.  For  tlie  next  three  houi*s, 
urinary  output  averaged  15  cc  per  hour  and 
the  i)atient 's  cold,  clammy  state  })ersisted. 
Her  pulse  rate  increased  to  a high  of  176  ])er 
minute.  Throughout  this  time  .she  remained 
conscious  and  alert  but  complaining  of  cold 
and  nausea. 

Fight  hours  after  the  administration  of  the 
oral  cortisone  a venous  cut  down  was  i)er- 
formed  and  1000  cc  of  10%  invert  sugar  in 

0. 9.  sodium  chloride  was  admini.stered.  To 
the  infusion  were  added  40  mgm  of  ACTH 
and  20  cc  of  adrenal  cortical  extract.  During 
the  next  two  and  one-half  hours  her  half- 
hourly  urine  outi)ut  totaled  5 cc,  40  cc,  70  cc, 
120  cc  and  150  cc.  Her  lilood  pressure  one  hour 
after  the  intravenous  infusion  was  begun  was 
98/70.  In  two  hours  it  was  110/80.  By  three 
hours  it  had  increa.sed  to  140  80  and  has  re- 
mained at  that  level.  Her  tachycardia  de- 
creased gradually  during  the  next  48  hours. 
Cortisone  administration  l)y  mouth  was  con- 
tinued at  eight  hour  intervals  with  a total 
dosage  of  475  mgm  tlie  tirst  day,  225  mgm  the 
second  day,  and  150  mgm  the  third  day,  with 
a more  gradual  decrea.se  to  57V2  mgm  daily. 
For  the  first  three  days  a ten  hour  infusion 
of  20  mgm  of  ACTII  was  given  in  addition  to 
the  cortisone  by  mouth. 

Summary  and  Conclusions 

1.  Withdrawal  of  cortisone  may  i)recipitate 
total  adrenal  cortical  insufficiency  due  to  the 
adi'cnal  cortical  atro])hy  secondary  to  corti- 
.sone  admini.stration,  especially  when  the 
])atient  is  subjected  to  the  additional  stre.ss 
of  surgery. 

2.  Any  ])atieiit  who  has  been  receiving  cor- 
tisone and  who  suhseipiently  reipiires  surgery 
should  continue  to  receive  cortisone,  jirefer- 
ahly  in  increased  dosage,  jirior  to  and  follow- 
ing the  operative  jirocedure. 

J.  A ca.se  is  reported  of  adrenal  insuffi- 
ciency, occurring  postojieratively  in  a jiatient 
with  prior  cortisone  therapy,  which  was  suc- 
ce.ssfully  treated  with  corti.sone  and  adrenal 
cortical  extract. 
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A SIMPLE  SAFE  SUBSTITUTE 
FOR  SUBCAPSULAR  NEPHRECTOMY 
Case  Reports 

Brice  S.  Vali.ett,  IM.  T).,* 
Wilmington,  Del. 

It  is  hoped  that  description  of  the  foi’e- 
going  title  of  this  short  paper  will  neither 
jirovoke  risibility  nor  insult  the  finer  sensi- 
bilities. 

Case  1.  In  1940  a middle-aged  negro  male 
was  seen  in  our  out-jiatient  clinic  having  suf- 
fered with  urethral  stricture  and  urinary 
tract  infection  for  the  pa.st  25  years.  Second- 
ary anemia  was  iiresent,  and  the  urine  showed 
the  presence  of  B.  coli  and  B.  pyocyaneous. 
In  1936  he  had  had  treatment  for  a lung  ab- 
scess. His  stricture  was  now  dilated  under 
spinal  anesthe.sia  and  a permanent  catheter 
placed  in  the  urethra  and  bladder.  X-ray  re- 
vealed multiple  calculi  of  the  right  kidney  and 
two  calculi  in  the  left  renal  pelvis.  Ten  days 
following  the  urethral  dilatation  a left 
nephrotomy  was  performed,  the  calculi  re- 
moved, and  the  left  ureter  explored  with  a 
ureteral  catheter  from  above  downward. 

Three  weeks  later  the  following  procedure 
was  carried  out  in  the  right  renal  area.  A 
conventional  linear  oblique  right  loin  incision 
was  carried  down  to  the  kidney  and  a srrb- 
capsular  nephrectomy  begun  due  to  the  great 
infiltration  of  the  false  capsule  and  renal 
liedicle  but  carried  no  farther  than  the  renal 
hilus,  where  two  clamps  were  placed  across 
the  pedicle  site.  Fearing  that  the  clamps  might 
slide  oft'  the  i)cdicle  if  the  kidney  were  cut 
away,  it  was  decided  to  leave  the  kidney  in 
situ.  This  was  done  and  the  wound  left  open. 
Six  days  later  the  necrotic  kidney  was  cut 
away,  the  clamps  removed  and  a secondary 
closure  of  the  wound  carried  out.  The  jiatient 
made  a gootl  I'ecovery  and  was  referred  to 
the  clinic  for  follow  up. 

Case  2.  A stout,  short-waisted  white  male 
57  years  of  age  was  admitted  to  the  hospital 
with  typical  signs  and  symptoms  of  pros- 
tatism and  left  renal  colic.  Six  days  follow- 
ing nephrotomy  and  removal  of  a calculus 
from  the  left  kidney,  blood  made  its  appear- 
ance in  the  urine.  On  the  12th  postoperative 
day  cystostomy  was  done  to  evacuate  blood 
clot.  Bleeding  continued  for  another  week 
before  it  was  decided  to  exjilore  the  left  kid- 
ney. The  recent  kidney  incision  was  reopened, 
the  kidney  mobilized  sufficiently  to  allow  em- 
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placement  of  two  clamps,  the  kidney  was  left 
in  situ  and  the  wound  left  open.  One  week 
later  the  necrotic  kidney  was  cut  away,  the 
clamps  removed  from  the  region  of  the  ped- 
icle and  secondary  wound  closure  carried  out. 
Two  months  later  he  underwent  perineal 
prostatectomy  and  is  alive  and  well  at  this 
writing,  12  years  later. 

Case  3.  A middle-aged  white  female  was 
admitted  to  the  hospital  with  a badly  infected 
left  kidney  with  a cherrysized  calculus  im- 
pacted at  the  ureteropelvic  junction.  At  oper- 
ation, in  attempting  to  isolate  the  upper 
ureter,  it  came  away  from  the  renal  pelvis. 
After  partial  mobilization  of  the  kidney,  two 
clamps  were  placed  across  the  renal  pedicle, 
the  kidney  left  in  situ  and  the  wound  left 
open.  Secondary  closure  of  the  wound  was 
done  11  days  later.  Atelectasis  of  the  right 
lung  following  the  first  operation  delayed  the 
operation  of  secondary  closure.  A draining 
sinus  persisted  in  the  flank  and  x-ray  revealed 
the  fact  that  our  clamps  had  been  placed  be- 
tween the  calculus  in  the  renal  pelvis  and  the 
kidney.  She  finally  made  a good  recovery  fol- 
lowdng  sinusectomy  and  removal  of  the  cal- 
culus. 

Case  4.  A 36  year  old  white  female  was 
admitted  to  the  hospital  with  pain  in  the  right 
side  of  the  abdomen,  vomiting  and  marked 
oliguria.  The  blood  urea  nitrogen  was  28  mg. 
%.  At  cystoscopy  no  urine  could  be  recovered 
from  the  left  kidney.  A heavy  cloudy  urine 
was  recovered  from  the  right  renal  pelvis  and 
a #8F  ureteral  catheter  left  in  the  right  renal 
pelvis  for  drainage  and  irrigation.  Urinary 
culture  revealed  B.  proteus  vulgaris.  There 
was  a history  of  surgery  on  the  left  kidney  for 
calculi  3 yrs.  previously,  and  a gall  bladder 
operation  8 years  ago.  She  improved  on 
catheter  drainage  and  a pyelogram  revealed 
two  calculi  in  the  right  renal  pelvis  with  an 
accompanying  hydronephi'osis.  Four  days 
later  a right  pelviolithotomy  was  carried  out 
and  the  calculi  removed  from  the  pelvis.  Two 
weeks  later  she  was  discharged  from  the  hos- 
pital with  the  advice  to  return  in  a few  weeks 
for  removal  of  the  left  kidney. 

She  returned  in  3 months,  but  while  await- 
ing surgery  on  her  kidney,  she  developed 
marked  jaundice.  Subsequently  cholecys- 
tectomy and  appendectomy  were  carried  out. 
During  convalescence  a cystoscopy  revealed 


a plug  of  mucopus  in  the  left  ureteral  orifice, 
but  no  urine  from  this  side.  Clear  urine  was 
obtained  from  the  right  side.  A left  pyelo- 
gram revealed  no  definite  outline  of  pelvis 
or  ealices,  but  rather  the  appearance  of  a very 
large  cavity  partially  filled  with  exudate 
with  opaque  medium  surrounding  and  mixed 
with  the  exudate.  Patient  was  again  dis- 
charged from  the  hospital  and  importuned  to 
retuni  for  her  renal  surgery  after  a brief  rest 
at  home. 

Two  months  later  she  was  admitted  with 
fever  and  marked  tenderness  over  the  left 
costovertebral  angle.  The  hemoglobin  had 
fallen  to  64%,  the  proteus  organism  was  still 
present  in  the  urine,  but  the  blood  urea  nitro- 
gen was  normal  (llmg. %).  Nine  days  after 
admission  the  old  scar  in  the  left  flank  was 
excised  and  the  left  kidney  exposed.  It  pre- 
sented as  a grossly  infected  organ.  In  the 
region  of  the  pedicle  the  tissues  were  decided- 
ly rubbery.  Three  clamps  were  placed  across 
the  renal  pedicle  site  with  some  difficulty,  the 
kidney  left  in  situ  and  the  wound  left  open. 
Seven  days  later  the  necrotic  kidney  was  cut 
away,  but  it  was  necessary  to  reapply  clamps 
due  to  the  rubbery  consistency  of  the  pedicle. 
The  clamps  were  removed  after  another  week 
and  the  wound  closed  around  3 Penrose 
drains.  A small  fecal  fistula  developed  at  the 
bottom  of  the  wound  but  sealed  off  in  several 
weeks.  The  patient  was  kept  in  the  hosiiital 
for  anotlier  month  and  at  the  time  of  dis- 
charge had  gained  considerable  weight,  as 
well  as  noticeable  uplift  in  morale. 

Case  5.  A 47  year  old  white  male  of  short 
stocky  stature  was  admitted  to  the  hospital 
with  right  flank  jiain.  For  the  past  two  and 
one  half  years  there  had  been  repeated  at- 
tacks of  renal  colic  associated  at  times  with 
hematuria.  There  was  nothing  remarkable  in 
the  physical  examination  excepting  jioor  den- 
tal hygiene.  B. P.104/72.  Hemoglobin  95%. 
WBC'  5800.  B.U.N.  15mg.  %.  Ih-inalysis:  I 
plus  albumin;  no  sugar;  1-2  R.B.C.’s;  10-12 
W.B.C.’s  ; amorphous  urates.  A diagnosis  of 
renal  calculi  of  the  right  kidney  was  made.  At 
operation  there  was  an  increased  amount  of 
lierirenal  fat  densely  adherent  to  the  kidney 
and  renal  pedicle.  The  kidney  was  grossly  in- 
fected and  cyanotic.  The  renal  pelvis  (intra- 
renal  in  type ) was  o]iened  and  two  calculi  ex- 
tracted from  its  interior.  Due  to  its  low  viabil- 
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ity  the  ureter  was  slisihtly  torn  at  the  uretero- 
pelvie  junetion. 

Finally  nephrectomy  was  decided  upon, 
considering'  the  apparent  low  vitality  and  in- 
ieetion  of  the  kidney.  As  the  pedicle  was  shoi't 
and  thick  two  clami)s  were  i)laccd  acro.ss  it 
ami  the  kidney  left  in  situ.  Vaseline  gauze 
was  placed  between  the  kidney  and  the  walls 
of  the  wound  and  the  wound  left  open.  One 
week  later  the  necrotic  kidney  was  cut  away 
and  the  pedicle  clamps  removed.  As  tlie 
patient  had  had  a stormy  time  since  his  first 
(.])eration  and  was  now  oliguric,  sec-ondary 
closui'e  of  the  woiuul  was  not  done  at  this 
time.  One  week  after  removal  of  the  clamps 
the  entire  wound  surface  was  freshened  and 
the  wound  closed  over  one  cigaict  drain. 
Patient  discharged  in  good  condition  on  his 
‘27th  liospital  day. 

(’oaimext 

While  the  foregoing  procedure  may  suh.sti- 
tute  for  infra-  or  subcapsular  nephi'ectomy  it 
may  also  he  classed  as  a modification  of  extia- 
ca])sular  nei)hrectomy  of  which  llugli  Young 
wrote:  “This  is  often  (luite  difficult  to  do 
and,  in  fact,  is  I'arely  accom])lished  in  luml)ar 
cxti'a peritoneal  nephrectomy."  While  the  i)ro- 
cedure  smacks  of  crudeness  it  may  he  life- 
saving by  virtue  of  its  si)eed  of  ap])lication 
and  avoidance  of  prolonged  dissection  in  had 
risks.  SrjiAiARv 

Two  short-stage  o])erations  are  pi'oiH)sed 
for  nei)hrectomy  in  appropriate  cases  in  lieu 
of  the  more  lengthy  one-stage  infra-  or  suh- 
capsular  type  where  prolonged  dissection  is 
difficult  and  hazardous.  There  is  a minimum 
of  dissection  in  an  infected  field,  blood  loss  is 
negligible,  and  good  wound  drainage  is  facili- 
tated. Five  i)cr.sonal  cases  are  re])orted,  with 
recoveiy  in  all. 

CLINICOPATHOLOGIC  CASE  REPORT 

S.  11.  (ilEBEHT,  Jk.,  ^\.  1).* 

• lOHX  (i.  lllPI-S,  INI.  I).,* 
and 

Park  W.  1 Ii  ntinutox,  Jr..  M.  D..** 
Wilmington,  Del. 

Presentation  of  Case-' 

S.  11.  (ill, BERT,  Jr.,  .M.  1). : This  88-year  old. 
colored,  female  patient  was  admitted  on  9/2(i- 
/52  with  the  chief  comiilaints  of  grippe  and 

•Internes,  Delaware  Hospital. 

••Resident  in  Pathology,  Delaware  Hospital. 

•••Delaware  Hospital  Case  No.  195091,  presented  at  Staff 
Clinical  Pathology  Conference. 


weight  loss  over  a period  of  three  months. 
She  stated  she  had  been  in  her  usual  health 
until  about  10  weeks  ])rior  to  admission  when 
she  experienced  the  symjitons  of  grijiiie,  which 
consisted  mainly  of  cough.  Her  symptons  sub- 
sided after  2 weeks.  However,  the  cough  jier- 
sisted  and  became  productive  of  several  tea- 
spoonsful  of  whitish  sputum  daily,  brrt  no 
blood.  Studies  at  another  hospital,  including 
bronchoscoiiic  examination  and  roentgenologic 
examination  of  chest  were  iierformed,  after 
which  she  was  told  her  right  lung  was  col- 
lai>sed  and  she  was  confined  to  bed.  During 
this  time  she  also  complained  of  sharp  abdom- 
inal pain  in  the  right  upper  (piadrant,  radi- 
ating around  the  rib  margin  to  the  right  and 
up  into  the  right  side  of  her  chest.  Weight 
loss  until  the  time  of  her  admi.ssion  amounted 
to  20  ])ounds.  On  admission  the  abdominal 
pain  had  subsided. 

Pasi  Medical  Historn:  Typhoid  fever  at  the 
age  of  7 or  8 years,  “(irowth  removed  from 
the  back  of  the  hand  5 years  prior  to  this  epi- 
sode." Systemic  le/iew  and  family  history — 
non  contributory. 

Plij/sical  Examinafian  : On  admission  ])hys- 
ical  examination  revealed  her  to  be  a 88  year 
old  negress  who  a])peared  ill,  but  in  no  acute 
distress.  Temperature  99°;  ])ulse  112;  and 
res])iration  32.  Head  and  neck  were  normal, 
(’he.st:  limitation  of  motion  on  right  with  ab- 
■sent  breath  sounds  and  flat  i>ercussion  note 
also  limited  to  right  hemithorax.  There  was  a 
slight  shift  of  trachea  to  the  right,  lleait  : not 
enlarged,  sinus  t;ichycardia,  rate  112,  no  mur- 
murs noted,  blood  pre.ssure  115/85.  Abdomen: 
muscle  I'esistance  to  palpation  on  light,  other- 
wise normal  findings.  The  remainder  of  the 
examination  was  negative.  There  was  no  men- 
tion of  lymphadenopathy. 

Lahoraionf  Studies:  K. 11.(1  5.1  million; 
Hgb.  Ki.l  cms;  W.B.F.  (i,9(H);  polys-seg  54; 
bands  (5;  lymphs  28;  and  monos  12.  Serology 
was  reported  as  follows:  Kolmer-Wassermann 
anticomplimentary;  Kahn  standard  8 ])lus,  4 
])lus  and  4 plus,  and  IMazzini  2 jilus;  on  10/G 
Kolmer-Wa.ssermann  negative.  Frinalysis  re- 
vealed trace  of  .sugar.  X-iay  report  on  8/27: 
“the  entire  right  lung  held  shows  exclusive, 
extensive  small  scattered  nodules  throughout. 
Cardiac  .shadow  shifted  to  left."  FKH  8/27 — 
rate  of  auricles  and  ventricles  18(i.  and  of  nor- 
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mal  sinus  origin.  Low  voltage  in  limb  and 
unipolar  leads.  Small  Q waves  present  in  V 
leads.  Deep  S wave  in  V 2-3,  high  in  V 4-5-6, 
but  diphasic.  On  8/29  a thoracentesis  was  per- 
formed resulting  in  100  c.c.  of  clear,  yellowish 
brown  fluid  which  was  studied  for  acid-fast 
organisms  which  were  not  found  either  on 
stained  smear  or  after  4 days  and  30  days  of 
culture.  Fluid  negative  for  tumor  cells.  On 
9/6  a second  thoracentesis  yielded  550  c.c.  of 
clear,  yellowish  brown  liquid.  PPD  #1  and  2 
done  with  PPD  # 2 resulting  in  a plus  1 
positive,  after  48  hours.  On  9/13  thoracentesis 
yielded  650  c.c.  of  dark  amber  cloudy  fluid. 
On  9/15  repeated  studies  on  pleural  fluid  and 
gastric  washings  were  reported  negative  for 
acid  fast  bacilli  and  tumor  cells.  Repeat  PPD 
#1  was  questionably  positive  and  strepto- 
mycin and  PAS  therapy  were  instituted.  On 
9/16  bone  marrow  was  reported  as  normal. 
Marrow  culture  was  negative  for  tubercu- 
losis. 

X-ray  reported  less  fluid  on  right,  marked 
thickening  of  parietal  pleura  and  collapsed 
upper  lobe  on  right.  EKG  reported  as  essen- 
tially unchanged.  RBC  4.6  million ; Hgb.  12.7 
gms. ; WBC  9,100 ; polys  seg  62 ; bands  5 ; 
lymphs  24 ; monos  8 ; and  eosin.  1.  The  patient 
followed  a relatively  static  course  showing 
little  or  no  improvement.  She  continued  to 
have  persistent  tachycardia ; signs  of  accumu- 
lation of  fluid  in  right  chest.  There  was  one 
febrile  episode  lasting  one  day,  at  which  time 
her  temperature  reached  101.8°  and  subsided, 
apparently  spontaneously.  On  another  occa- 
sion she  experienced  nausea  and  vomiting 
which  was  alleviated  by  discontinuing  PAS 
(started  9/13  in  dosage  of  3 gm.  q.i.d. — dis- 
continued 9/17).  Venous  pressure  and  arm  to 
tongue  circulation  time  were  65  m.m.  and  12 
seconds  respectively. 

On  10/5  the  patient  suddenly  began  to  com- 
plain of  loss  of  motion  in  the  right  side.  Ex- 
amination done  at  that  time  revealed  right 
hemiplegia  with  hyperactive  reflexes  and 
equivocal  Babinski.  “Loss  of  facial  control  on 
left.”  Spinal  tap  revealed  clear  fluid  under 
40  m.m.  water  pressure.  Spinal  fluid  protein 
43  ; sugar  125  ; chloride  760  ; trace  Pandy,  and 
negative  cell  count. 

Her  blood  sugar  rose  from  133  to  216  to  218 
mg.  % on  successive  days.  Following  the  para- 


lytic episode  patient  regained  some  strength, 
but  the  next  day  she  rapidly  became  dysimeie 
and  the  symptoms  of  .shock  supervened,  from 
which  the  patient  never  recovered.  She  ex- 
pired at  11 :15  P.  M.  on  10/7. 

1 )lEFERENTIAL  DIAGNOSIS 

Dr.  John  G.  Hipps:  This  is  the  case  of  a 38 
year  old  colored  female  who  was  said  to  be  in 
her  usual  state  of  good  health  until  ten  weeks 
before  admission  to  this  hospital  on  August  9, 
1952.  The  only  positive  symptoms  given  were 
the  productive  cough  and  a twenty  pound 
weight  loss  over  the  preceding  ten  weeks.  She 
gave  a liistory  of  typhoid  fever  at  the  age  of 
seven  or  eight  years  and  removal  of  a growth 
from  tile  back  of  the  hand  five  years  previous- 
ly. Other  than  this  the  systemic  review,  past 
medical  history  and  family  history  were  essen- 
tially negative  and  non-contributory. 

Before  proceeding  further  with  the  discus- 
sion I would  like  to  mention  briefly  a tech- 
nique in  jiliysical  diagnosis  which  1 learned 
while  in  medical  school.  Dr.  Schnabel  of  the 
Philadelphia  General  Hospital  used  to  teach 
the  Lbiiversity  of  Pennsylvania  medical  stu- 
dents this  approach  to  the  physical  diagnosis 
of  the  patient.  He  would  tell  us  to  walk  up  to 
the  bed  side  and,  from  observation  alone,  try 
to  learn  as  much  about  the  patient  as  possible. 
Prom  these  facts  we  wei'e  to  try  to  infer  what 
some  of  the  symptoms  and  signs  might  be.  1 
am  not  referring  here  to  the  “snap  diagnosis 
technique”  but  rather  to  utilization  of  the 
faculty  of  observation.  Following  this,  we  were 
to  obtain  the  chief  complaint  and  see  if  and 
how  it  supported  inferences  made  from  these 
obseiwations  at  the  liedside.  This  history  of 
present  illness  was  then  taken.  At  this  point 
Dr.  Schnabel  felt  that  if  a good  history  had 
been  taken,  a differential  diagnosis  could  be 
formulated  which  would  include  the  resi>on- 
sible  disease.  The  jihysical  findings,  labora- 
toiy  studies,  course  of  the  disease  and  i)athol- 
ogy  findings  could  then  be  utilized  to  rule  in 
or  out  those  conditions  listed  in  the  differen- 
tial diagnosis.  If  this  approach  were  used  in 
this  case  we  could  pause  at  the  end  of  the  his- 
tory of  present  illness  and  consider  the  facts 
that  are  known  about  the  patient.  They  are : 
(1)  she  is  a 38  year  old  colored  female;  (2) 
symptoms  of  grip|)e  for  two  weeks,  ten  weeks 
before  admission;  (3)  right  upper  quadi’ant 
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abdominal  pain  radiating-  into  the  chest;  (4) 
the  persistant  productive  cough;  (5)  the  so- 
called  “collapsed  right  lung";  ((>)  twenty 
jiound  weight  loss  over  a three  month  period ; 
(7)  growth  removed  from  hand  five  years  pre- 
viously. 

Let  us  now  see  if  we  can  list  a differential 
iliagnosis  with  the  hope  that  it  includes  the 
disease  responsible  for  bringing  this  i)atient 
to  the  si)eedy  attention  of  the  i)athologist.  A. 
Primary  pulmonary  disease.  (1)  tuberculosis. 
(2)  Bronchogenic  carcinoma.  (3)  Lung  ab- 
scess. (4)  Bronchiectasis.  B.  Intra-thoracic 
disea.se  other  than  i)ulmonary,  with  special 
emphasis  on  the  mediastinum.  (1)  Hodgkin's 
disea.se.  (2)  Lymphosarcoma.  (3)  Benign 
media.stinal  tumors.  C.  Extrathoracic  disea.se. 
(1  ) Structures  adjacent  to  the  chest,  (a)  Sub- 
j)hreidc  abscess,  (b)  Hepatoma,  (c)  Abdom- 
inal malignancy.  (2)  Metastatic  disease,  (a) 
(kircinoma  of  the  breast,  (b)  Carcinoma  of 
the  thyroid,  (c)  Carcinoma  or  .sarcoma  from 
some  unknown  primary  site,  (d)  IMalignant 
melanoma,  (e)  Hy])ernej)hroma. 

1 am  sure  many  other  conditions  could  be 
listed  here,  but  I have  listed  only  those  which 
to  me  seem  mo.st  likely. 

To  go  on  with  the  ])hysical  findings  we  have 
a ])atient  who,  ui)on  admission  to  the  hospital, 
api)eared  ill  but  in  no  acute  distress.  She  had 
a temperature  of  99  degrees,  ])ulse  of  112, 
res))irations  were  32,  and  the  blood  pressure 
was  115/S5.  Examination  of  the  che.st  re- 
vealed limitation  of  the  right  hemithorax  with 
absence  of  breath  sounds  and  flatness  to  i)er- 
cussion  over  the  right  side.  The  trachea  was 
shifted  slightly  to  the  right.  There  was  muscle 
resistance  to  j)al])ation  on  the  right  side  of 
the  abdomen.  ( )ther  than  these  findings  the 
])hy.sical  examination  was  ai)])arently  neg- 
ative. 

These  findings  ai-e  all  non-specific  but  they 
do  enable  us  to  rule  out  certain  diseases  listed 
in  our  differential  (liag)iosis.  The  absence  of 
any  fever  aigues  against  an  infectious  condi- 
tion such  as:  tuberculosis,  lung  abscess,  bron- 
chiectasis, and  .subphrenic  absce.ss.  The  chest 
findings  ])robably  indicate  i)leural  effusion  or 
collapse  of  some  degree,  oi-  both,  with  possible 
mediastinal  shift  to  the  right.  This  i)atholog.v 
would  not  likely  be  found  in  lung  abscess, 
bronchiectasis  and  subphreidc  abscess.  It  does 


not,  however,  j)oint  to  any  specific  disease  we 
have  previously  listed. 

Having  as.sumed  the  rest  of  the  physical  ex- 
amination to  be  negative,  we  can  feel  relative- 
ly safe  in  ruling  out  carcinoma  of  the  thyroid 
and  breast.  Since  there  is  no  mention  of  .splen- 
omegaly or  generalized  lymi)hadenopathy,  a 
l.vmphoma  is  an  unlikely  possibility  in  this 
])atient.  One  must  be  cautious  about  ruling 
out  Hodgkin’s  disease  on  this  basis,  however. 
A localized  form  of  this  di.sease  has  been  de- 
scribed where  the  process  may  be  entirely  con- 
fined to  the  mediastinum  and  lungs.  In  this 
type  pulmonary  infiltration  may  occur  result- 
ing in  atelectasis  and  pleural  effusion  and  run 
a rapidly  fatal  course. 

The  laboratory  findings  at  the  time  of  ad- 
mission are  heli)ful,  like  the  i)hysical  findings, 
in  a negative  sense.  The  red  count  was  5.1 
million,  the  hemoglobin  16.1  grams  and  the 
white  count  6,900,  with  a normal  differential. 
The  normal  white  count  su])ports  the  ruling- 
out  of  an  infectious  ])rocess  with  the  possible 
exception  of  tuberculosis.  Urinalysis  was  re- 
l>oited  as  iiegative  excej)t  for  a trace  of  sugar. 

X-ray  of  the  chest  on  the  first  day  after  ad- 
mission revealed  that  the  entire  right  lung 
field  was  obscured  by  a massive  amount  of 
fluid  in  the  right  pleural  si>ace.  The  left  lung- 
showed  extensive  small  nodules  scattered 
throughout  and  the  cardiac  shadow  was  shift- 
ed to  the  left.  The  films  show  a diffuse  uni- 
form density  throughout  the  entire  right  lung- 
field.  This  is  pi'obably  a massive  effusion  and 
there  does  not  appear  to  be  any  atelectasis  or 
infiltration  visible  through  the  tlensity.  Before 
I saw  these  x-rays  1 felt  from  the  descri])tion 
of  the  infilti-ation  of  the  left  lung,  that  it 
.sounded  more  like  a metastatic  malignancy 
than  tuberculosis.  I am  not  so  sure  of  this 
])oint  now  because  the  lesions  are  not  very 
di.screte  and  are  (piite  small.  However.  I be- 
lieve I would  still  favor  a malignant  process. 
Thoracentesis  was  done  on  four  occasions  dur- 
ing the  patient's  course  in  the  hospital. 
Amounts  ranging  from  100  to  6500  cc  were 
obtained.  This  fluid  was  clear,  yellowish 
brown  on  all  occasions  except  one,  at  which 
time  it  was  cloudy  and  dark  amber.  The  pleu- 
ral fiuid  was  smeared  and  cultured  each  time 
for  tubercle  bacilli  and  tumor  cells  and  was 
negative  on  all  occasions. 
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Gastric  washings  were  also  negative  for 
tumor  cells  and  acid-fast  bacilli.  The  patient’s 
serology  was  done  three  times  and  was  re- 
ported as  positive,  negative  and  doubtful. 
Since  this  finding  is  equivocal  it  will  not  be 
given  any  consideration  here.  Even  if  definite- 
ly positive  it  would  be  of  little  significance. 
EKG  was  done  twice  and  both  tracings  showed 
no  significant  abnormalities.  There  was  a sinus 
tachycardia  with  a rate  of  136. 

The  bone  marrow  was  repoided  as  normal, 
and  marrow  culture  was  negative  for  tuber- 
culosis. 

A repeat  CBC  showed  no  significant  change 
and  bears  out  the  conclusions  made  from  the 
study  done  just  after  admission. 

The  PPD  was,  at  best,  only  weakly  posi- 
tive, although  this  does  not  necessarily  rule 
out  tuberculosis.  It  is  well  known  that  the 
skin  test  may  not  become  positive  for  a mat- 
ter of  months.  One  might  expect  it  to  be 
strongly  positive  in  this  case,  however,  be- 
cause the  disease  turns  out  to  be  so  over- 
whelming and  rapidly  fatal. 

A second  x-ray  reported  less  fluid  on  the 
right,  marked  thickening  of  the  parietal 
pleura  and  collapse  of  the  right  upper  lobes. 

We  now  have  all  the  available  laboratorj^ 
data  at  our  disposal.  The  x-ray  picture  that 
we  have  seen  could  easily  mean  primary  or 
metastatic  carcinoma  or  tuberculosis.  I do 
not  believe  it  argues  very  strongly  for  a 
lymphoma  or  or  hypernephroma  and  certain- 
ly not  for  a benign  mediastinal  tumor.  One 
might  expect  to  recover  acid-fast  bacilli  or 
tumor  cells  from  this  patient  if  tuberculosis 
or  malignancy  were  responsible.  However,  it 
is  again  common  for  pleural  fluid  to  be  nega- 
tive for  acid-fast  in  cases  which  eventually 
prove  to  be  tuberculosis.  This  disease  must 
have  been  considered  a strong  possibility  in 
this  patient  since  she  was  put  on  streptomy- 
cin and  PAS  about  two  weeks  after  admis- 
sion. This  is  a practice  that  is  a common 
and  readily  accepted  one,  especially  in  the 
presence  of  idiopathic  pleural  effusion,  and 
many  patients  similar  to  this  have  been  treat- 
ed in  the  chest  clinic  of  this  hospital  where  the 
etiology  remained  obscure.  We  now  tuni  to 
the  patient’s  course  in  the  hospital  for  fur- 
ther help  in  trying  to  arrive  at  the  correct 
diagnosis.  Her  course  was  a relatively  static 


one  with  persistent  tachycardia  and  signs  of 
accumulating  fluid  in  the  right  chest.  There 
was  a single  febrile  episode  with  a tempera- 
ture of  101.8  degrees  lasting  for  one  day  and 
subsiding  spontaneously.  She  then  sudden- 
ly developed  a cerebrovascular  accident  on 
her  39th  hospital  da.y  as  manife.sted  by  a 
right  hemiplegia.  At  this  time  a spinal  tap 
was  done.  The  pressure  was  found  to  be  40 
mm.  of  water.  Spinal  fluid  protein  was 
slightly  elevated  to  43,  the  chlorides  were 
760,  the  cell  count  was  negative  and  the  sugar 
was  considerably  elevated  to  125  mgms.  per- 
cent. Her  blood  sugar  was  seen  to  rise  from 
133  to  216  to  218  mgm.  per  cent  on  three 
successive  days.  Two  days  following  the 
cerebrovascular  accident  .she  suddenly  became 
dyspneic  and  went  into  shock  from  which  she 
did  not  recover. 

The  most  striking  feature  of  this  patient’s 
disease  is  the  rapidity  with  which  it  ran  its 
course.  This,  of  course,  must  be  kept  in  mind 
in  considering  what  the  disease  process  is. 
It  makes  us  think  that  whatever  the  condi- 
tion is,  it  is  of  very  virulent  character  or,  at 
least,  has  behaved  in  this  case  in  a way  that 
is  not  usual  for  the  disease. 

The  spinal  fluid  and  blood  sugar  findings 
are  interesting  to  speculate  on  and  maj-  in- 
dicate several  things.  It  might  be  due  to  a 
stress  response  with  increased  mobilization 
of  sugar  from  the  liver.  Elevated  blood 
sugar  is  not  uncommon  in  cerebrovascular  ac- 
cidents. A story  might  also  be  made  for  islet 
tissue  destruction  thus  implicating  the  pan- 
creas as  the  possible  site  of  a silent  primary 
carcinoma. 

We  are  left  at  this  point  with  what  is  prob- 
ably a non-infectious  disease  process  which 
caused  the  death  of  a young  colored  female 
in  a relatively  short  time.  If  is  impossible 
to  completely  mle  out  some  conditions  pre- 
viously mentioned,  but  with  all  the  informa- 
tion that  is  available,  I would  like  to  offer  as 
the  most  likely  responsible  disease ; a metas- 
tatic carcinoma,  probably  from  the  abdomen. 
I think  this  disease  entered  the  chest  by  di- 
rect spread  or  hematogenously,  or  both.  The 
silent  primary  site  may  have  been  the  colon, 
pancreas,  or  liver.  I do  not  feel  that  tubercu- 
lasis,  bronchiogenic  carcinoma  and  malignant 
melanoma  can  be  safely  ruled  out  on  the  basis 
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of  the  evidence  on  hand  and  would  like  to 
offer  them  as  second,  third  and  fourth  possi- 
bilities. respectively. 

('i.iNiCAL  Diagnosis 

1.  iMetastatic  carcinoma  of  lnn»’,  primary 
in  abdomen. 

2.  Tnbercnlosis. 

3.  Bronchioo'enic  carcinoma. 

4.  -Mali<>nant  melanoma. 

Pathological  1 )iscussion 

Dr.  Huntington:  At  autopsy  the  perito- 
neum was  studded  with  numerous  small 
white  nodules.  There  was  a firm,  1 cm.  nodule 
in  the  tail  of  the  jiancreas.  Small  white  no- 
dules were  present  in  the  omentum.  Several 
mesenteric  lymph  nodes  weie  enlarged. 

The  right  lung  wa.s  com])letely  collapsed 
and  was  lioiind  to  the  dia])hragm  by  thick 
fibrinous  bands.  The  righf  lower  lobe  bron- 
chus was  fhickened  and  fumor  ajipeai'ed  to 
have  invaded  the  mucosa  in  this  area. 

There  was  a 1.0  x 2.0  cm.  area  of  softening 
in  the  left  cerebrum  involving  the  putamen 
and  globus  pallidiis. 

.Microsco])ically  the  tis.sue  taken  from  the 
area  of  the  right  bronchus  ])roved  to  be  a 
bronchiogenic  carcinoma  of  adenomatous  pat- 
tern. The  nodules  of  the  peritoneum,  pan- 
ci-eas,  and  mesentery  were  inetastases  from 
the  lU'iinary  lung  carcinoma. 

PaTIIOI.OGICAL  1 )lAGNOSIS 

Primai'ji  Bronchiof/cnic  Carcino-ma 

SUCCINATE-SALICYLATE  IN 
TREATMENT  OF  ARTHRITIC  DISORDERS 

Charles  A.  Brusch,  IVl.l).,^ 

Ceorge  F.  Keenan,  1\1.1).,'’ 

Arthur  F.  Sargent,  IM.D.,*^ 

Joseph  A.  Dorgan,  1\I.  D.,'^ 
and 

L.  A.  (iiiASSE,  1\1.  !).,'* 

Cambridge,  Mass. 

The  iiresent  study  was  undertaken  to  de- 
termine the  comparative  value  of  acetylsali- 
cylic  acid  and  a comtiound  of  calcium  succi- 
nate and  acetylsalicylie  aeid*  in  the  treatment 
of  rheumatic  di.sorders. 

The  value  of  acetylsalicylie  acid  in  these 
conditions  is  well  established.  The  jiharmaco- 

a — Medical  Director,  Brusch  Medical  Center,  Cambridge, 
b — Instructor  in  Orthopedics,  Tufts  College  Medical  School, 
c — Instructor  in  Bone  and  Joint  Diseases,  Cambridge  City 

Hospital. 

d — Staff  Physician,  Brusch  Medical  Center. 

•BEREX  tablets  furnished  by  Pan  Pharmacals,  Inc.,  New 

York,  N.  Y. 


logical  basis  relating  to  the  action  of  salicy- 
lates has  undergone  considerable  revision  in 
recent  studies.  In  the  ]>ast  salicylates  have 
been  considered  generally  as  analgesics  and 
antijiyretics.  This  action  has  definitely  been 
jiroven.  It  has  also  now  been  found  that  their 
action  is  due,  in  ]iart,  to  stimulation  of  the 
pituitary -adrenal  system.’ 

Several  undesirable  side-effects  have  been 
attributed  to  the  use  of  salicylates  in  general 
and  to  acetyl.salicylic  acid  as  a member  of  this 
group.  ( iastro-inte.stinal  disturbances,  im- 
paired hearing,  tinnitus,  and  rashes  have  been 
ju'ominently  mentioned.  In  addition,  certain 
biological  changes  have  been  observed,  such  as 
alteration  in  the  CO,  combining  power,  as 
well  as  an  increase  in  prothrombin  time  with 
attendant  bleeding  tendencies. 

Some  re])orts  have  been  publi.shed  relating 
to  the  advantages  of  a succinate-salicylate 
combination  over  acetylsalicylie  acid  in  treat- 
ing rheumatic  disorders.-’  ^ In  the  present 
study,  we  have  attempted  to  evaluate  the  com- 
parative therapeutic  value  of  the  two  agents, 
as  well  as  the  side-effects  iirodiiced,  both 
being  given  in  comparable  amounts,  i.e.,  the 
total  salicylate  dosage  was  the  same  for  the 
two  prejiarations.  The  tablets  of  the  succinate- 
salicylate  combination  contained  2.S  grains  of 
calcium  succinate  and  3.7  grains  of  acetylsali- 
cylic  acid.  The  acetylsalicylie  acid  was  dis- 
lien.sed  in  5-grain  tablets.  The  initial  dosage 
u-sed  was  24  tnblcts  ((ix4  i.d.)of  the  succinate- 
.salicylate  and  18  tablets  ((ix3  i.d.)  of  the 
acetylsalicylie  acid  in  the  ca.ses  of  rheumatoid 
arthritis,  and  half  of  the  above  amounts  in 
ca.ses  of  osteoarthritis.  Eiiual  dosage  was  em- 
jiloyed  in  the  various  other  categories. 

The  total  uumber  of  subjects  studied  was 
233,  divided  into  groups  as  follows: 

Succinate-  Acetylsalicylie 


Groups 

salicylate 

Acid 

1.  Rheumatoid  arthritis 

26 

14 

2.  Osteoarthritis  

61 

25 

3.  Miscellaneous 

a.  Fibrositis  

15 

5 

b.  Gouty  arthritis  .... 

3 

1 

c.  Arthritis 

unspecified 

32 

10 

d.  Neuritis  and 

neuralgia  

31 

10 

168 

65 

The  di.stribution  of  patients  between  the 
two  types  of  treatment  was  unevenly  divided 
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as  to  number  but  not  as  to  extent, 
severity,  or  duration  of  disease,  but  rather 
because  a majority  had  previously  been  under 
salicylate  therapy.  Over  55  per  cent  of  the 
total  fell  in  the  51  to  70  year  age  group.  Diag- 
nostic and  therapeutic  results  in  the  rheuma- 
toid group  were  recorded  following  the 
standards  established  by  the  American  Rheu- 
matism Association  based  on  the  work  of 
Steinbroeker,  Traeger  and  Batterman.^  The 
patients  studied  were  unequally  divided  as  to 
sex;  females  predominated  in  the  ratio  of  5 
to  1 in  both  the  rheumatoid  and  osteoarthritic- 
groups.  The  duration  of  symptoms  or  signs 
averaged  approximately  3%  years  in  Groups 
1 and  2.  The  location  and  extent  of  lesions  is 


TABLE  I 
Groups  1 & 2 

Group  3 

Aspirin 

Upper  ex- 
tremities includ- 
ing shoulder 
girdle  

5 

29 

8 

Lower  ex- 
tremities, includ- 
ing hips  

27 

19 

8 

Spine  

19 

41 

5 

Multiple  

34 

20 

8 

With  one  or  two  exceptions  all  of  these 
patients  had  received  various  forms  of  treat- 
ment prior  to  this  study.  The  majority  were 
previously  given  salicylates  in  various  forms, 
or  in  combination  with  other  drugs. 

Previous  Treatment 
Of  the  total  number  of  cases  studied  171 
had  received  previous  treatment.  All  of  those 
in  Group  1 and  2 represented  patients  in 
which  other  therapy  had  produced  only  fair 
or  poor  results.  Twelve  cases,  6 of  rheumatoid 
arthritis  and  6 of  osteoarthritis,  were  given 
codeine  grains  % four  times  a day  for  ten 
days  before  the  test  was  undertaken.  This  was 
done  to  study  the  effect  of  an  analgesic  agent 
other  than  salicylates  or  salicylate  combina- 
tions in  these  two  conditions.  The  relief  ob- 
tained with  codeine  in  the  dosage  given  af- 


fected the  factor  of  pain  only  and  for  rela- 
tively brief  duration.  No  improvement  in  mo- 
bility or  in  objective  signs  such  as  swelling 
was  observed,  and  the  sedimentation  rate  re- 
mained unchanged. 

Laboratory^  Data 

In  all  of  the  rheumatoid  and  osteoarthritic 
groups,  a urinalysis,  C.B.C.,  prothrombin 
time,  and  sedimentation  rate  were  performed 
prior  to  treatment.  Blood  chemistry,  blood 
uric  acid  level,  and  other  studies  such  as 
B.M.R.,  etc.,  were  performed  where  indi- 
cated. The  CO“  combining  power  was 
studied  in  four  subjects  in  both  groups. 

All  subjecls  were  followed  at  intervals  of 
from  1 to  2 weeks,  the  total  period  of  observa- 
tion averaging  62  days. 

Results 

Since  various  conditions  were  studied,  we 
have  divided  the  results  into  three  major  cate- 
gories, namely : rheumatoid  group ; osteoarth- 
ritic group ; and  miscellaneous  group.  We  be- 
lieve it  is  of  interest,  as  well,  that  the  relief 
and  improvement  observed  followed  a rather 
set  pattern.  The  improvement  in  symptoms 
and  objective  findings  occurred  in  the  follow- 
ing order,  namely : swelling,  pain,  and  in- 
creased mobility. 

The  over-all  results  of  treatment  were 
divided  according  to  the  three  groups  above. 
In  the  rheumatoid  group  the  breakdown  was 
as  follows : 

TABLE  II 

Number  Good  Fair  Poor 

Succinate-salicylate  26  23  (88.5%)  2 1 

Acetylsalicylic  acid  14  8 (57.1%)  1 5 

As  for  the  osteoarthritic  group.  Table  III 
evidences  the  results: 

TABLE  III 

Number  Good  Fair  Poor 

Succinate-salicylate  61  56  (91.8%)  2 3 

Acetylsalicylic  acid  25  9 (36.0%)  6 10 

The  results  of  treatment  in  the  remainder  of 
the  cases  observed  are  shown  below  for  the 
category  previously  referred  to  as  the  Miscel- 
laneous Group : 


TABLE  IV 

Succinate-salicylate 


Acetylsalicylic  acid 


Total 

Good 

Fair 

Poor 

Total 

Good 

Fair 

Poor 

Gouty  Arthritis  

3 

3 

0 

0 

1 

1 

0 

0 

Fibrositis 

15 

13 

2 

0 

5 

3 

1 

1 

Neuritis  and  Neuralgia 

31 

27 

3 

1 

10 

8 

1 

1 

Unspecified  Arthritis  

32 

24 

6 

2 

10 

6 

2 

2 

— 

— 

— 

— 

— 

— 

— 

— 

Totals 

81 

67  11 

(82.7%) 

3 

26 

18  4 

(69.2%) 

4 

24 
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('onsolidation  of  all  (iroups  is  shown  in 
Table  V. 

TABLE  V 


Number 

Good 

Fair 

Poor 

Succinate- 

salicylate 

168 

146 

15 

7 

(86.9%) 

( 8.7%) 

( 4.4%) 

Acetylsali- 

cylic acid 

65 

35 

11 

19 

(53.8%) 

(16.8%) 

(29.4%) 

It  was  also 

observed  that  for  all  groujis  the 

succinate-sa 

licylate 

therapy 

lirought 

])rom[)t 

relief  of  pain  and  for  protracted  ])eriods. 
Side- Effects 

Side-effects  were  noted  with  both  types  of 
medication,  with  the  followin<i'  order  of  kind 
and  fre(iuencv; 

TABLE  VI 


Succinate-  Acetylsali- 
salicylate  cylic  acid 

Nausea  30  of  168  28  of  65 

Dizziness  6 of  168  8 of  65 

Vomiting 1 of  168  6 of  65 

Rash  0 of  168  1 of  65 

Other  0 of  168  5 of  65 


In  the  succinate-salicylate  group,  receiving  24 
tablets,  any  nausea  was  of  bi'ief  duration,  hav- 
ing been  noted  in  the  first  3 to  5 days  of  treat- 
ment in  all  but  one  case,  in  which  this  symp- 
tom persisted  for  12  days.  The  majority  of 
patients  was  able  to  continue  the  medication 
at  the  established  level.  The  dosage  was  re- 
duced to  1(S  tablets  i)er  day  in  24  cases.  Ten 
of  this  number  iticrea.sed  to  the  initial  level 
within  one  week.  In  the  group  receiving 
aoetyhsalicylic  acid  side-effects  were  much 
more  pronounced;  furthermore  a i-eduction  in 
dosage  to  50%  of  the  initial  level  was  re- 
(piired  in  20  of  tho.se  receiving  90  grains  of 
acetylsalicylic  acid  per  day,  ])rincipally  be- 
cau.se  of  gastro-inte.stinal  disturbances. 

SeDI  MENTAT I( )N  R ATE 


A definite  decline  in  the  sedimentation  rate 
was  noted  in  the  grou])  under  succinate- 
salicylate  ti’eatment.  This  change  is  repre- 
sented in  the  following  bar  grai)h  : 


20  30 

DAYS 


40  SO 


rniform  and  rather  rapid  decrease  in 
sedimentation  rate  was  observed  in  all 
except  one  ca.se  (carcinoma). 

In  the  grouj)  on  acetylsalicylic  acid  therapy, 
improvement  was  also  observed.  The  decline 
was  less  marked,  and  failure  of  decline  was 
noted  in  some  instances.  This  may  be  account- 
ed for  by  the  ilifficulty  expressed  in  maintain- 
ing a do.sage  level  ecpiivalent  to  that  employed 
in  the  succinate-salicylate  group. 

Prothrombin  Time 

The  factor  of  prothrombin  time  was  studied 
in  the  two  groups,  and  the  following  re.sidts 
were  observed.  In  the  succinate  salicylate 
group  in  no  case  did  the  level  rise  above  the 
established  normal  of  15  .seconds. 

In  the  acetylsalicylic  group  the  prothrom- 
bin lime  rose  above  15  seconds  in  three  cases; 
two  at  19  seconds  and  one  at  17  seconds. 
Mobility 

The  following  table  shows  the  jiercentage 
improvement  in  mobility  measured  by  -stand- 
ard goniometric  tests. 

TABLE  VII 

Rheumatoid  and  Osteoarthritis 
Succinate  Acetylsali- 

Salicylate  (87)  cylic  Acid  (49) 

Over  50%  28  2 

Over  25%  54  31 

Under  20%  5 16 

(Comment 

(kdcium  succinate  has  been  under  investiga- 
tion as  a cataly.st  and  is  generally  regarded  as 
])laying  a role  in  ti.ssue  metaboli.sm  as 
mea.sured  by  oxygen  utilization.-  Investiga- 
tion has  indicated  that  the  use  of  calcium  suc- 
cinate reduces  the  toxicity  of  salicylates  pre- 
venting a fall  in  iirolhrombin  level.-  The 
present  study  lends  .support  to  this  thesis.  In 
all  cases  receiving  the  succinate-salicylate 
combination  the  lu'othrombin  time  remained 
within  normal  limits.  Since,  in  some  of  the 
ca.ses  receiving  acetylsalicylic  acid,  the  pro- 
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thrombin  time  was  prolonged,  the  inference 
must  be  drawn  that  the  difference  is  due  to 
the  presence  of  calcium  succinate  in  the 
formula. 

Since  the  succinate-salicylate  combination 
produced  far  better  results  in  this  study  than 
acetylsalicylie  acid  alone,  it  must  be  conclud- 
ed that  the  inclusion  of  calcium  succinate  dif- 
ferentiates this  formulation  markedly  from 
as])irin.  Furthermore,  (although  we  do  not 
understand  its  pharmacology)  it  seems  evi- 
dent that  calcium  succinate  not  only  enhances 
salicylate  activity  but  is  in  itself  an  active  in- 
gredient. 

The  results  obtained  with  both  forms  of 
medication  indicate  that  they  are  suppressive 
in  action.  The  previous  trial  with  codeine  in 
8 of  those  under  study  did  not  reveal  any 
change  other  than  relief  of  pain  which  was  of 
a temxjorary  nature  and  recurred  between 
doses.  In  the  majority  of  patients  treated  for 
60  days  or  more  there  was  no  recurrence  of 
signs  two  weeks  after  withdrawal  of  the  sali- 
cylate succinate  combination. 

It  is  of  interest  that,  in  the  majoidty  of 
liatients,  reduction  of  swelling  was  concomit- 
ant with  relief  of  pain.  With  the  group  re- 
ceiving succinate-salicydate  this  was  more 
frequent  and  generally^  more  comx^lete  than 
with  the  group  receiving  acetylsalicylie  acid. 

Since  the  course  of  rheumatoid  arthritis  is 
unpredictable  a “cure  rate”  cannot  be  es- 
tablished while  the  treatment  remains  non- 
specific, but  in  our  experience  it  seems  evident 
that  in  general  the  dosage  of  salicydates  in 
rheumatic  disorders  has  generally^  been  too 
small  to  obtain  effective  suppressive  action. 
Also,  since  previous  treatment  at  levels  below 
30  grains  per  day  were  relatively  ineffective, 
this  failure  has  often  been  due  to  side-effects 
produced  by"  these  preiiarations  when  given  in 
amounts  sufficient  to  i:)roduce  more  than 
simple  analgesic  action. 

The  iiatients  receiving  the  succinate-salicy- 
late combination  were  able  to  tolerate  high 
dosage  for  several  weeks  with  a higher  i^ro- 
portion  of  excellent  results  than  were  obtained 
with  aspirin  or  other  forms  of  salicylates. 
Even  in  those  patients  who  were  able  to  take 
90  grains  of  acetylsalicylie  acid  per  day  the 
results  were  less  favorable  than  in  the  sueci- 
nate-salicydate  grouirs.  Until  such  time  as  more 
effective  remedies  are  found  we  feel  that  this 


combination  effectively"  suppresses  active 
manifestations  of  rheumatoid  and  osteoarth- 
ritic  states  in  the  vast  majority^  of  iiatients 
with  a minimum  of  side-effects  and  almost 
comidete  absence  of  “withdrawal  symxrtoms. ” 
Summary 

From  the  above  findings  certain  facts 
emerge.  There  was  definite  improvement  in 
both  groups.  However,  the  results  with  the 
succinate-salicy'late  combination  were  definite- 
ly" superior  for  the  following  reasons : 

1 Adequate  amounts  could  be  administered. 

2.  Relief  of  pain,  as  well  as  objective  im- 
provement, was  greater  with  the  suc- 
cinate-salicylate combination. 

3.  Fewer  and  milder  side-effects  were  noted 
for  tire  dosage  employed. 

4.  No  almormal  prolongation  of  prothrom- 
bin time  even  after  68  days  of  succinate- 
salicy"late. 

Conclusion 

1.  Comirarison  of  the  therapeutic  effect  of  a 
succinate-salicylate  combination  and  acetyd- 
salicydic  acid  in  rheumatic  states  revealed  the 
former  to  be  supeiior,  both  from  the  stand- 
point of  therapeutic  efficacy  and  lower  tox- 
icity. 

2.  The  results  obtained  show  that  the  effect 
provided  by"  the  succinate-salicydate  comliina- 
tion  was  of  a more  lasting  nature  and  affects 
the  disease  process  itself,  as  well  as  affording 
sy-mptomatic  relief. 

3.  The  results  also  show  that  this  succinate- 
salicydate  formulation  combines  safety  and  ef- 
ficacy, permitting  wide  use  both  for  treatment 
and  maintenance  without  the  excessive  suiier- 
vision  required  in  many  other  forms  of  ther- 

apy- 
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GOVERNMENT  BUSINESS  IS 
BIG  BUSINESS 

In  Special  Report  #11  (Oet.  21,  1953)  the 
Washington  office  of  the  American  ^ledieal 
Association  presented  a list  of  the  medical 
and  health  budgets  of  all  federal  agencies. 
The  federal  government  operates  or  partici- 
pates in  more  than  60  varied  health,  medical 
and  related  programs  scattered  among  at 
least  19  different  departments,  independent 
agencies  and  commissions.  Few  peoi)le  would 
realize  that  the  cost  is  in  excess  of  one  and 
three  cjuarters  billion  dollars. 

Here  are  the  operating  budgets  to  finance 
activities  from  July  1,  1953  to  July  1,  1954; 

Department  of  Health,  Education  and  Welfare  $340,553,000 
Office  of  Vocational  Rehabilitation  . $23,655,500 


Food  and  Drug  Administration  ....  6,250,000 

Children's  Bureau  31,525,000 

Bureau  of  Public  Assistance  50,000,000 


1.  Old  Age  Assistance 

2.  Blind 

3.  Needy  permanently  disabled 

4.  Dependent  Children 
U.  S.  Public  Health  Service 

1.  Office  of  Surgeon  General  ....  2,900,000 

2.  Tuberculosis  Control  6,000,000 

3.  Venereal  Disease  Control  5,000,000 

4.  General  Assistance  to  States  . . 13,250,000 

5.  Communicable  Disease  Control  5,000,000 

6.  Engineering,  Sanitation  & In- 
dustrial Hygiene  3,162,500 

7.  Alaska  (Disease  and  Sanita- 
tion Control)  1,082,000 

8.  Hospitals  and  Medical  Care  . . 33,100,000 

9.  Foreign  Quarantine  Service  . . . 2,900,000 

10.  National  Institute  of  Health  . . 71,153,000 

a.  National  Cancer 

Institute  $20,237,000 

b.  Mental  Health  In- 
stitute 12,095,000 

c.  National  Heart  In- 
stitute 15,168,000 

d.  Dental  Health  In- 
stitute 1,740,000 

e.  Microbiological 

Institute  5,738,000 

f.  Institute  for  Neu- 

rological Dis- 
eases and  Blind- 
ness ...  4,500,000 

g.  Institute  of  Ar- 

thritis and  Meta- 
bolic Diseases  . . . 7,000,000 

h.  General  Funds 
(Research  Grants)  4,675,000 

11.  Hospital  Construction  Grants 


(new)  65,000,000 

12.  Hospital  Construction  Grants 

(old)  19,700,000 

13.  Hospital  Construction  Admin- 
istration   875,000 

Veterans  Administration  $747,415,264 

Administration  (Dept.  Medicine  & 

Surgery)  $ 7,757,900 

Research  5,500,000 

New  Construction  and  Contract 

Liquidation  38,685,664 

Supply  Depot  Operations  1,350,000 

Contract  Hospitalization  20,583,100 

Domiciliary  Care  24,248,200 

Out-Patient  Care  92.677,900 

In-Patient  Care  555,000,000 

Medical  Education  and  Training.  . . 1,300,000 

Capital  Expansion  312,500 

Department  of  Defense  533,311,000 

Army  Medical  Service  238,994,000 

Navy  Medical  Services  161,429,000 

Airforce  Medical  Services  132,801,000 

Asst.  Secy,  of  Defense  87,000 


Department  of  State  14,127,733 

World  Health  Organization  2,993,000 

Pan  American  Sanitary  Bureau  ....  1,320,000 

International  Children's  Emergency 

Fund  9.814,333 

Department  of  Labor 8,960,000 

Bureau  of  Employees*  Compensation  8,500,000 

Health  and  Safety  Program  460,000 

Foreign  Operations  Administration  Technical 

Assistance  Programs  24,500,000 

Department  of  Interior  27,258,600 

Bureau  of  Indian  Affairs  21,400,000 

Bureau  of  Mines  5,060,000 

Alaskan  Mental  Health  798,600 

Department  of  Commerce  621,000 

Bureau  of  Standards  300,000 

Civil  Aeronautics  Administration  . . 321,000 

Department  of  the  Treasury,  Bureau  of  Narcotics  2,790,000 

Department  of  Justice,  Bureau  of  Prisons  1,326,000 

Independent  Offices  68,019,600 

National  Science  Foundation  8,000,000 

Federal  Civil  Defense  Admin 26,650,000 

Atomic  Energy  Comm,  (medical)  . . 26,565,000 

Health  Resources  Advisory  Com- 
mittee   91,000 

National  Advisory  Committee  to 

Selective  Service  265,000 

Panama  Canal  Zone  (medical)  5,448,600 

Federal  Trade  Commission  (medical)  1,000,000 

Miscellaneous  7,000,000 

Commission  on  Intergovernmental 

Relations  500,000 

Commission  on  Organization  of  the 
Executive  Branch  of  the  Govern- 
ment   500,000 

Federal  Employees  Health  Programs  6,000,000 


When  anyone  is  confronted  by  the  immen- 
sity of  the  above  figures,  as  tabulated,  there 
is  certainly  need  to  pause  and  reflect.  The 
United  States  government  has  definitely  be- 
come vitally  interested  in  the  health  needs 
of  the  nation,  and,  indeed,  of  the  whole  work!. 
Small  wonder  that  certain  individuals  are 
teni])ted  to  gain  control  of  such  appropria- 
tions. And  it  is  also  apparent  that  there  is 
some  basis  for  the  thinking  of  tho.se  who 
would  establish  a Department  of  Health  in 
the  Ih  S.  Cabinet.  IMany  of  these  funds  are 
matched,  wholly  or  in  part,  by  the  individual 
states.  These  figures  represent  the  money  ap- 
propriated by  the  first  session  of  the  83rd 
Congre.ss.  Keep  at  least  the  size  of  these 
amounts  in  mind.  Federal  medicine  has  be- 
come big  business. 

Editorial,  J.  Iowa  S.  M.  S.,  Dec.  1953 


The  key.stone  of  every  public  health  en- 
deavor must  always  be  the  private  practi- 
tioner of  medicine,  who  must  rely  on  the  local 
health  department  for  assistance.  If  the 
health  department  is  properly  organized  and 
carries  out  the  objective  for  which  it  was 
designed,  it  will  support  and  improve  the 
private  practice  of  medicine.  Vlado  A.  Get- 
ting, IM.  D.,  J.A.IM.A.,  Sept.  26,  1953. 
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The  Month  In  Washington 

Washington,  D.  C.,  Jan.  8,  1954 — Although 
the  budget,  defense  and  farm  policy  are 
monopolizing  Washington  headlines,  Con- 
gress is  paying  more  than  casual  attention  to 
the  health  and  social  security  fields.  In  these, 
as  in  other  legislative  areas,  it  has  for  its 
guidance  a specific  program,  laid  down  by 
President  Eisenhower  in  his  various  messages 
during  the  first  few  weeks  of  the  session.  The 
question  now  is  whether  this  closely-divided 
Congress  will  have  the  time  and/or  the  in- 
clination to  follow  through  on  everything 
the  Administration  wants. 

Before  Congress  settled  down  to  its  task, 
the. President  met  with  a group  of  American 
Medical  Association  leaders,  who  discussed 
with  him  the  Association’s  position  on  sever- 
al important  pieces  of  legislation.  Present  at 
the  White  House  meeting,  hi  addition  to  Mr. 
Eisenhower  and  Sherman  Adams,  Assistant 
to  the  President,  were  AMA  President  Ed- 
ward J.  McCormick,  Trustees’  Chairman 
Dwight  H.  Murray,  President-Elect  Walter 
B.  Martin,  and  Washington  Office  Director 
Frank  E.  Wilson. 

Congress  got  into  the  health  and  welfare 
field  with  no  waste  of  time.  Within  five  days 
after  Congress  reconvened  the  House  Inter- 
state and  Foreign  Commerce  Committee,  un- 
der the  chairmanship  of  Rep.  Charles  Wolver- 
ton  (R.,  N.  J.),  began  an  exhaustive  series 
of  hearings  on  voluntary'  health  insurance, 


further  evidence  that  the  Administration  is 
determined  to  get  some  action  in  this  direc- 
tion. 

Chairman  Wolverton  as  long  as  four  years 
ago  was  interested  hi  legislation  to  help  pre- 
paid insurance  programs  extend  their  cover- 
age and  increase  their  benefits.  In  1950  he 
incorporated  his  ideas  in  a bill,  but  it  was 
not  acted  upon  by  the  committee  and  was  not 
revived  until  this  year.  Now  the  atmosphere 
is  much  more  favorable  for  Mr.  Wolverton ’s 
proposal.  Not  only  is  he  chairman  of  the 
committee  and  his  party  in  control  of  Con- 
gress, but  his  ideas  have  strong  support  from 
the  Administration. 

Basically  the  Wolverton  idea  is  an  FDIC 
for  voluntary  health  insurance.  In  about 
the  same  way  the  Federal  Deposit  Insurance 
Corporation  insures  bank  deposits  up  to  a 
certain  limit,  the  Wolverton  program  would 
insure  (or  re-insure)  various  types  of  hos- 
pital, surgical,  and  medical  insurance  pro- 
grams. The  proposal  is  for  the  federal  gov- 
ernment to  set  up  a national  health  insurance 
underwriting  corporation.  To  keep  the  cor- 
jmration  going,  the  member  plans  would  con- 
tribute a certain  percentage  of  their  gross 
receipts,  possibly  2%. 

With  the  national  coriioration  underwriting 
unusual  risks,  the  individual  programs  could 
offer  catastrophic  or  “complete”  coverage. 
By  scaling  individual  premiums  to  the  family 
income,  the  member  plans  also  could  offer 
protection  to  families  with  very  low  incomes. 
The  national  corporation  would  pay  possibly 
two-thirds  of  each  subscriber’s  claim  in  excess 
of,  say,  $500  or  $1,000  in  any  one  year. 

Another  piece  of  legislation,  receiving 
favorable  attention,  also  would  help  families 
with  their  medical  expenses  — a proposed 
liberalization  of  income  tax  deductions  al- 
lowed for  medical  expenses.  Under  present 
law,  only  that  part  of  medical  expense  ex- 
ceeding 5%  of  taxable  income  may  be  de- 
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ducti'd.  The  pending'  legislation  would  drop 
this  to  probably  3 per  cent,  and  raise  or 
eliminate  the  maximum  limit.  In  past  veal's 
scores  of  bills  pointed  in  this  direction  have 
been  introduced.  If  this  is  incorporated  in 
the  general  tax  overhaul  legislation,  ft  is  be- 
lieved to  have  a good  chance  of  enactment. 

Secretary  Hobby's  Department  of  Health, 
Education  and  Welfare  is  firmly  behind  a 
proposal  to  have  the  federal  government  show 
more  leadership  in  vocational  rehabilitation 
of  the  handicapped.  At  this  writing  it  is  too 
early  for  any  good  indication  as  to  whether 
physicians  will  be  brought  under  social  se- 
curity. The  Administration’s  bill  would 
blanket  in  most  .self-employed  groups,  in- 
cluding dentists,  attorneys,  architects  and 
farmers,  in  addition  to  physicians.  Rep.  Carl 
Curtis  (R.,  Neb.),  chaiiTnan  of  the  subcom- 
mittee which  investigated  social  security,  ap- 
Iiarently  feels  the  same  way.  However,  a 
substantial  number  of  the  members  of  the 
House  Ways  and  Means  Cfommittee,  which 
must  i>ass  on  the  bill,  are  known  to  feel  that 
comi)ulsion  should  not  be  used  on  groups 
that  do  not  want  Old  Age  and  Survivors 
Insurance. 

From  all  indications  available  during  the 
first  few  weeks  of  Congress,  a showdo'wu 
fight  may  be  unavoidable  on  medical  care 
for  military  dependents.  Defense  Department, 
with  support  from  the  President,  wants  de- 
pendent care  extended  and  made  uniform 
among  the  three  seivices,  with  military  phy.si- 
cians  carrying  as  much  of  the  responsibility 
as  they  can.  Under  the  Defen.se  Department 
jilan,  dependents  who  could  not  be  taken  care 
of  at  military  installations  would  be  allowed 
to  obtain  their  care  from  private  sources, 
with  the  government  jiaying  almost  all  of 
the  cost. 

The  American  Medical  Association  agrees 
with  the  Defense  Department  that  all  depen- 
dents should  receive  medical  benefits  as  nearly 
uniform  as  jiossible.  However,  AMA  con- 
tends that  wherever  possible  dependents 
should  use  private  physicians  and  private 
hospitals,  and  that  the  military  personnel 
and  facilities  should  be  employerd  only  where 
civilian  facilities  are  inadeipiate. 

Wdshingto^i  Office,  A.M.A 


OBITUARY 

Peter  A.  ]\1.  Rovitti,  M.  D. 

Dr.  Peter  A.  IM.  Rovitti,  New  Castle  County 
coroner's  physician,  after  an  illness  of  several 
months,  died  at  his  home  in  Wilmington  on 
December  19,  1953,  aged  79. 

Bom  in  Bari,  Italy,  Dr.  Rovitti  came  to 
the  United  States  as  a boy  with  his  parents. 
He  was  educated  in  New  York  City  schools. 
He  was  graduated  from  the  Brooklyn  College 
of  Pharmacy  in  1898.  In  1902  he  completed 
his  medical  education  at  Baltimore  University. 
Dr.  Rovitti  took  an  interest  in  city  politics 
early  in  his  career  and  his  work  for  the  Re- 
})ublican  party  earned  him  a place  on  its 
councils  over  a period  of  many  years.  He 
was  first  appointed  a coroner’s  physician 
about  20  years  ago.  He  also  served  during  the 
four-year  term  of  Mayor  Hearn,  and  was 
again  appointed  in  1950  by  the  pre.sent  coro- 
ner, C.  Everett  Kelley.  At  one  time  he  had 
his  own  jirivate  hospital  on  Delaware  Avenue. 

During  World  War  I,  Dr.  Rovitti  was  a 
medical  examiner,  and  treasurer  of  the  Ital- 
ian Relief  Corps.  He  also  was  active  in  the 
Volunteer  U.  S.  IMedical  Service  Corps. 

Years  ago  he  was  physician  for  the  old 
County  Hospital  (now  Delaware  State  Hos- 
])ital)  and  a member  of  the  medical  staff  of 
the  old  Physicians  and  Surgeons  Hospital 
(now  Wilmington  General).  He  was  physi- 
cian for  several  Italian  lodges  and  was  past 
grand  master  of  the  Sons  of  Italy,  of  which 
he  was  a chaider  member.  He  was  a charter 
member  of  ^lonaghan  Council  No.  2872, 
Knights  of  Columbus,  a member  of  the  Amer- 
ican Medical  Association,  the  Medical  Society 
of  Delaware,  and  of  the  New  Castle  County 
Medical  Society  since  1902. 

In  1910,  Dr.  Rovitti  married  the  former 
Miss  Frances  M.  Walter  of  Wilmington  who 
died  in  1950.  He  is  survived  by  a son.  Dr. 
Francis  P.  Rovitti,  and  a daughter.  Miss  Abi- 
gail Rovitti,  both  of  this  city. 

The  funeral  was  held  on  December  22nd, 
with  reijuiem  mass  at  St.  Peter’s  Church.  In- 
terment was  in  West  Chester,  Pa. 


January,  1954 


I)ela\yare  State  ]\'Iedical  Journai, 


XIX 


The  Problem  of  Nausea  and  Vomiting: 


ITS  TREATMENT  WITH  DRAMAMINE® 

Whenever  nausea,  vomiting  and  vertigo 
are  disturbing  and  complicating  factors, 
Drainamine  may  be  used  with  confidence. 

Keatsi  outlines  the  wide  list  of  conditions 
in  which  Dramamine  (brand  of  dimenhydri- 
nate)  has  proved  valuable  as  follows:  "It  has 
been  well  established  in  the  control  of  motion 
sickness.  It  has  been  used  effectively  in  tlie 
prevention  and  treatment  of  seasickness,  air- 
sickness, [in  the  treatment  of]  tlie  nausea  of 
pregnancy,  Meniere’s  syndrome,  . . . radia- 
tion sickness  . . . and  postfenestration  reac- 
tions. . . . The  site  of  action  is  imperfectly 
understood,  but  there  is  indication  of  an 
action  of  depressing  labyrinthine  function  or 
its  neural  patliways,  a higlily  selective  central 
action,  or  both.  Few  side  reactions  of  this 
drug  have  been  noted.” 

The  usual  dose  for  motion  sickness  is  50 
mg.  (one  tablet)  taken  one-half  hour  before 
departure  and,  if  necessary,  before  meals  for 
the  duration  of  the  journey.  Control  of 
nausea  and  vomiting  of  other  conditions  and 
severe  motion  sickness  is  achieved,  with 
minimal  drowsiness,  by  a dosage  of  100  mg. 
every  four  hours. 

"[Dramamine]  is  administered  orally  or 
rectally.  . . . The  same  doses  may  be  admin- 
istered rectally  by  insertion  of  the  tablet  or 
other  suitable  form.  . . 

Dramamine  Liquid  is  particularly  useful 
for  children. 

Dramamine  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  tlie  American 
Medical  Association. 

1.  Keats,  S.:  Ataxic  Cerebral  Palsy  with  Akinetic 
Seizures:  Dramatic  Response  to  Dramamine,  J.  M. 
Soc.  New  Jersey  50:53  (Feb.)  1953. 

2.  Council  on  Pharmacy  and  Chemistry:  New  and 
Nonofficial  Remedies,  1953,  Philadelphia,  J.  B.  Lip- 
pincott  Company,  1953,  p.  471. 


THE  VOMITING  REFLEX:  Vagus^  nodose  gang- 
lioH—*  solitary  tract spitial  cord-*  cervical,  thor- 
acic and  lumbar  nerves  to  diaphragm,  cardiac  sphinc- 
ter, stomach,  abdominal  and  pelvic  musculature. 
(After  Krieg,  W.  J.  S.:  Functional  Neuroanatomy, 
ed.  2,  New  York,  The  Blakiston  Company,  Inc., 
1953,  p.  104.) 
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[AS  ADVERTISED  IN  THE  JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION] 


Income  for  members  of  the 


Delaware  Medical  Profession 
from  the  first  day** 
of  sickness  or  injury... 


now! 

Not  for  only  26  weeks — Not  for  only  52  weeks 


but  even  for  your  entire  lifetime 

H ouse  Confinement  is  not  required  at  any  time 
Accidental  loss  of  hands,  feet  or  eyesight  pays 
monthly  benefits — not  just  lump  sum. 


tax  free  dollars 

Disability  income  is  not  taxable.  For  example;  $3600.00  a year 
from  our  policy  is  equi\alent  to  about  $5000.00  regular  income. 

extra  benefits 

Double  monthly  benefits  when  you 

are  hospitalized  for  as  long  as  three  months. 

Unusually  large  accidental  death  benefits 
Double  benefits  for  specified  travel  accidents 

plus  important  features 

Waiver  of  Premium  Provision 
Commercial  Air  Travel  Passenger  Coverage 
No  automatic  termination  age 


*In  the  event  of 
total  disability  and 
Total  Loss  of  Time 

**Benefit  payments 
start  from  first  day 
of  medical  attention 

Mail  Coupon  <ts’ 
today  while  you 
are  still  healthy 


I 

I UNITED  INSURANCE  COMPANY,  Lifetime  Dept, 
j Eig  Building,  Silver  Spring,  Maryland. 

I 

j I would  like  to  know  more  about  your  lifetime  income  pro- 
I tection. 

r 

I name  age 

i ADDRESS  

I 

i 

j or  clip  to  your  letterhead 
i 
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■or  the  scalp-scratchers,  shoulder- 
brushers  and  comb-clutterers,  there’s  wel- 
come relief  with  Selsun  Sulfide  Suspension. 

Published  reports  on  more  than  400 
cases'”®  show  that  Selsun  completely  con- 
trols seborrheic  dermatitis  in  81  to  87  per- 
cent of  all  cases,  and  in  92  to  95  percent  of 
common  dandruff  cases.  It  keeps  the  scalp 
free  of  scales  for  one  to  four  weeks  — re- 
lieves itching  and  burning  after  only  two 
or  three  applications. 

Selsun  is  remarkably  simple  to  use.  Your 
patients  apply  it  and  rinse  it  out  while 
washing  the  hair.  It  takes  little  time.  No 
complicated  procedures  or  messy  oint- 
ments. Ethically  advertised  and  dispensed 
only  on  prescription.  In  4-fluidounce 
bottles  with  complete 
directions  on  the  label. 


0L&&T5tt 


prescribe.. 


SELSUN® 

SULFIDE  Suspension 

(SELENIUM  SULFIDE,  ABBOTT) 

I.  Slepyan,  A.  H.  {1952),  Arch.  Dermat.  & Syph.,  65:228, 
February.  2.  Slinger,  W.  N.  and  Huboard,  D.  M. 
(1951),  ibid.,  64:41.  July.  3.  Sauer,  G.  C.  (1952), 

J.  Missouri  M.  A.,  49:911,  November. 


who  have 
seborrheic  dermatitis 
oj  the  scalp 
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PARKE 


^nstitu  ti 


on  a 


Of  Oi 


COFFEE  TEAS 
SPICES  CANNED  FOODS 
FLAVORING  EXTRACTS 


L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 

7746  Dungan  Rd„  Philadelphia  11,  Penna. 


ECKERD'S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 


513  Market  Street  723  Market  Street 

900  Orange  Street  Manor  Park 

WILMINGTON,  DELAWARE 
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rOilA. 


Phone:  LA  4-7695 


• Collected  for 
members 
of  the 
STATE 
MEDICAL 
SOCIETY 
230  W.  41st  ST. 
NEW  YORK 


FRAIMS  DAIRIES 

Qu  aiilij  2)ain^  f^roJiicti 
Since  1900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Delaware  Phone  6-8225 


To  keep 

your  car  runniny 

Better  - Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 


Service 

Station 


-7L 


oiAjer6 


Geo.  Carson  Boyd 

at  2/6  1/iJeil  iOtli  Street 

Phone:  4388 


JOHN  G.  MERKEL 
& SONS 


PHONE  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


Pat. 

0. 


romze 


i6ef'6 
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awat'ean5 
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eca  Hie 


There's  a complete  summary  of  the 
week's  news  in  Delaware  on  one 
compact  page  . . . there's  a business 
page  that  presents  the  top  local  end 
national  business  news  each  week 
. . . there's  commentary  by  H.  V. 
Kaltenborn  and  Drew  Pearson  on 
significant  netional  and  international 
news  . . . there  are  complete  sports, 
magazine  and  entertainment  sections 
for  more  leisurely  Sunday  reading. 

Wilmington 
Sunday  Star 


'll)e6iqneci  Jor 


wareani 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  341  1 


A Store 

for  . . . 

Quafiti^ 

WtUd  VotL 

l^iy/io  C^ondcioni 

LEIBOWITZ'S 

224-226 

MARKET  STREET 

Wilmi 

ngton,  Delaware 

Physicians'  and  Surgeons' 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Pro- 
tection, Avoids  Unpleasant  Situations 
By  Immediate  Thorough  Investigation 
And  Saves  You  The  High  Costs  Of 
Litigation. 

The  Only  Plan  Which  Is  Officially  Spon- 
sored By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  Cr  Orange  Sts. 

87  Years  of  Dependable  Service 
Phone  Wilmington  5-6561 

If  it’s  insurable  tee  can  insure  it 


Vustomer  satisfaction 
conies  first  with  the  baker 
where  a * KNOWN  bread  is 
featured.  Quality  with  us  is 
never  an  accident  but  the 
result  of  good  intention  and 
sincere  effort. 

Freihofer's 


Bakers  of  •NATIONALLY -KNOWN 
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ACCIDENT 


• HOSPITAL 


SICKNESS 


For 


INSURANCE 

Physicians,  Surgeons,  Dentists  Exclusively 


$5,000  accidental  death  Quarterly  $8.00 
$25  weekly  indemnity,  accident  and  sickness 

$10,000  accidental  death  Quarterly  $16.00 
$50  weekly  indemnity,  accident  and  sickness 


$15,000  accidental  death  Quarterly  $24.00 
$75  weekly  indemnity,  accident  and  sickness 

$20,000  accidental  death  Quarterly  $32.00 
$100  weekly  indemnity,  accident  and  sickness 


COST  HAS  NEVER  EXCEEDED  AMOVNTS  SHOWN 
ALSO  HOSPITAL  INSURANCE 


Single 

Double 

Triple 

Quadruple 

60  days  in  Hospital  

5.00  per  day 

10.00  per  day 

15.00  per  day 

20.00  per  day 

30  days  of  Nurse  at  Home  

5.00  per  day 

10.00  per  day 

15.00  per  day 

20.00  per  day 

Laboratory  Fees  in  Hospital  

5.00 

10.00 

15.00 

20.00 

Operating  Room  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Anesthetic  in  Hospital  

10.00 

20.00 

30.00 

40.00 

X-Ray  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Medicines  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Ambulance  to  or  from  Hospital  .. 

10.00 

20.00 

30.00 

40.00 

COSTS  (Quarterly) 

Adult  

2.50 

5.00 

7.50 

10.00 

Child  to  age  19  

1.50 

3.00 

4.50 

6.00 

Child  over  age  19  

2.50 

5.00 

7.50 

10.00 

$4,000,000.00  PHYSICIANS  CASUALTY  ASSOCIATION  Si9,500,ooo.oo 

INVESTED  ASSETS  PHYSICIANS  HEALTH  ASSOCIATION  paid  for  claims 

51  years  undei’  the  same  management 

400  First  National  Bank  Building  Omaha  2,  Nebraska 

$200,000.00  deposited  with  State  of  Nebraska  for  protection  of  our  members 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

I 61380 1 

6-1380  is  Brittingham's  unlisted  telephone  num- 
ber for  the  use  of  doctors  only.  . . . Phone  your 
prescriptions  to  us  and  we  will  deliver  them  by 
fast  motorcycle  to  any  point  in  the  city  or  sub- 
urbs. . . . No  charge,  of  course! 

BRITTINGHAM'S 

PHARMACY 

Medical  Arts  Bldg.  Del.  Trust  Bldg. 


Be/ore  ever  he  speaks  a tvord,  he  asks  your  love. 

In  it  begins  the  security  he  ^vill  need  forever. 

The  ivhimper  when  he’s  hungry,  the  sigh  of  peace 
when  he’s  fed  and  warm,  the  cuddle  of  his  sleepy 
body  — all  these  tell  a need  that  never  ends. 

The  need  that  none  of  us  outgroxvs:  to  be  safe  and 
secure  in  body  and  heart  as  long  as  we  live. 

The  secui'ity  of  our  homes  is  a universal  dream.  That 
each  of  us  is  free  to  make  secure  the  lives  of 
those  we  love,  is  our  peculiar  privilege. 

As  we  take  care  of  our  own,  we  also  take  cai’e  of 
America.  Out  of  the  security  of  each  home  rises 
the  security  of  our  country. 

Your  security  and  your  country’s  begin  in  your  home. 


Saving  for  security  is  easy!  Read  every 
word  — now!  If  you’ve  tried  to  save  and 
failed,  chances  are  it  was  because  you  didn’t 
have  a plan.  Well,  here’s  a savings  system 
that  really  works — the  Payroll  Savings  Plan 
for  investing  in  United  States  Savings  Bonds. 

This  is  all  you  do.  Go  to  your  company’s 
pay  office,  choose  the  amount  you  want  to 
save — a couple  of  dollars  a payday,  or  as 
much  as  you  wish.  That  money  will  be  set 
aside  for  you  before  you  even  draw  your 
pay.  And  automatically  invested  in  Series  E 
Savings  Bonds  which  are  turned  over  to  you. 

If  you  can  save  only  $3.75  a week  on  the 
Plan,  in  9 years  and  8 months  you  will  have 
$2,137.30.  if  you  can  save  as  much  as  $18.75 
a week,  9 years  and  8 months  will  bring  you 
$10,700! 

For  your  sake,  and  your  family’s,  too,  how 
about  signing  up  today? 


The  U*S.  Government  does  y\ot  pay  for  this  adverti.semenf.  It  is  donated  by  thi.s  publication  in  cooperation  with  the 
Advertisiny  Council  and  the  Mayazine  Publishers  of  America. 
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Baynai’d  Optical 
Company 


Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5th  and  Market  Sts. 
Wilmington,  Delaware 


Enjoy  instant,  plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  have  an  ample, 
reliable  supply  of  hot 
water!  With  an  Auto- 
matic Gas  Water  Heat- 
er in  your  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  house- 

hold  tasks,  bathing, 

cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


BELAWAREFOWEHCUGKICO. 


With  an  Automatic  Gas 

WATER  HEATER 


• • 


Lactum 

MEAD’S  I liquid!  FORMULA  FOR  INFANTS 


I 
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Lactum 

“**»»  (OIMil  ••• 

CSP  : 


Conforming  in  every  respect  to  the  latest  and  most  scien- 
tific evidence  on  infant  feeding,  Lactum  provides  a clini- 
cally proved  cow's  milk  formula,  with  demonstrated 
nutritional  advantages,  plus  new  convenience  made  pos- 
sible by  its  ready-to-use  liquid  form. 

Outstanding  among  Lactum's  nutritional  benefits  is  its 
generous  milk  protein  content— providing  a more-than- 
ampie  margin  of  safety  above  the  Recommended  Daily 
Allowance.  Its  natural  milk  fat  not  only  supplies  an  effec- 
tively utilized  source  of  calories  but  permits  a uniformly 
smooth,  perfectly  homogenized  formula.  Supplementary 
carbohydrate  (Dextri-Maltose)  is  incorporated  for  caloric 
adequacy  and  protein  sparing. 

Both  in  formulation  and  in  manufacture,  Lactum  reflects 
Mead  Johnson  and  Company's  long  experience  in  develop- 
ing more  effective  products  for  infant  feeding  to  meet  the 
changing  needs  of  the  medical  profession. 

Lactum's  time-saving  convenience  is  welcomed  by  today's 
busy  young  mothers.  They  merely  add  1 part  Lactum  to 
1 part  water  for  a formula  supplying  20  calories  per  fluid 
ounce. 


I EAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA,  U.S.A. 
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Since  its  introduction  over  four  years  ago, 
Chloromycetin  has  been  used  by  physicians 
in  practically  every  country  of  the  world. 
More  than  11,000,000  patients  have  been 
treated  with  this  important  antibiotic- 
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Effectively  • Conveniently... 


Solution  * Tablets 


SALYRGAN- 

Theophylline 

MERCURIAL-XANTHINE  DIURETIC 


FOR  EDEMA 
due  to 

cardiovascular 
and  renal 
insufficiency, 
as  well  as 
hepatic 
cirrhosis 


By  a dual  action  on  the  kidneys  which  both  increases  the  volume 
of  the  glomerular  filtrate  and  diminishes  tubular  resorption, 
Salyrgan-Theophylline  rapidly  produces  copious  diuresis. 

The  response  to  Salyrgan-Theophylline  solution 
does  not  "wear  out"  so  that  doses  may 
usually  be  repeated  as  required, 
without  loss  of  efficiency. 


With  Salyrgan-Theophylline  tablets  taken  orally,  patients 

appreciate  the  gradual,  non-flooding  diuresis 

and  the  greater  convenience.  Salyrgan-Theophylline  tablets 

"can  successfully  decrease  the  patient's  burden... 

either  by  decreasing  the  need  for  frequent  mercurial  injections 

or  by  actually  replacing  the  injections  entirely."' 


1.  Abramson,  Julius,  Bresnick,  Elliott, 
ond  Sapienza,  P.  L.: 

New  England  Jour.  Med., 

243:44,  July  13,  1950. 


NEW  YORK  18,  N.Y.  WINDSOR.  ONT. 


Solyrgan,  trademark  reg,  U.  S.  & Canada,  brand  of  mersalyl 
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Available  as : 

Sterile  vials  containing  200,000 
and  500,000  units  Crystalline 
Penicillin  O Potassium. 

Bottles  of  12  buffered  tablets,  each 
containing  100,000  units  Crystal- 
line Penicillin  O Potassium. 

Depo*-  Cer  - O - Cillin  Chloropro- 
caine  for  Aqueous  Injection  in  vials 
containing  1,500,000  units  Crystal- 
line Chloroprocaine  Penicillin  O. 

*TRADEMARK,  REG.  U.S.  PAT.  OFP. 

The  Vpjohn  Company,  Kalamazoo,  Michigan 


Upjohn 


less-antigenic 


Cer-O-Cillin 

Trademark  Reg.  U.  S.  Pat.  Off.  POT  ASS  I U M 
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‘‘..when  the 


patient  is  in 


acute  distress 


from 


waterlogging.."  | 

“Meralluride  sodium  solution  j 

(mercuhydrin)  in  1 to  2 cc.  doses 
intramuscularly  has  been  very  | 

effective  and  is  not  painful.”*  In  acute 
congestive  failure,  mercuhydrin 
characteristically  curbs  tissue 
inundation  and  relieves  dyspnea,  | 

orthopnea  and  cardiac  asthma. 

I 

Ampuls  of  1 cc.,  2 cc.,  and  10  cc.  vials. 

♦Stead,  E.  A.,  Jr.,  in  Cecil,  R.  L.,  and 
Loeb,  R.  E : Textbook  of  Medicine,  ed.  8,  / 

Philadelphia,  W.  B.  Saunders  Co., 

1951,  p.  1065. 


'’^on  U.S.R)  ■ ^ ■ 


I 

I 


r 


cr/r/crj/^/yj  /// 

LABORATORIES,  INC,  MILWAUKEE  1,  WISCONSIN 


'j 


a good  “mixer’’ 
for  your  cough  prescriptions 

especially  valuable  when  allergic  factor 

IS  suspected  or  present 


• taste  appeals  to  young  and  old 
compatible  with  commonly  prescribed  medications 


Contains  Chlor-Trimeton®  Maleate 
(brand  of  chlorprophenpyridamine  maleate),  2 mg.  per  teaspoonful  (4  cc.). 


Ch  LOR-TRIMETON  Syrup 
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LONG  BEFORE  HOT  FLUSHES  APPEAR  . . . 


Patients  presenting  such  classic  menopausal  symptoms  as  hot  flushes  cause  little 
diagnostic  difficulty.  However,  throughout  the  period  of  declining  ovarian  function 
which  may  begin  long  before  hot  flushes  appear,  many  women  complain  of  distressing 
symptoms  which  though  less  clearly  defined  are  actually  due  to  estrogen  deficiency. 
For  example,  insomnia,  headache,  easy  fatigability,  and  symptoms  affecting  the 
bones,  joints,  and  the  skin  may  not  be  readily  identified  as  due  to  estrogen  deficiency 
because  they  may  occur  years  before,  or  even  years  after  cessation  of  menstruation. 

Investigators'’^  have  found  that  as  the  body  attempts  to  adjust  itself  to  declin- 
ing estrogen  production,  a number  of  symptoms  may  appear  which  call  for  the  prompt 
institution  of  estrogen  replacement  therapy.  These  symptoms  may  be  nervous,  cir- 
culatory, arthralgic,  or  dermatologic  in  character  because  the  loss  of  ovarian  hormone 
“withdraws  one  of  the  most  important  metabolic  regulators  of  the  organism”'  and 
affects  many  body  functions.  If  such  metabolic  imbalance  or  deficiency  is  evidenced, 
the  administration  of  estrogen  is  clearly  indicated. 

“PREMARIN”  presents  the  complete  equine  estrogen-complex  as  it  naturally 
occurs.  “Premarin”  not  only  produces  prompt  symptomatic  relief,  but  it  also  imparts 
a gratifying  and  distinctive  “sense  of  well-being.”  It  has  no  odor  . . . imparts  no 
odor. 


Estrogenic  substances  ( water-soluble)  ^ also  known  as  conjugated  estrogens  ( equine ) . 
Available  in  both  tablet  and  liquid  form. 


1.  Werner,  A. : Acta  endocrinol.  /i;87,  195T 

2.  Malleson,  J.:  Lancet  2:158  (July  25)  195  T 

3.  Goldzieher,  M.  A.,  and  Goldzieher,  J.  W. : Endocrine  Treatment  in  General  Practice,  New  York,  Springer  Publishing  Company,  Inc.,  195 1,  p.  23. 
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Which  filter-tip  cigarette  is  the  most  effective? 


mtinuing  and  repeated  impartial 
tific  tests,  smoke  from  the  new 
T consistently  proves  to  have  much 
licotine  and  tar  than  smoke  from 
)ther  filter  cigarette — old  or  new. 

le  reason  is  Kent’s  exclusive  Mi- 
te Filter. 

lis  new  filter  is  made  of  a filtering 
rial  so  efficient  it  has  been  used  to 
y the  air  in  atomic  energy  plants 
croscopic  impurities. 

lapted  for  use  as  a cigarette  filter, 


it  removes  nicotine  and  tar  particles  as 
small  as  2/10  of  a micron. 

And  yet  KENT’S  Micronite  Filter, 
which  removes  a greater  percentage  of 
nicotine  and  tar  than  any  other  filter 
cigarette,  lets  through  the  full  flavor  of 
Kent’s  fine  tobaccos. 

Because  so  much  evidence  indicates 
KENT  is  the  most  effective  filter-tip 
cigarette,  shouldn’t  it  be  the  choice  of 
those  who  want  the  minimum  of  nico- 
tine and  tar  in  their  cigarette  smoke? 


Kent 


with  the  exclusive  Micronite  Filter 


"KENT”  AND  "MICRONITE"  ARE  REGISTERED  TRADEMARKS  OF  P.  LORILLARD  COMPANY 


More  Rapid  Absorption 
Increased  Toleration 
Greater  Stability 

Achromycin,  a new  broad-spectrum 
antibiotic  developed  by  the  Lederle 
research  team,  has  demonstrated 
greater  effectiveness  in  clinical  trials 
with  the  advantages  of  more  rapid 
absorption,  quicker  diffusion  in  tis- 
sue and  body  fluids,  and  increased 
stability  resulting  in  prolonged  high 
blood  levels. 

Achromycin  exhibits  a broad  range 


of  activity  against  beta  hemolytic 
streptococcic  infections,  E.  coli  in- 
fections (including  urinary  tract 
infections,  peritonitis,  abscesses), 
meningococcic,  staphylococcic, 
pneumococcic  and  gonococcic  in- 
fections, otitis  media  and  mastoidi  tis, 
acute  bronchitis  and  bronchiolitis, 
and  certain  mixed  infections. 

Achromycin  is  now  available  in  250 
mg.,  100  mg.,  and  50  mg.  capsules, 
Spersoids®  50  mg.  per  teaspoonful 
(3.0  Gm.),  Intravenous  500  mg.,  250 
mg.  and  100  mg.  Other  dose  forms 
will  become  available  as  rapidly  as 
research  permits. 


LEDERLE  LABORATORIES  DIVISION 
AMEfitCAN  G^anamld  companv 
30  Rockefeller  Plaza,  New  York  20,  N.  Y. 


XU 


Delaware  State  ^Medical  Journal 


February,  1954 


r- 


MORE 


for  your  money! 


Maxicon  ASC  is  just 
one  example  of  how 
General  Electric  x-ray 
equipment  leads  the 
way  in  performance 


TJ  ERE'S  a low-priced  diagnostic  x-ray  unit  that  offers 
•*-  complete  reliability  and  flexibility  for  both  radiog- 
raphy and  fluoroscopy.  A single-tube  combination  unit 
with  a table-mounted  tube  stand,  Maxicon  ASC  provides 
two-tube  efficiency  at  one-tube  cost. 

It's  the  same  story  regardless  of  the  x-ray  equipment  or 
supplies  you  need:  At  General  Electric  your  money  buys 
more  performance  . . . more  dependability.  This  is  the 
predictable  result  of  General  Electric’s  never-ending  search 
for  ways  to  improve  the  x-ray  and  electromedical  appara- 
tus available  to  the  medical  profession. 


Backing  this  broad  line  of  quality  equipment  is  a net- 
work of  strategically  located,  factory-operated  district 
offices.  Through  them,  a highly  trained  x-ray  specialist  is 
available  to  you  at  all  times. 

Whatever  your  diagnostic  or  therapeutic  needs,  call  your 
G-E  x-ray  representative. 


You  can  put  your  confidence  in  — 


GENERAL 


ELECTRIC 


FEATURE 

maxicon 

ASC 

UNIT 

X 

UNIT 

Y 

UNIT 

z 

No  other 

Table  positions  from  10°  Trendelenburg  to  vertical 

YES 

YES 

NO 

YES 

Variable  speed  table  angulation 

YES 

NO 

NO 

NO 

low-priced  x-ray  unit 

Radiation-protective  table  panels 

YES 

NO 

NO 

NO 

18-in.  focal-spot  to  toble-top  distance  for  fluoroscopy 

YES 

NO 

NO 

YES 

includes  all  these 

Counterbalanced  tube  stand,  providing  adjustable  focal- 
film  distances  up  to  40  in. 

YES 

NO 

NO 

NO 

plus  features 

Signal-light  centering  system  for  Ducky  radiography 

YES 

NO 

NO 

NO 

Provision  for  cross-table  radiography 

YES 

NO 

NO 

NO 

12-step  line-voltage  compensator 

YES 

NO 

NO 

NO 

Automatic  selection  of  large  or  small  focal  spot 

YES 

YES 

NO 

NO 

45  X 78-in,  or  less  space  requirement 

YES 

NO 

NO 

NO 

Direct  Factory  Branches; 

PHILADELPHIA  — 1624  Hunting  Park  Avenue  BALTIMORE  _ 2 West  Eager  Street 


^Idmcal 


o^dmmiai 


^^sorp^ 


-AmilgMe 


-^^lUnJast^  administra- 

-fSSihistestedbr  =» 

1.  Sayer,  

^950 

. Wune)l950.  ^°^^^^^^PeK~Bror7lrwr 

±.y^^n.  B..  et  al  • R •.  , '°'-^T5T 

M..JM,.  -“irnrasiiaa^rt^^ 

_P-  King.  E.  Q..  et  al  ■ T A , 

143.,  ,,, 

~~^J£:}  (May  6)  ifl.'in 


Osp. 


Pfizer 


^'^•t  /wc. 
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When  staphylococci  resis 


se  a drug  of  choice 

Erythrocin 


TRADE  MARK 


(Erythromycin,  Abbott) 


“Erythromycin,  given  orally,  is  an 


effective  antibiotic  and  seems  to  be  an 


antibiotic  of  choice,  at  present,  in 


the  treatment  of  infections  due  to  resistant 


strains  of  staphylococci. 


"1 


HiGHLY-ACTIVE  ERYTHROCIN  is 

also  effective  against  strepto- 
cocci and  pneumococci.  Less 
likely  to  alter  normal  intestinal 
flora  than  most  other  oral  anti-  • 
biotics.  Gastrointestinal  dis- 
turbances rare,  with  no  serious 
side  effects  reported. 

AVERAGE  ADULT  DOSE:  200  mg. 

every  four  to  six  hours.  You’ll 
find  Specially-coated  Eryth- 
rocin tablets  (100  and  200  mg.) 
in  bottles  of  25  and 
100  at  all  pharmacies.CujiJott 


1.  Grigsby,  M.  E.,  et  al.,  Antibiot.  & Chemother., 
10:1029,  October,  1953. 


»0  FOR  CHILDREN:  Tasty,  Stable  Pediatric  ERYTHROCIN  Suspension 


TThie  magic 
whispers... 


When  Grandpa  fucked  you  between  his  knees, 
you  knew  you  ivere  going  to  listen  again  to 
his  ivonderfid  watch— to  hear  its  magic 
tick  . . . tick  . . . tick  . . . 


Saving  for  security  is  easy!  ReacJ  every  word 


And  as  you  listened,  those  measured  lohispers  of 
time  shut  away  the  world,  leaving  you  close  to 
Grandpa,  secure  in  his  love. 


now!  If  you’ve  tried  to  save  and  failed,  chances  are 
was  because  you  didn’t  have  a plan.  Well,  here’s  a sa’ 
ings  system  that  really  works  — the  Payroll  Saving 
Plan  for  investing  in  Savings  Bonds. 


From  fathers  and  mothers  to  sons  and  daughters  passes 
the  lifeblood  of  happiness— security.  The  privilege  of 
providing  it  for  those  we  love  can  be  found  only  in  a 
land  like  ours. 

And  another  wonderful  thing  is  this:  By  realizing  this 
privilege  of  freedom  for  ourselves,  we  achieve  the  security 
of  our  country.  For,  think— the  strength  of  America  is 
simply  the  sti’ength  of  one  secure  home  touching  that 
of  another. 


This  is  all  you  do.  Go  to  your  company’s  pay  offic 
choose  the  amount  you  want  to  save  — a couple  of  do 
lars  a payday,  or  as  much  as  you  wish.  That  mone. 
will  be  set  aside  for  you  before  you  even  draw'  you 
pay.  And  automatically  invested  in  Series  E U.  1 
Savings  Bonds  w'hich  are  turned  over  to  you. 

If  you  can  save  only  $3.75  a week  on  the  Plan,  in 
years  and  8 months  you  will  have  $2,137.30.  If  yo 
can  save  as  much  as  $18.75  a w’eek,  9 years  and 
months  will  bring  you  $10,700! 

For  your  sake,  and  your  family’s,  too,  how  abou 
signing  up  today? 


The  XJ,S.  Government  does  not  pay  for  this  advertisement.  It  is  doyiatcd  by  this  publication  in  cooperation  with  the 
Advertising  Council  and  the  Magazine  Publishers  of  America. 
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Cost  of  therapy  with  HYDROCORTONE  is  now  substantially  the  same  as  with  cortisone. 


Offers  significant  advantages 
in  treating  rheumatoid  arthritis 


HYDROCORTONE  possesses  greater  anti-rheumatic  activity  and  is 
reported  to  be  better  tolerated  than  cortisone.  Reports  emphasize  that 
hydrocortisone  has  produced  clinical  improvement  faster  than  cortisone 
and  with  smaller  doses.  In  several  cases,  endocrine  disturbances  en- 
countered during  cortisone  therapy  have  been  reported  to  disappear  or 
diminish  when  the  smaller  but  equally  effective  doses  of  hydrocortisone 
were  substituted.  Boland,  E.  W.  and  Headley,  N.  E.,  J.A.M.A.  148:981, 
March  22,  1952. 


SUPPLIED:  ORAL — HYDROCORTONE  Tablets:  20  mg.,  bottles  of  25  tablets;  10 
mg.,  bottles  of  50  tablets;  5 mg.,  bottles  of  50  tablets. 

ALL  HYDROCORTONE  Tablets  are  oval-shaped  and  carry  this  trade-mark: 
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choice 

many- purpose 
antiseptic 

MERTHIOLATE 

(Thimerosal,  Lilly) 

nonirritating,  relatively  nontoxic;  effective  in  the 
presence  of  body  fluids  or  soap 


MERTHIOLATE  IS  SUPPLIED  AS: 


Tincture,  1:1,000 

Ophthalmic  Ointment,  1:5,000 

Solution,  1:1,000 

Suppositories,  1:1,000 

Ointment,  1:1,000 


DESCRIPTIVE  LITERATURE  IS  AVAILABLE  ON  REQUEST 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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DIAGNOSIS  AND  MANAGEMENT  OF 
UTERINE  MALIGNANCY 
A Twenfy-Five  Year  Experience" 

George  A.  Hahn,  M.  D.,* 
Philadelphia,  Pa. 

Cancer  of  the  uterus  is  probably  the  most 
important  gynecological  disease,  if  you  con- 
sider it  from  the  standpoint  of  mortality. 
Each  year  17,000  to  18,000  women  die  from 
cancer  of  the  uterus. 

The  most  significant  factor  in  this  is  the 
fact  that  of  these  patients  who  are  dying 
every  year,  70  per  cent  when  first  seen  are  in 
the  advanced  state  of  the  disease.  Two  out  of 
three  of  the  women  when  first  treated  have  ad- 
vanced disease  already.  Well,  that  makes  the 
answer  rather  simple.  The  patient  must  be 
seen  at  an  early  stage.  Therefore,  early  diag- 
nosis must  be  made  by  (a)  prompt  examina- 
tion, and  (b)  careful  history-taking.  Every 
woman  should  see  her  physician  when  gyne- 
cologic symptoms  develop.  Periodic  health  ex- 
aminations should  be  done  on  all  women ; cer- 
tainly all  women  over  the  age  of  35  or  40 
years  of  age. 

Most  women  wdio  do  develop  cancer  do  so  in 
the  menopausal  or  post-menopausal  era.  How- 
ever, with  our  group  of  patients  at  Jefferson 
with  cancer  of  the  cervix  about  one  out  of 
three  of  our  cases  are  forty  or  younger. 

There  are  certain  factors  that  are  pretty 
well  known  about  uterine  cancer.  We  know 
that  the  woman  who  marries  and  bears  chil- 
dren before  the  age  of  20  has  a greater  oppor- 
tunity of  developing  uterine  cancer  than  the 
woman  that  mai’ries  later  and  then  bears 
children.  We  know  that  the  woman  who  bears 
children  has  about  ten  times  the  chance  of  de- 
veloping uterine  cancer  as  the  woman  not 
bearing  children.  We  know  that  women  of 
the  Jewish  race  are  relatively  free  of  cervical 

♦Read  before  the  Medical  Society  of  Delaware,  Rehoboth, 
September  10,  1952. 

♦♦Assistant  Professor  of  Gynecology  & Obstetrics,  Jeffer- 
son Medical  College. 


cancer.  We  know  that  cancer  of  the  body  of 
the  uterus  is  ciuite  prone  to  be  a.ssociated  with 
the  triad — obesity,  hypertension  and  diabetes. 

However,  we  do  not  know  all  that  there  is 
to  know  about  uterine  cancer.  What  is  the 
earliest  symptom  of  cancer?  Well,  there  is  no 
really  early  symptom.  That  is  why  I stress 
periodic  pelvic  examination.  If  there  is  any 
early  symptom  it  is  vaginal  bleeding.  We 
know,  at  least  in  our  institution  that  95  per 
cent  of  the  patients  have  bleeding  as  a prin- 
cipal symptom,  and  in  the  patient  in  whom 
bleeding  does  not  seem  a major  symptom,  if 
another  attempt  is  made  at  history-taking, 
bleeding  will  be  found  in  almost  every  ease. 
Unfortunately,  pain  is  not  an  early  symptom 
of  uterine  cancer.  Where  pain  occurs  in  uter- 
ine cancer,  it  is  either  due  to  late  malignancy 
for  which  little  can  be  done,  or  it  may  be  asso- 
ciated with  a benign  pelvic  condition  that  hap- 
pens to  be  present  while  the  patient  does  have 
cancer.  Vaginal  discharge  is  not  prin- 
cipally a symptom  of  uterine  cancer,  unless  it 
happens  to  be  blood-streaked.  The  ordinary 
vaginal  discharge  is  usually  due  to  a lacer- 
ated cervix,  probably  due  to  the  trauma  of 
childbirtfi.  If  the  patient  has  a lacerated  cer- 
vix it  is  a golden  opportunity  for  re]>air 
treatment. 

We  do  not  know  the  cause  for  cancer  of  the 
cervix.  However,  our  feeling  is  quite  definite, 
that  if  the  patient  has  a diseased  cervix  her 
chance  of  developing  cervical  cancer  later  is 
greater  than  the  person  having  a normal, 
healthy-appearing  cervix.  And  it  is  for  this 
reason  that  any  diseased  cervix  should  be  piit 
in  a healthy  condition. 

How  does  one  make  a diagnosis  of  cervical 
cancer?  One  can  not  make  the  diagnosis  un- 
less an  examination  is  done.  In  other  words, 
we  need  a meticulous  pelvic  examination  and 
a very  careful  history.  That  is  the  keystone  of 
diagnosis.  And  certainly,  whether  the  man  is 
a specialist  or  a general  practitioner,  he 
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should  not  limit  himself  to  a pelvic  examina- 
tion hut  an  adecpiate  «eneral  examination 
should  he  done  at  the  same  time. 

Many  times  we  have  been  asked  “What  is 
the  proj)er  preparation  for  the  j)atient  to  have 
a pelvic  examination?  Patients  who  are  bleed- 
in«-  do  not  want  to  be  examined."  Dertainly. 
there  is  no  preparation  for  a pelvic  examina- 
tion. If  you  have  the  patient  in  your  office, 
you  cau  examine  her.  Those  are  the  imi)ortant 
factors — the  ])atient,  the  doctor,  and  the  of- 
tice. 

What  is  necessary  for  the  examination? 
You  need  a table,  you  need  li^ht,  you  need 
siloves,  lubricant,  and  various  sized  specula. 
The  diagnosis  of  uterine  cancel'  is  not  made  by 
any  new-fangled  cancer  test.  The  diagnosis  is 
made  by  jiehic  examination  and  history. 

In  going  over  histories  of  patients  having- 
uterine  cancer  it  is  quite  aiiparent  that  the 
most  important  single  factor  is  the  delay  be- 
lore  which  the  patient  reaches  adeijuatc  treat- 
ment. This  delay  may  be  due  to  the  patient. 
It  may  be  that  .she  is  afraid  she  has  cancer.  It 
may  be  that  she  was  misinformed  by  so-called 
good  neighborly  advice  or  she  may  have 
thought  that  any  bleeding  is  due  to  the  so- 
called  “change  of  life." 

Another  factor,  however,  is  the  physician's 
failure  to  examine  the  patient  in  the  presence 
of  gynecologic  symptoms ; and  failure  on  the 
part  of  ])hysicians  and  patients  alike,  to  em- 
phasize  the  periodic  examination  of  supposed- 
ly-healthy  women. 

There  are  a few  things  that  may  delay  diag- 
nosis. The  giving  of  Estrogens  or  other  hor- 
monal prejiaralions  to  the  woman  in  the  so- 
ealled  menoiiausal  era.  Recently,  in  the  Phila- 
del])hia  area,  we  have  heard  of  a .so-called 
“ I)remeno])ausal  syndrome"  which  takes  place 
in  any  woman  above  the  age  of  twenty  who  has 
nervous  symptoms  of  any  type.  Ajiparently, 
Estrogen  is  given  for  anyone  unhappy  at 
home  oi'  who  has  a tremor  or  a Hush  or  what 
you  will.  If  a patient  is  receiving  Estrogen 
therapy  ami  pelvic  symptoms  develop,  the 
true  symptoms  may  be  maisked  by  the  medica- 
tion. 

In  1945  the  Committee  for  Study  of  Pelvic 
(fancei'  was  developed.  It  was  formed  by  mern- 
Iters  of  the  (Obstetrical  Society  of  Philadel- 


jHiia,  with  the  sj)on.sorship  of  the  American 
Cancer  Society  and  the  Philadelphia  County 
^ledical  Society.  It  was  believed  that  thiTi 
the  study  of  j)atients  with  known  pelvic  can- 
cer some  clue  could  be  discovered  to  explain 
the  marked  delay  so  often  present  (before 
ade(iuate  diagnosis  and  treatment  is  insti- 
tuted) in  patients  with  pelvic  cancer. 

For  that  i)urpo.se  we  have  two  investigators 
who  have  permission  to  visit  thirty-four  of  the 
city  hospitals,  and  interview  any  patient  in 
whom  a histologic  diagno.sis  of  ])elvic  cancer 
has  been  made.  These  records  are  reviewed, 
and  then  once  a month  we  have  a luncheon 
meeting  to  which  any  doctor  who  has  seen 
the  patient  is  invited.  At  this  time  the  case 
history  as  obtained  by  the  investigator  is 
given  and  then  the  family  phy.sician  is  asked 
to  give  the  history,  and  other  findings,  as 
noted  by  him.  There  is  no  castigation  of  the 
family  i)hysician  or  anything  of  that  type. 
Plverything  is  done  on  a friendly  plane  and 
specialists  and  general  practitionei’s  alike 
have  learned  a great  deal  about  the  delay 
]»eriod  in  pelvic  cancer.  It  has  become  a pop- 
ular luucheou  meeting-place.  During  the  past 
year  the  average  attendance  has  been  about 
forty. 

(Slides  were  then  shown) 

This  is  a .slide  showing  the  results  of  a 6- 
year  period,  in  the  Philadelphia  Committee 
for  the  Study  of  Pelvic  Cancer.  There  were 
2418  ])atients  studied.  Of  these  ])atients  hav- 
ing a proven  diagnosis  of  cancer  in  some  area 
of  the  pelvis,  there  was  an  apparent  delay  of 
38.8%.  ( )n  the  other  hand,  when  the  physi- 
cian was  })rimarily  resi)on.sible  for  delay  in 
getting  the  j)atient  to  proi)er  care  and  treat- 
ment, 15.5%.  It  was  observed  that  the  physi- 
cian and  patient  were  equally  at  fault  in 
about  15%  ; and  institutional  delay  occurred 
in  12%.  Institutional  delay  takes  place  when 
the  patient  is  under  the  care  of  the  hospital 
or  clinic  and  the  diagnosis  of  pelvic  cancer  is 
mi.ssed  or  delayed.  There  was  no  delay  in 
about  29%  of  the  patients.  In  about  a third 
the  patient  was  at  fault,  a third  the  physician 
at  fault  or  partly  at  fault,  and  a third,  no  de- 
lay. Here  is  a table  demonstrating  the  delays 
according  to  the  organ  that  was  affected  by 
the  cancer.  This  table  shows  combined  delay 
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on  the  part  of  the  patient  and  the  physician. 
Cancer  of  the  vulva  led  the  list,  with  85%. 
Delay  on  the  part  of  the  patient  diminishes 
with  the  other  organs,  corpus  of  the  uterus, 
65%,  cervix  56%,  and  ovaries  52%. 

I might  say  as  far  as  the  physician  himself 
is  concerned,  physician  delay  was  greatest  in 
those  patients  having  cancer  of  the  cervical 
stump.  In  this  case  the  delay  was  the  fault  of 
the  physician  in  58%  of  the  cases.  It  is  our 
belief  that  the  physician  is  lulled  into  a 
sense  of  security  when  the  patient  tells  him 
that  she  has  had  a hysterectomy.  Secondly  in 
importance  was  cancer  of  the  vulva  where  in 
50%  of  the  patients  there  was  evidence  of 
physician  delay. 

In  1945  when  the  study  was  first  originated, 
only  about  4%  of  the  patients  had  early 
cervical  cancer.  During  the  past  year  our  fig- 
ures show  that  about  23%  of  the  patients 
being  treated  had  early  cervical  cancer.  In 
1945  and  1946,  almost  40%  of  the  patients 
had  far-advanced  cancer  for  which  little  or 
nothing  could  be  done.  During  the  past  year 
only  about  20%  of  the  patients  had  far- 
advanced  cancer. 

We  definitely  are  of  the  opinion  that  the 
Committee  for  the  Study  of  Pelvic  Cancer 
has  been  and  will  be  a means  for  reducing  de- 
lay in  patients  with  pelvic  cancer. 

After  the  historj^  and  physical  examination 
have  been  done,  a biopsy  must  be  taken  before 
any  final  diagnosis  can  be  made. 

Can  a biopsy  be  taken  in  the  office?  Of 
course,  if  the  doctor  wishes  to  do  one.  If  the 
doctor  doesn’t  wish  to  do  a biopsy,  then  he 
should  send  the  patient  to  someone  who  will 
take  a biopsy. 

What  type  biopsy  should  be  done?  A spot 
biopsy  can  be  done  with  the  scalpel  or  biopsy 
punch.  For  patients  in  whom  there  is  a dis- 
eased cervdx  of  any  consequence,  in  whom  the 
spot  biopsy  will  not  suffice,  we  prefer  doing  a 
circular  cervical  biopsy.  In  this  type  of  biopsy 
the  entire  squamo  columar  junction  is  re- 
moved so  that  a generous  piece  of  tissue  is  ob- 
tained for  complete  histologic  study.  This  is 
an  ideal  biopsy.  It  is  ideal  because  if  the  pa- 
tient does  not  have  cancer  of  the  cervix,  the 
diseased  cervix  itself  has  already  been  ade- 
quately treated.  We  hope  that  adequate  treat- 


ment of  the  diseased  cervix  will  reduce  the 
incidence  of  cervical  cancer  in  the  future. 

In  1921  at  Jefferson  the  Pelvic  Cancer 
Clinic  was  developed.  Since  then  any  patient 
on  the  ward  or  clinic  service  thought  to  have 
pelvic  cancer  is  referred  to  the  Pelvic  Cancer 
Clinic.  Since  1921  over  700  patients  have  been 
examined  in  the  clinic  who  were  thought  to 
have  cervical  cancer.  683  of  these  patients 
were  shown  to  have  cervical  cancer,  and  of 
that  group  485  patients  have  been  followed 
for  five  or  more  years.  The  treatment  we  use 
at  Jefferson  is  primarily  radiologic  in  nature. 

(Next  Slide)  : We  have  divided  the  results 
of  our  treatment  of  cervical  cancer  into  three 
major  divisions,  this  first  phase  going  from 
1921  to  1936.  These  patients  originally  were 
treated  with  massive  doses  of  radium  and 
then  later  with  a massive  dose  of  x-ray. 
Some  of  these  patients  received  both.  Some 
received  one ; some  received  the  other.  None 
of  them  received  adequate  doses  by  present- 
day  standards.  If  you  look  on  the  left  side, 
you  see  the  suiwival  rates.  Stage  1,  we  had 
53%  survive;  Stage  2 we  had  about  34%; 
Stage  3 about  4.6%  and  in  Stage  4 there  were 
no  survivors,  for  an  average  survival  rate  of 
about  28%.  I might  say  between  1921  and 
1926,  our  suiwival  rate  of  all  the  patients 
treated  was  less  than  20  % . These  patients  did 
not  have  any  planned  type  of  treatment.  The 
radium  dose  varied,  the  mode  of  application 
varied,  the  x-ray  was  given  usually  in  one 
large  dose. 

From  1936  (slides)  to  1942  and  1943,  we 
had  more  of  a plan  in  that  all  the  patients 
received  preliminary  x-ray  treatment,  given 
externally,  and  then  received  a local  radium 
application.  As  you  see  here,  a little  over 
half  of  the  Stage  1 patients  survived,  55.6%. 
About  34%  of  the  Stage  2 patients  survived, 
and  then  when  we  reach  the  advanced  group, 
we  obseiwe  a fall  to  about  8%,  and  again  in 
the  very-advanced  stages  we  saved  no  patients. 
Here  there  has  been  a rise  from  about  28% 
survival  to  34%  or  35%  average.  In  other 
words,  about  1 out  of  3 of  the  patients  treated 
during  this  era  survived  the  disease  for  a 
lieriod  of  five  or  more  years. 

During  the  years  1942  and  1943  we  eval- 
uated our  treatment  and  decided  we  should 
attenq)t  a more  definite  plan  of  therapy.  We 
instituted  a i>ractice  where  the  patients  would 
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receive  fractional  x-ray  therapy  first,  and 
after  a waitinsi  iieriod  they  received  a local 
radium  apjilication  in  the  form  of  interstitial 
needles,  and  capsules  in  the  canal  of  the  cervix 
and  uterus.  We  also  instituted  at  this  time  the 
use  of  vaginal  cone  theraiiy,  directing  the  ray 
toward  the  cervix  for  a moderate  dose  of  3,000 
H 's  (Koentgens). 

These  figures  (slides)  (1941-1940)  repre- 
sent the  best  results  that  we  have  received 
and  here  we  see  that  about  55%  of  Stage  1 
and  Stage  2 ])atients  have  survived  and  IV2 
per  cent  of  Stage  3 and  again  none  in  Stage  4, 
for  an  overall  survival  of  47.0%.  Since  1940 
the  trend  of  patient  survival  is  about  50-55%. 
So  if  we  were  a.sked  now,  “What  is  the  chance 
of  surviving  3 or  5 years,"  we  would  say 
about  50  or  55%.  This  rise  in  the  survival 
rate  in  patients  treated  with  cervical  cancer 
has  not  been  done  without  a ])rice.  Because 
of  our  increased  radiation  dosages  we  have 
had  an  increase  among  our  radiation  damage. 
About  20%  of  our  i)atients  have  symiitoms 
such  as  diarrhea  or  frequency  of  urination 
and  possibly  bloody  bowel  movements  or  in- 
testinal ob.structions.  Of  these  65  i)atients, 
we  had  to  perform  9 colostomies.  We  have  an 
incidence  of  about  7 % of  fistulae.  In  our  pre- 
vious .series  from  1936  to  1942  we  only  had 
2 fistulae.  This  is  not  a selected  grou})  of 
patients.  At  the  ])ie.sent  time  we  are  working 
with  the  Department  of  Radiologic  Physics, 
and  the  Dejiartment  of  Radiology  to  see  if  we 
can  more  exactly  give  our  treatment.  We  feel 
our  higher  rates  of  survival  are  due  to  in- 
creased amounts  of  radiation  and  better  ap- 
jilications  of  radium,  and  more  intelligent 
management  of  the  patients.  All  of  our 
jiatients  have  a complete  genito-urinary  and 
complete  bowels  survey. 

(Next  slide)  : This  is  a comparative  slide 
showing  all  the  ])atients  that  have  been  treat- 
ed who  are  eligible  for  a five-year  result. 

We  have  a few  ])atients,  69  to  be  exact,  in 
whom  inadef}uate  therapy  was  received.  They 
may  have  had  one  or  two  x-ray  treatments 
or  pos.sibly  a radium  treatment.  Some  had 
suj)ia-vaginal  hysterectomies,  or  had  surgery 
of  various  inade(piate  types  or  inade(iuate 
x-ray  in  general,  and  we  have  included  tho.se 
jiatients  to  complete  the  report.  As  you  .see, 
in  this  grou]),  we  saved  only  3%.  So  our  over- 


all five-year  sundval  rate  in  all  iiatients  who 
have  been  treatetl  in  any  way,  at  Jefferson,  is 
about  28  to  29%.  I think  the  figure  to  be  re- 
membered is  the  47.6%  five  year  .survival 
which  was  obtained  during  the  j)ast  five 
years,  1941-1946,  by  means  of  the  ])lanned 
treatment.  Plxternal  x-ray  first,  then  deep 
Vaginal  cone  therajiy  and  local  radium,  using 
capsules  in  the  canal  and  needles  in  the  cervix. 

Surgery  in  Cancer  of  the  C'ervix 

Dr.  Joe  l\leigs,  a number  of  years  ago,  jire- 
■sented  a notable  paper  on  the  IManagement  of 
C’ancer  of  the  Cervix  by  Surgery,  and  he  em- 
jihasized  siiecial  criteria  for  those  i)atients 
who  should  receive  surgical  management.  I*n- 
fortunately,  these  criteria  have  not  been  ad- 
hered to  by  a good  many  operators,  and  all 
too  often  patients  that  have  been  treated 
surgically  receive  inadetpiate  or  ill-advi.sed 
surgery.  Surgery  has  varied  from  complete 
hysterectomy  to  complete  pelvic  exenteration. 
We  believe  there  is  a field  for  surgery  of  can- 
cer of  the  cervix  but  surgery  should  be  lim- 
ited to  institutions  where  the  patients  are 
carefulh  followed  and  evaluated  so  that  one 
can  at  a later  date  i)roi)erly  evaluate  the  re- 
sults of  the  treatment  of  cancer  of  the  cervix 
by  means  of  surgery. 

For  about  three  years  at  Jefferson  we  have 
lieen  performing  extra  peritoneal  iliac  lymph- 
adenectomies.  We  haven't  done  enough  to 
know  what  the  final  results  will  be.  In  about 
five  years  we  ho])e  to  be  able  to  tell  you 
whether  that  particular  type  of  procedure  is 
worthwhile.  At  any  rate,  we  definitely  believe 
that  the  average  patient  with  caneer  of  the 
cervix  should  have  the  benefit  of  treatment  by 
irradiation.  In  our  institution  we  believe  that 
the  average  patient  has  an  opportunity  for  a 
50  to  55%  survival  if  treated  at  this  time. 

During  the  i>ast  few  years  other  types  of 
treatment  have  been  used,  .such  as  siqier- 
voltage  x-ray  therapy,  irradiated  colloidal 
gold,  and  Cobalt-60  as  well  as  various  other 
i.sotopes. 

At  the  i)resent  time  the  diagnosis  of  uterine 
cancer,  iiarticularly  cancer  of  the  cervix  is 
still  made  by  history-taking,  pelvic  examina- 
tion, the  biopsy  of  the  cervix  and  periodic 
liealth  examinations. 

The  type  of  therapy  which  we  prefer  is 
irradiation  and  we  believe  that  about  a 50  to 
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55%  five  year  survival  rate  sliould  be  expect- 
ed in  any  patient  with  cancer  of  the  cervix 
treated  at  this  time. 

355  S.  mil  Street. 

Discussion 

Dr.  J.  F.  Hynes  : ( Wilmington ) Mr.  Chair- 
man and  Members  of  the  Society : I was  very 
much  interested  in  Dr.  Hahn's  paper  w'hich 
I think  shows  some  very  fine  results. 

I think  he  does  himself  an  injustice  by  re- 
porting the  cases  from  1921  to  1926,  etc.,  be- 
cause we  all  know  that  the  treatment  in  those 
years  was  quite  inadequate  in  everybody’s 
hands.  It  is  only  in  the  more  recent  years, 
particularly  with  the  development  of  the 
higher  voltage  x-ray  tubes  and  with  the 
knowledge  of  measuring  radiation,  that  it  is 
or  has  been  possible  to  give  anywhere  nearly 
adeijuate  or  even  uniform  treatment  to 
patients. 

My  own  experience  is  not  as  extensive  as 
Ids.  We  have  had  over  the  past  15  years  or 
have  seen,  about  550  cases  in  Wilmington,  at 
the  Memorial  Hospital.  iMost  of  them,  or  at 
least  some  of  those  of  course  are  too  recent  to 
know  wdiat  the  results  of  treatment  will  be. 
Of  those  patients,  some  of  them  are  not  reallj- 
suitable  for  analysis,  in  that  they  represent 
patients  that  followed  other  clinics  or  were 
treated  elsew'here,  and  came  in  to  us  tor  treat- 
ment of  metastasis,  or  sometliing  of  the  sort. 
And  our  survival  rate  is  about  the  same  as 
Dr.  Hahn’s  here,  as  reported — around  50%. 

I think  that  there  is  one  very  definite 
change  in  the  case  material  over  the  past 
years.  A good  many  years  ago  I worked  out 
figures  on  the  question  of  delay  on  the  part 
of  the  patient,  and  'delay  of  the  doctor,  before 
getting  the  patient  to  adeiiuate  treatment, 
and  it  ran  to  a good  many  months.  I think 
that  is  no  longer  the  ea.se.  There  are  few 
]iatients  where  the  doctor  is  responsible  for 
the  delay  in  getting  the  patient  to  be  treated 
and,  for  the  reason  we  are  seeing  the  patients 
in  the  early  stages  of  cancer  of  the  cervix 
the  results  are  improving. 

1 am  not  sure  our  treatment  is  very  much 
better,  that  is,  within  the  recent  period,  but  I 
am  quite  sure  we  are  seeing  more  patients 
where  they  have  an  opportunity'  of  cure. 

The  fiuestion  as  to  the  treatment  to  be  used 
comes  up.  Ten  year4  ago  it  was  pretty  well 


settled — they  were  all  treated  by  radiation. 
Now  there  is  a question  whether  surgical 
treatment  may  not  be  better.  Various  reasons 
are  advanced  for  the  advisability  for  surgery, 
such  as  the  freedom  from  post-radiation  com- 
plications, the  possibility  of  later  recurrence, 
and  later  radiation  complications  or  changes 
leading  to  a radiation  cancer,  even.  That  has 
been  brought  up  by  Meigs,  particularly.  My 
conviction  is  the  same  as  Dr.  Hahn’s,  that  is, 
we  still  find  radiation  therapy  the  best  way'  of 
treating  carcinoma  of  the  cervix. 

We  have  had  in  this  group  about  8 or  10 
patients  recpiiring  colo.stomy.  We  have  had 
two  or  three  vaginal  fistulae  that  had  to  be 
repaired,  and  others  with  the  progressive  dis- 
ease where  nothing  could  be  done  about  them. 
However,  it  seems  to  me  that  surgical  treat- 
ment by  total  hyAsterectomy,  no  matter  how 
wide,  is  still  a pretty  limited  o])eration,  wdren 
dealing  with  the  uterine  cervix,  because  you 
can’t  give  it  very"  much  margin. 

If  surgical  treatment  is  necessary  for  a 
patient  with  cancer  of  the  cervix  and  partic- 
ularly with  a patient  with  recurrence  after 
unsuccessful  radiation,  then  there  probably  is 
a place  for  ]>elvic  evisceration.  I don’t  know 
the  exact  number  of  eases  that  have  been  done, 
about  25  or  30.  The  mortality  has  not  been  too 
bad;  it  w^ould  run  in  the  neighborhood  of  20 
per  cent.  And  there  are  a number  of  patients 
who  are  apparently^  w'ell.  No  patients  have 
survived  for  five  years,  as  yet,  and  there  have 
been  a number  of  deaths  from  recurrent  can- 
cer. But  it  seems  to  me  there  is  a x>laee  for 
that  operation  in  certain  selected  eases. 

I mentioned  that  there  was  a definite  im- 
])rovement  in  the  results  obtained  in  the  last 
five  years.  I feel  that  is  primarily  because  we 
are  seeing  tliem  sooner. 

It  looks  as  though  the  survival  rate  will  lie 
in  the  neighborhood  of  60  ]>er  cent. 

Dr.  0.  N.  Stern,  (Wilmington)  ; 1 think 
this  is  a timely-  jiaper.  I at  first  had  some 
thoughts  of  discussing  this  in  the  light  of  74 
cases  which  T have  treated  personally  since 
1946,  since  my-  return  from  the  army-.  How- 
ever, there  is  another  .side  to  the  paiier  that 
I think  is  more  to  be  enqiliasized ; that  is,  the 
matter  of  the  examination  of  the  person. 

We  all  have  sent  Pap.  smears  away  that 
have  come  back  jio.sitive ; have  taken  tlie 
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patient  to  the  hospital,  and  done  a O and  C 
biojisy  and  have  gotten  negative  results.  Then 
\ve  have  repeated  the  Pap.  test  and  have 
gotten  a positive  result.  What  should  we  do  in 
tiiese  eases?  Tliere  are  reports  in  which  the 
two  Pap. 's  had  been  done  and  biopsy  and 
curetage  disclosed  nothing — but  in  view  of 
the  fact  there  had  been  positive  Pap.  nodes 
and  they  had  been  repeated,  a la])arotomy 
was  done  and  a carcinoma  of  the  tube  was 
found.  1 think  we  should  be  very  cognizant  if 
the  Pa]),  is  taken  right,  and  even  though  they 
get  negative  findings  on  the  curetment  and 
bio|)sies,  I think  the  patient  should  be  care- 
fully watched,  if  necessary,  at  a later  date, 
ex])lored. 

Next  is  the  ceiwix  of  the  pregnant  woman 
on  examination.  All  of  us  are  cognizant  of 
looking  at  the  pregnant  cervix  and  finding 
erosion  is  quite  marked  and  which  on  occasion 
can  bleed  on  touching.  I think  all  these 
cervices  enduring  pregnancy  should  be  biop- 
sied  even  on  a tendency  toward  viability ; 
seeing  by  j)i'essure  against  the  area  whether 
or  not  increa.sed  bleeding  can  be  obtained. 
The  bleeding  which  comes  from  your  biopsy 
can  be  controlled  with  Jelu-Cel  or  one  of  the 
other  oxidized  gauzes.  1 would  like  to  em- 
phasize this  bio])sy  because  in  the  city  of  Wil- 
mington, in  the  last  ten  years,  we  have  had 
three  cases  of  carcinoma  of  the  cervix  com- 
j)licating  ])regnancy. 

Recently,  at  one  of  the  hos])itals  a carci- 
noma was  ])icked  up.  This  patient  was  hys- 
terectomized because  near  term,  and  treated 
with  radium.  As  far  as  I know — and  that  is 
about  a year  ago — that  patient  is  well  and 
healthy.  Put  we  should  not  lose  sight  of  the 
fact  that  freipiently  during  the  course  of 
pregnancy,  even  though  the  cervis  can  take 
on  various  simulating  jiictures,  and  cancer 
.should  not  be  forgotten. 

I would  like  to  close  with  an  interesting 
ease  that  most  of  us  in  Wilmington  are  ac- 
quainted with.  A young  girl  whom  I saw  in 
Decendier,  1949  had  been  uj)  to  the  Harvard 
Medical  School  because  of  a severe  valvular 
lesion,  for  ojieration,  because  of  an  old  rheu- 
matic disease.  While  u])  there  a su])erficial 
examination  was  made  of  her  genital  system 
and  j)elvic  examination  was  not  made.  She 
was  ojierated  on  successfully.  She  came  back 


to  Wilmington  and  stalled  bleeding.  I did  a 
biopsy,  to  find  she  had  an  epidermal  cancer 
of  the  ceiwix.  No  speculum  had  been  used 
originally,  no  i>elvic  had  been  done,  and  the 
Pa]),  had  been  done  by  a swab  and  stick,  and 
in  that  way  only,  and  sent  to  the  lab.  I think 
this  is  an  illuminating  case  and  should  put 
us  all  on  our  toes  to  watch  when  doing  the 
]>elvics,  that  they  are  ])ro]>erly  done  under 
pro])er  illumination. 

Dr.  E.  Y.  Gledhill,  {Wilmingtmi)  : Dr. 
Hahn  spoke  of  the  increase  in  radiation  reac- 
tions and  damage  in  the  re.sult.  I would  like 
to  ask  him  if  there  has  been  effort  to  cor- 
relate that  with  the  extent  of  the  disease, 
recognizing  that  sometimes  when  you  destroy 
the  cancer  that  is  invading  the  floor  of  the 
bladder  that  you  can't  help  but  ])roduce  such 
a fistula. 

Dr.  Christensen,  {Salisbury)  : I am  some- 
what interested  in  total  radiation  dose  and  the 
plan  of  x-ra,v  and  how  you  decided  to  settle 
on  preliminary  x-ray  and  post-radium  x-rayL 
I am  also  interested  in  the  change  of  radiation 
damage  figures  from  the  earlier  series  to  the 
latest  series,  and  what  conclusions  you  have 
come  to  about  that. 

And  then  in  connection  with  that.  I would 
like  to  get  Dr.  Eisenstein  to  .show  two  of  your 
slides  over,  with  respect  to  the  effectiveness  of 
treatment. 

(Showing  the  slide  referred  to)  Now  this 
is  a series  of  five-year  results  in  the  group  of 
])atients  treated  in  the  period  1942-1943  and 
to  194(5,  and  I call  your  attention  particularly 
to  results  in  League  of  Nations  Stage  2 
patients  and  Schmitz’.  Now,  let's  look  at  the 
other  group.  If  ymu  will  coinjiare  the  results 
in  the  League  of  Nations'  Stage  2,  here  and 
Stage  1,  here,  if  y-ou  can  remember  them,  55 
and  34,  roughly,  and  55  and  55,  roughly,  it 
seems  to  me  that  there  may  be  something 
there  that  suggests  that  it  is  not  “cricket’’  to 
increase  the  radiation  of  the  Stage  1 League 
of  Nations’  patients  and  suffer  the  increased 
radiation  damage. 

Thei'e  has  been  shown  definite  relationship 
between  radium  dose  time,  e(]uivalent,  and 
radiation  damage  and  I would  like  to  know 
whether  your  experience  has  been  similar — 
that  is,  that  a similar  total  millicuries  or  mil- 
ligram hours  of  ex])o.sure  obtained  with  a 
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smaller  dose  of  radium  over  a longer  period 
of  time,  as  opposed  to  a large  application  of 
radium  applied  over  a less  period  of  time, 
with  a distinct  diminution  of  radiation  dam- 
age. 

For  a group  of  gentlemen  interested  in 
treating  patients  that  go  home,  I thought 
maybe  you  might  say  something  about  the  im- 
portance of  careful  follow-up  and  the  salvage 
in  follow-up  patients  with  recurrences  be- 
cause I think  that  is  a palpable  and  impor- 
tant figure  and  should  not  be  overlooked. 

I am  interested  in  how  you  are  getting  along 
immediately,  as  far  as  your  radiological  dam- 
age in  the  lymph  adenectomy  group  as  op- 
posed to  those  in  the  ward  group.  Last,  I 
would  like  to  give  a little  bit  of  credit  to  Mrs. 
Graham  because  I think  a veiw  remarkable 
piece  of  work  has  been  done  with  a Pap.  stain 
in  her  hands,  especially  in  the  group  of 
patients — where  radiation  is  going  to  fail, 
and  call  your  attention  to  the  fact  that  it  may 
not  be  too  far  in  the  future  when,  with  the 
aid  of  vaginal  smear,  we  can  separate  and 
predict  the  radiation  failures.  She  has  been 
able  to  demonstrate  that  in  a group  that  she 
considered  as  inadequate  radiation  response 
about  97  % of  the  patients  failed  to  survive, 
whereas  in  the  group  of  smears  taken  after, 
or  during,  or  well  into  the  radiation  treat- 
ment she  was  able  to  demonstrate  w'here  she 
called  it  an  adequate  resx)onse,  the  rest  of  the 
patients  fell,  and  of  course  there  was  a con- 
sidei’able  mortality  in  the  groui^,  anyway.  But 
when  she  said  the  radiation  w^as  inadequate, 
the  i^atients  died.  That  is  just  interesting 
from  the  standpoint  of  those  treating  the  dis- 
ease. 

Dr.  H.  W.  Smith:  {Harrington)  I had  a 
question  in  mind  and  Dr.  Stern  has  touched 
upon  it  briefly.  I would  like  to  ask  wdiat  the 
general  practitioner  can  expect  of  the  iiosi- 
tive  Pap.  smears  as  related  to  diagnosis  of 
carcinoma  of  the  female  genital  tract. 

Dr.  Hahn  : I will  iireface  my  remarks  by 
saying  if  I could  answer  all  these  questions 
completely  it  would  be  a coinjilete  course  in 
gynecology. 

In  regard  to  some  of  Dr.  Hynes’  remarks,  I 
do  feel  that  there  is  less  delay  now’  in  the 
patient  getting  to  treatment,  and  that  is  evi- 
denced on  our  charts.  In  the  last  chart  very 


few  Stage  3's  and  many  more  Stage  I's  and 
2’s  are  noticeable,  whereas  in  the  earlier 
charts  the  reverse  w’as  true.  As  to  pelvic  ex- 
enterations, we  have  not  done  any  at  Jeffer- 
son, but  in  other  institutions  the  i)rimary  mor- 
tality rate  is  from  20  to  40  jier  cent.  If  your 
mortality  rate  is  less  tlian  that  you  are  to  be 
congratulated.  Pelvic  exenteration  is  an  ex- 
tensive operation  which  may  give  five  to  ten 
per  cent  survival.  I agree,  it  may  be  indicated 
occasionally  but  I think  one  should  study  the 
])atient  most  carefully,  liefore  subjecting  her 
to  that  tyiie  of  surgery. 

Now’,  Dr.  Stern,  in  regard  to  the  Papani- 
colaou smear,  and  the  examination  of  tlie 
patient : I have  a slide.  I didii 't  know  origi- 
nally that  we  were  going  to  talk  of  Papani- 
colaou Smears,  but  it  might  be  interesting. 

(Slide)  : I think  this  may  also  answer  in 
part  Dr.  Smith’s  question.  These  96  patients 
had  or  were  known  to  have  cancer  of  the 
cervix  before  treatment.  All  had  smears 
taken,  not  only  from  the  cervical  canal,  but 
from  the  posterior  vaginal  fornix  and  asxiira- 
tion  of  the  cervical  canal  up.  We  had  10% 
false  negatives.  (Referring  to  slide).  These 
are  know'ii  cases  of  cancer  of  the  cervix. 

We  feel  the  Papanicolaou  smear  is  a val- 
uable screening  test,  but  the  most  important 
factor  is  the  iihysician.  If  the  doctor  is  sus- 
picious of  cancer  and  the  Papanicolaou  is 
negative  then  a biopsy  and/or  D & C should 
be  done.  It  all  comes  back  to  the  physician. 
He  is  the  most  inqiortant  single  diagnostic 
factor  in  ])elvic  cancer. 

In  regard  to  the  pregnant  woman,  we  cer- 
tainly have  no  hesitancy  in  taking  a biopsy  in 
a pregnant  w’oman,  with  a sus])icious  ceiwix. 
Dr.  Murphy  in  our  department  reported  50 
consecutive  biopsies  taken  on  pi'egnant  women 
Avith  no  untoward  complications. 

I was  interested  in  what  Dr.  Stern  said 
and  1 think  his  report  emphasizes  the  pelvic 
examination  as  being  iiart  of  the  routine  ex- 
amination. 

Dr.  Gledhill,  unfortunately  it  is  true  that 
the  |)atieuls  receiving  the  most  radiation  dam- 
age w’ere  in  the  earlier  stages. 

Dr.  Christensen  asks  the  total  radKi»tion 
dose  or  what  is  planned.  Our  dose  plan  is 
2400  ro^ntgeilk.  The  average  ¥ield  is  10  x 14 
cm.  and  the  filtration  is  one-half  mm.  cop- 
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per  and  one  inm.  aliuninum.  Seldom  do  we 
«o  below  that  dose.  Sometime.s  we  increase  it. 
The  external  therapy  is  directed  perpendic- 
ularly into  the  abdomen  not  cross-tiring  the 
cervix.  We  then  ai)])ly  3000  roentgens  through 
the  vaginal  cone,  using  tlie  largest  cone  the 
patient  will  tolerate,  and  direct  the  ray  to 
the  ceiA’ix.  The  radium  is  given  as  I men- 
tioned before  by  intra  cavitary  and  inter- 
stitial radium,  using  100  mg.  each  for  aver- 
age dose  of  mg.  hours  of  about  5,000. 

We  give  ])reliminary  x-i'ay  therapy  first 
since  it  stops  bleeding,  reduces  ulceration,  and 
infection,  and  reduces  the  lymphatic  exten- 
sion of  the  disease. 

In  reference  to  the  figures  iu  the  1936  to 

1942  and  the  1942  to  1946  grouping,  Dr. 
Christensen  asks  the  advisability  of  increas- 
ing the  stage  1 irradiation  which  was  similar 
to  the  (piestion  Dr.  (lledhill  mentioned.  Our 
plan  of  treatment  was  designed  in  1942  and 

1943  and  originally  in  1936,  to  be  a treat- 
ment which  should  be  given  according  to  idan. 
And  we  have  carried  on  witli  this  plan.  In  the 
light  of  the  increased  radiation  damage,  I 
admit  the  Stage  1 and  some  Stage  2 cases 
have  shown  a greater  amount  of  damage. 

In  regard  to  the  work  that  Dr.  Christensen 
mentioned,  we  are  not  willing  to  use  a veiy 
small  amount  of  radium  for  a iirolonged  num- 
ber of  hours.  We  do  not  believe  there  is  enough 
evidence  to  change  our  technic  as  yet. 

In  regard  to  the  follow-uj)  of  patients  with 
recurrence,  about  six  years  ago  a paper  was 
presented  on  the  re-irradiation  of  patients 
treated  with  cancer  of  the  cervix,  and  I be- 
lieve we  had  about  an  8 per  cent  salvage  in 
patients  who  had  been  re-irradiated.  As  to  the 
lymphadenectomy  patients,  we  have  had  no 
bad  results  as  yet. 

The  Papanicolaou  work  done  by  Ruth  Gra- 
ham was  mentioned.  We  are  not  able  to  dupli- 
cate her  exact  re.sults.  However,  we  are  con- 
tinuing that  work.  Dr.  Rakoff,  whom  some  of 
you  may  know,  is  an  able  cytologist,  and  we 
hope  to  be  able  to  get  a better  con-elation  be- 
tween radiation-sensitivity  lesions  and  radi- 
al ion-resi.stant  lesions,  but  so  far  we  have  not 
been  able  to  utilize  the  results  in  any  practical 
way. 


DRUG  THERAPY  IN  THE  MANAGEMENT 
OF  HYPERTENSION 

Charles  Levy,  i\I.  1).** 
Wilmington,  Del. 

A favorite  subject  in  the  medical  literature 
today  is  the  treatment  of  hypertension  witli 
new  medicinal  agents.  ]\lany  new  drugs  have 
been  under  investigation  by  medical  research 
teams  and  several  of  proven  merit  have  been 
reported.  Some  cau.se  a lowering  of  blood  pres- 
sure in  hypertensive  disease  by  jiroducing 
what  has  been  labeled  a medical  sympath- 
ectomy ; others  exert  effects  reflexedly  or 
through  central  or  perijdieral  action.  Famil- 
iarity with  the  mode  of  action  of  these  new 
agents,  and  thorough  knowledge  of  the  side 
effects,  are  absolutely  necessary  in  order  to 
ju-operly  understand  the  place  of  these  new 
drugs  in  our  medical  armamentarium. 

Before  treatment  is  instituted,  a thorough 
study  of  tlie  patient  must  be  made  to  ascertain 
if  possible  the  etiology  of  the  hypertension.  Of 
the  known  causes,  which  number  about  5% 
of  the  total  number  of  cases  of  hypertension, 
are  included:  ])heochromoeytoma,  Cushing's 
disea^.^,  CQaretation  of  the  aorta,  unilateral 
kidney  disease,  toxemia  of  pregnancy,  and 
acute  glomerulonephritis.  It  is  then  essential 
to  determine  the  status  of  the  cerebral,  coron- 
ary and  renal  vessels  as  producing  hypoten- 
tion  in  cases  where  degeneration  of  these 
structures  is  ju-esent,  may  result  in  precipitous 
cata.strophies. 

IMany  jiatients  with  hypertension  are 
asymptomatic  and  may  go  on  for  many  yeai’s 
without  serious  damage  developing  in  any  or- 
gans ; some  cases,  on  the  other  hand,  suffer 
serious  trouble  early  in  the  course  of  their 
illness.  As  an  illustration  of  the  asymptomatic 
hypertensive,  I followed  a patient,  Mrs.  M.  E. 
B.,  age  77,  in  my  office  whose  blood  pree.ssure 
was  300/140.  She  remained  quite  comfortable 
under  symptomatic  therapy  of  hypertension 
for  5 years  and  then  developed  congestive 
heart  failure  and  died. 

The  (}uestion  of  when  to  treat  is  a good  one. 
Many  cases  require  only  reassurance  and  guid- 
ance. Meilman^  feels  that  the  elderly  patient 
who  has  had  a long  standing  history  of  hyper- 
tension and  who  does  not  show  evidence  of 

*Presented  at  Joint  Staff  Meeting  o£  Wilmington  hos* 
pltals  at  Wilmington  General  Hospital,  September  22,  1953. 

**Chief  in  Medicine,  Wilmington  General  Hospital. 
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THE  PATIENT  REPORTS 

progressive  relief  of 
hypertensive  symptoms 
if  present. 

YOU  OBSERVE 

benefits  in  up  to  80%  of  cases 
e.g.,  hypertension  gradually 
reduced,  renal  circulation 
improved,  eye-ground  changi 
may  be  reversed. 
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therapy  is  generally  well 
tolerated  with  initial 
low  dosages,  gradually 
increased.^'"’®  Patient 
response  is  the  guide  to 
dosage  adjustment.'*  Optimal 
maintenance  dosage  level 
is  usually  reached  only 
after  3 weeks  or  more ; 
marked  therapeutic  effect 
cannot  be  expected  with 
initial  low  dosages.* 
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APftESOLINE®  HYDROCHLORIDE 
(hydralazine  hydrochloride  ciba) 


<OS.Ib)ai  Summit,  N.J. 


for 

“off-season” 

allergic 

nasal 

congestion 


Now,  as  in  the  pollen  season,  allergy  must  be  reckoned  with  as  "perhaps 
the  commonest  cause  of  a stuffy  nose . . And  in  "off-season”  allergic 
nasal  congestion  — as  in  other  allergic  manifestations  — you  can  rely  on 
Pyribenzamine  for  prompt  symptomatic  relief,  with  a minimum  of  sedation 
or  other  side  effects.  Keep  this  effective  prescription  in  mind  whenever  you 
suspect  allergy  as  a factor  in  "stuffy  nose.”  Pyribenzamine  hydrochloride 
(tripelennamine  hydrochloride  Ciba)  50-mg.  tablets,  bottles  of  100  and 
1000.  For  pediatric  use,  prescribe  palatable  Pyribenzamine  Elixir;  each 
4-ml.  teaspoonful  contains  30  mg.  tripelennamine  citrate.  Pints  and  gallons. 

1.  Dill,  ,J.  L.;  Postgrad.  Med.  4:413,  194S. 

Pyribenzamine’ 

No  other  antihistamine  combines  greater  clinical  benefit  with  greater  freedom  from  side  effects 
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Ciba 


products  of  performance 


for  nasal 
congestion  in 
the  common  cold 
or  a llergy 


THE  PATIENT  FEELS 

a greater  ease  in  breathing. 

YOU  OBSERVE 

prompt  reduction  of  turgid 
mucous  membranes. 

THE  LITERATURE  REPORTS 

a rapid  decongestive  effect'— 
“relief  lasts  for  several 
hours”"  — and  a prolonged 
reduction  of  local  swelling 
and  congestion.” 

Supply:  0.05%  Solution,!  oz. 
bottle  and  15  ml.  Nebidizer. 

1.  Hild,  A.  M.:  Schweiz,  med.  Wchnschr. 

71:557.  1941. 

2.  New  and  Nonofficial  Remedies.  ' 

J.  B.  Lippincott  Co..  Philadelphia,  1953,  p.  200. 

PRIVlNEfS)  HYOROCHLORIOE 

(naphazoline  hydrochloride  ciba) 


Summit,  N.  J. 
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hypertensive  cardiovascular  disease  is  better 
left  free  of  dietary  and  drug  restrictions. 
Young  individuals,  with  no  symptoms  or  signs 
other  than  high  blood  pressure,  usually  require 
only  supportive  psychotherapy  to  jirevent  de- 
velopment of  hypertensive  neurosis.  On  the 
other  hand,  it  is  a known  fact  that  hyperten- 
sion increases  cardiac  load,  accelerating  the 
onset  and  accentuating  the  development  of 
arteriosclerosis.  To  lower  the  high  blood  pres- 
sure to  more  normal  levels  may  delay  the 
progressive  development  of  hypertensive 
cardiovascular  disease  and  arteriosclerosis. 

In  the  treatment  of  hypertension  we  do 
recognize  several  methods  with  distinct  value 
and  frequently  a combination  of  these  methods 
may  be  of  benefit  in  the  treatment  of  the  in- 
dividual patient.  The  value  of  rest  is  recog- 
nized. Psychotherapy,  sedation,  low  salt  diet, 
drugs,  and  finally^  sympathectomy  or  symi- 
liathectomy  with  adrenalectomy — all  have 
their  advocates.  Wilkins-  presented  a beau- 
tiful outline  of  the  dmg  therapy  of  hyper- 
tension and  gave  an  excellent  review  of  their 
indications  with  case  reports. 

Ganglionic  Blockade 

Ilexamethonium  produces  adrenergic  block- 
ade at  the  level  of  the  ganglia.  Hexamethon- 
ium,  or  C6,  is  a quaternary'  ammonium  com- 
pound which  is  a powerful  autonomic  gangli- 
onic blocking  agent.  It  effectively  blocks  the 
transmission  of  nerve  impulses  acting  at  the 
ganglionic  synapse  in  both  the  sympathetic 
and  parasympathetic  systems.  It  produces  a 
marked  and  a relatively  prolonged  hypoten- 
sive effect.  It  must  be  used  with  extreme 
caution  as  it  is  a potentially  dangerous  drug. 
The  effect  of  this  agent  may  vary  from  patient 
to  patient  and  tolerance  to  it  develops  rapid- 
ly'. It  is  slowly  absorbed  from  the  gastro- 
intestinal canal,  and  only  about  5%  enters 
the  general  circulation.  Because  of  this,  con- 
stipation must  be  avoided  and  a laxative 
should  be  given  daily.  The  patient  receiving 
this  drug  must  always  be  under  close  super- 
vision. In  the  presence  of  impaired  renal 
function  extreme  caution  must  be  exercised  as 
the  drug  may  accumulate  in  the  blood  stream 
to  high  levels.  Vascular  thrombosis  is  a danger 
and  may  result  if  prolonged  hypotension  is 
produced  in  patients  with  coronary  or  cerebral 
vascular  disease. 


A fali  in  blood  pres.sure  with  marked 
postural  hypoteiLsion  is  the  chief  effect  of  the 
drug.  Side  effects  are  as  follows:  blurred 
vision,  tachycardia,  diy  mouth,  nasal  stuffi- 
ness, nausea,  heart-burn,  urinary'  retention 
and  constipation,  which  may  progress  to  para- 
lytic ileus.  As  hexamethonium  may  increase 
the  sensitivity  to  pressor  agents,  adrenalin  is 
contra-indicated.  In  extreme  hypotension,  the 
head  should  be  lowered  and  vasoxyd  (methox- 
amine  hydrochloride)  or  neosynephrine 
(phenylephrine)  should  be  used. 

Hilker'*  reported  on  30  cases  with  a response 
which  was  declared  variable.  Seventy'-two  i>er- 
cent  (72%)  of  his  eases  develojied  po.stural 
liy'potension,  but  is  was  difficult  to  maintain 
a constant  lower  pressure.  Moyer^  reported 
results  on  120  patients  to  whom  he  had  lue- 
scribed  hexamethonium  on  an  out-patient 
basis.  He  reported  excellent  results,  as  all  but 
17  of  his  eases  responded  with  a reduction  in 
blood  pressure,  and  with  improvement  in 
signs  and  symptoms  of  heart  failure,  improve- 
ment in  P.S.P.  excretion,  and  improvement 
in  papilledema. 

Smirk®,  and  his  co-workers,  in  a study  of 
130  patients  also  reported  excellent  results. 
Some  of  their  iiatients  have  been  maintained 
for  12  months  or  more  on  C6.  Sokolow^  re- 
ported his  results  on  17  cases  of  malignant 
liypertension  in  which  he  declared  that  the 
prognosis  was  no  longer  hopeless.  He  noted 
clinical  improvement  in  10  of  his  17  cases 
with  a reversal  of  the  papilledema.  In  the  re- 
port offered  by  Moyer,  Snyder  and  Johnson* 
of  a study  of  58  unselected  ambulatory  cases 
with  moderate  to  severe  hypertension,  they 
reported  all  but  eleven  were  benefited  by 
hexamethonium.  The  administration  of  a pres- 
oline  in  combination  was  used  for  the  control 
of  eleven  of  eighteen  additional  patients  who 
were  not  adequately  controlled  with  hex- 
amethonium alone.  The  ganglionic  blockade 
produced  by  hexamethonium  does  not  alter 
the  (sedative)  vasopressor  effect  of  apreso- 
line.  It  does  block,  however,  at  least  part  of 
the  tachycardia  and  the  increased  eai’diac  out- 
put. Klayman,  Silberg  and  Karlen®  describe 
a fatal  case  that  followed  hexamethonium  ad- 
ministration. Paralytic  ileus  and  shock  devel- 
oped in  their  patient..  This  case  report  with 
references  to  5 other  deaths  which  were  re- 
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portinl  in  recent  literature,  all  due  to  liex- 
amethouium.  was  presented.  Tliis  a^ain  em- 
phasizes the  importance  of  a full  knowledge 
of  the  pliarmacodynamics  of  this  imtent  drug- 
before  its  use. 

Hrgot  Alkaloids 

The  dihydrogenated  ergot -alkaloid  is  an  ex- 
ample of  the  centrally  acting  group  of  drugs, 
which  are  also  adrenergic-blocking  agents. 
Hydrogenation  was  shown  by  StolH"  and  his 
co-workers  to  alter  the  activities  of  some  of 
the  ergot-alkaloids.  Hydrogenation  alters  the 
usual  vasoconstriction  effect  and  the  ability  to 
stimulate  smooth  muscle  and,  in  addition,  it 
increases  the  adrenergic  blocking  activity  of 
the  ergot-alkaloid.  Hydergine  contains  a mix- 
ture of  three  hydi’ogenateil  alkaloids  of  the 
ergotoxine  group  : dihydro-ergocornine,  dihy- 
dro-ergocristine,  and  dihydro-ergokryptine. 
Pharmacologically  the  drug  produces : (1)  a 

central  sedative  action  (inhibition  of  the 
higher  vascular  centers)  ; (2)  lowering  of  vas- 
cular tone;  (3)  a direct  peripheral  adrenergic 
blockade;  and  (4)  centrally  induced  brady- 
cardia. 

The  drug  also  jiroduces  nasal  congestion 
and  postural  hypotension.  At  times  fatigue 
and  listlessness.  Occasionally  there  is  nausea. 
Hydergine  must  he  given 
the  patient  can  he  taught,  following  standard- 
ization, to  give  it  to  himself  like  insulin.  The 
drug  freiiuently  produces  sufficient  sulijective 
improvement,  and  is  sufficiently  safe  to  he  of 
value. 

1 1 vdkalazine 

Another  example  of  centrally  acting  drugs 
is 'l-hydrazinophthalazine,  sometimes  referred 
to  as  hydralazine,  or  under  the  trade  name  of 
Ajiresoline.  The  effect  of  this  drug  is  chieily 
central  hut  it  has  no  sedative  comimnent.  It 
does  lower  both  thh  '^sy.stolic  and  diastolic 
blood  ])re.ssureil?'’The  action  is  apiiarently  in 
the  mid  brain  with  the  result  that  an  excessive 
out-tlow  of  sympathetic  vaso])ressor  impulses 
is  prevented.  The  drug  also  exerts  a moderate 
degree  of  adrenergic  blocking  action  against 
th6'  jiressor  effects  oF^adfehalin.  The  drug- 
causes  postural  hyjmteiision,  tachycardia  and 
heailache.  In  addition,  other  side  effects  are 
weakness,  dizziness,  nausea  and  vomiting. 
Le.ss  common  are  numbness  of  the  extremities 
{fml  nasal  congestion.  The  headache  wlticJi 


Apresoline  cau.ses  is  of  the  hi.stamine  type  and 
may  he  due  to  the  suppression  of  histaminase. 
An  important  effect  is  an  increased  renal  blood 
flow.  Hy  increasing  the  blood  How  through  the 
kidneys,  hydralazine  tends  to  interrupt  the 
vicious  cycle  of  renal  ischemia,  with  its  at- 
temling  release  of  pressor  agents.  Apresoline 
reduces  cerebral  vascular  tones  but  cerebral 
blood  flow  is  not  decreased  in  spite  of  the  fall 
in  blood  pressure.  One  is  cautioned  in  the  u.se 
of  Apresoline  in  coronary  cases  where  a reduc- 
tion in  the  blood  pressure  may  be  hazardous 
as  there  is  increased  cardiac  outinit  in  addi- 
tion to  tachycardia. 

1 Hiker-*  reports  a significant  fall  of  systolic- 
blood  pre.ssure  in  (>()%  of  his  cases;  and  a fall 
of  44%  in  the  dia.stolic  blood  jiressure.  The 
combined  u.se  of  hydralazine  with  hexametho- 
nium  has  been  recommended  by  Schroeder'* ; 
whereas  Hilker  stated  that  the  combined 
therapy  offered  little  advantage  over  the  u.se 
of  hexamethonium  alone.  Paige  commented 
that  he  was  against  such  polyiiharmacy. 
Schroeder  reports  some  apparent  late  toxicity 
of  the  drug:  (1)  5 cases  of  acute  interstitial 
fibro.sis  of  the  lungs  in  a .series  of  258  ca.ses ; 
( 2 ) 2 ca.ses  which  resembled  dis.seminated 
hijms;  (3)  5 cases  which  developed  rheuma- 
toid arthritis,  probably  due  to  Apresoline. 

Kauffman”  reported  a case  of  pancytopenia 
in  a recent  Journal  of  the  American  Medical 
A.s.sociation.  Moser*-  reported  a case  of  acute 
psychosis  due  to  hydralazine  therapy.  The 
report  deals  with  a patient  who  experienced 
a severe  i>sychotic  episode  due  to  an  over- 
dosage of  Apresoline. 

Dibenamine 

Dibenamine  is  a iieripherally  acting  drug 
which  is  sympatholytic  in  action,  acting 
directly  and  iireventing  tlie  smooth  mu.scle  of 
arterioles  from  resiionding  to  vaso-constrictor 
influences.  Dibenamine  has  its  disadvantages 
as  it  must  be  given  in  a slowndrip  intra- 
venously. The  side  effects  aro-hrestle.ssness, 
drowsiness  or  confusion.  It  has  not  been  recom- 
numded  for  routine  use  but  it  has  been  used 
to  tide  a patient  over  an  acute  episode. 

A new  long  acting  peripherally  effective 
adrenergic  agent  which  has  been  recently 
synthasized  is  dibenzyline.  Its  action  is  much 
sliorter  than  dibenamine.  It  jiroduces  a marked 
fall  in  orthostatic  but  only  a moderate  fall  in 
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supine  blood  pressure.  It  can  be  given  orally. 
It  blocks  the  pressor  effects  of  circulating 
adrenalin,  acting  at  the  nerve  endings  in  the 
blood  vessel  walls.  The  side  effects  are  nasal 
stuffiness,  dryness  of  the  mouth,  miosis, 
I>ostural  hypotension,  tachycardia,  drowsi- 
ness, fatigue  and  rarely  nausea  and  vomiting. 
The  chief  disadvantage  is  the  tachycardia. 
Miller^^  compared  the  results  in  the  use  of  this 
agent  with  results  in  a group  of  patients 
treated  with  other  newer  drugs.  Eleven  of  23 
patients  were  benefited  with  dibenzyline. 
Miller^^  declared  that  in  his  opinion  hexa- 
methonium  was  the  drug  of  choice. 

Vasodilators 

The  nitrites  are  quite  well  known  as  vaso- 
dilating drugs  with  action  directly  on  the 
blood  vessel  wall.  It  has  been  suggested  that 
the  drug  partially  counteracts  the  predomi- 
nant sympathetic  vascular  tone  found  in  hy- 
pertensive disease.  The  nitrites  have  little  ef- 
fect on  the  blood  pressure  except  of  course 
nitroglycerine  with  its  particularly  short  peri- 
od of  action.  An  unpleasant  side  effect  is  the 
headache  that  accompanies  its  use. 

Veratrum  Group 

The  veratrum  group  of  drugs  acts  centrally. 
The  mode  of  action  is  unknown  but  it  does 
act  upon  the  central  nervous  system  and  the 
vagus,  producing  vaso-dilatation.  It  produces 
a reflex  fall  in  blood  preessure  and  slowing  of 
heart  rate  by  afferent  stimulation‘s^  to  vaso- 
motor centers  through  central  vaso-depression. 
There  is  a resultant  decrease  in  peripheral 
resistance  which  is  not  accompanied  with  a 
reduction  in  cardiac  output.  Unfortunately, 
however,  there  is  a narrow  range  between  the 
therapeutic  and  the  toxic  dose  and  there  is  a 
great  variation  in  the  dosage  requirements  of 
individual  patients.  Veratrum  causes  nausea 
and  vomiting,  salivation,  tight  throat,  pares- 
thesia about  the  mouth,  tingling  of  the  hands 
and  feet,  severe  hypotension,  even  collapse  and 
liradycardia.  This  bradycardia  is  of  vagal 
origin  and  can  be  prevented  with  atropine. 
Veriloid  contains  a mixture  of  active  hypo- 
tensive esters  of  veratrum  viride.  The  bioas- 
say method^ ^ utilized  the  property  of  the  drug 
to  block  the  carotid  sinus  pressor  reflex. 

A new  preparation  of  veratrum  pure  esters 
derived  from  veratrum  alba  has  been  de- 


clared superior  to  alkaloid  of  veratrum  viride 
in  that  it  produces  less  nausea.  Veratrum  is  a 
liliaceous  plant  native  to  Europe.  Protover- 
atrine  A and  B are  the  active  purified  esters 
from  this  plant.  A principal  advantage  is  that 
a dosage  of  the  drug  is  based  on  weight  and 
not  on  bioassay.  Hoobler^®  states  that  this 
drug  is  superior  to  Veriloid  and  it  is  useful 
in  patients  with  heart  failure  as  it  may  reduce 
the  blood  pressure  and  slow  the  heart  rate 
without  lowering  the  cardiac  output. 

Lo\v  Salt  Diet 

A method  recommended  many  years  ago  for 
the  reduction  of  high  blood  pressure  is  the 
low  .salt  diet.  Allen^^,  in  1920,  oiiginally  pro- 
pounded the  value  of  salt  restriction  in  hyper- 
tension. Corcoran^®  and  Watkins^®  reported 
effective  re.sults  with  the  use  of  low  salt 
regime.  In  1944,  Kempner-O'^i  reported  excel- 
lent results  with  the  rice  diet  with  its  very 
severe  restrictions,  limiting  the  diet  to  rice, 
fruit  and  sugar.  The  excellent  results  claim- 
ed by  Dr.  Kempner  to  be  due  to  his  rice  diet 
have  been  questioned^  and  many  feel  that  the 
hypotensive  effect  of  the  rice  diet  is  due  to  its 
low  sodium  content.  A low  salt  regime  is  fre- 
quently used  as  adjunctive  therapy  to  drug 
and  other  methods  of  treatment. 

Thiocyanates 

The  use  of  thiocyanates  was  in  vogue  quite 
a few  years  ago.  Its  action  is  still  not  truly 
known.  It  may  have  a slight  sedative  action 
and  it  may  also  have  some  vaso-depressing  ef- 
fect on  the  smooth  muscle  of  arterioles.  Toxic 
reaction  such  as  psychosis  and  dermatitis  are 
frequent  and  it  is  imperative  that  the  blood 
level  be  followed.  A blood  level  of  8 to  12 
mgm.  % is  recommended.  Unless  there  is  good 
kidney  function,  an  excessive  level  may  occur 
with  the  toxic  reaction.  Cyanate  goiter,  occa- 
sionally seen,  is  due  to  blockage  of  the  forma- 
tion of  thyroxin  by  thiocyanate. 

Pyrogen 

If  there  is  good  renal  function  inti'avenous 
pyrogens  have  been  .suggested  in  the  treat- 
ment of  hypertension.  It  causes  a general  and 
a special  renal-vasodilatation.  The  treatment 
with  pyrogen  is  still  in  the  exiierimental  stage 
and  is  not  particularly  recommended  as  it  is 
a very  rigorous  form  of  therapy.  Taylor-- 
and  his  group  in  a repoid  in  the  use  of  Pyro- 
men,  which  is  a water  soluble  pyrogen,  noted 
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iin])r()vomont  in  some  cases  l)ut  tliis  improve- 
ment was  not  maintained. 

Ratwolfia 

Finally,  a drn«’  which  is  a native  ])lant  of 
India  and  used  as  a root  or  ])owder  ( Rau- 
wolfia-Serpentina ) has  been  introduced.  It  is 
trade  marked  as  Raudixin,  a whole  extract, 
l;y  S(iuihl)  or  Rauwiloid,  a purified  alkaloid  by 
Riker.  The  druii'  is  well  tolerated  and  is  ef- 
fective in  about  50%  of  the  ca.ses.  The  dru»' 
lias  been  recommended  because  of  its  almost 
universal  absence  of  side  effects.  Its  action  is 
on  the  cential  nervous  sy.stem,  is  .slow  and  re- 
fpiires  3 to  5 days  to  several  weeks  for  the 
maximum  effect  to  be  noted.  Wilkins  and 
dudson--^  declare  the  dru«’  is  well  tolerated. 
They  feel  that  the  drug  iiroduces  its  effect 
through  some  sedative  action.  It  produces 
subjective  imjirovement  with  a tyjie  of  emo- 
tional calm.  The  drug,  because  of  its  dis- 
tinctive bradycardia,  which  is  not  blocked 
by  atroiiine,  can  be  used  to  good  advantage 
in  patients  who  are  also  taking  veratrum 
or  hydralazine-'^  The  drug  causes  nasal  con- 
gestive, brailycardia,  a sedative-like  action, 
a slight  laxative  action  and  may  iiromote 
weight  gain. 

Summary 

Drug  therapy  iu  hyi)ertension  is  certainly 
not  the  last  woi'd.  Some  of  these  drugs  are 
beneficial  but  at  the  .same  time  have  certain 
serious  drawbacks.  Certainly,  before  the  use 
of  any  of  the  agents  a complete  physical  sur- 
vey of  the  patient  must  be  done.  The  ad- 
lantagcs  and  disadvantages  of  the  drugs 
under  consideration  must  then  be  weighed. 

A close  supervi.sion  over  each  patient  must  be 
maintained  as  each  ]>atient  may  react  differ- 
ently. llosi)italization  for  study  ])i'ior  to  use 
of  these  dr  ugs  is  certainly  advisable.  The  ef- 
fect of  stressful  situations  and  emotional  con- 
flicts cannot  be  overemphasized.  Therapy 
sliould  l)c  withheld  from  patients  with  serious 
coronai'y  alhci'osclerosis,  brain,  or'  ser'ious  kid- 
ney disease  dtte  to  the  danger  of  vrtscirl'U' 
thrombosis  when  the  blood  ])ressur'e  has  been 
lowered.  At  tinres  combirrations  of  dr'ttgs  ntay 
be  advisrtble,  rttilizing  the  favorable  effects  of 
cer'trrirr  agerrts  as  (1)  the  I'crtal  vaso-dilatat ion 
of  Apr'csolinc ; (2)  the  bradycar'dia  of  vcr'rt- * 
truirr;  (3)  the  sedative'  actiorr  of  Rrnrwolfirt. 


Dr'ug  thera])y  is  a step  forward  but  its  ulti- 
mate value  will  await  the  test  of  time. 

C2t  Pel.  Ave. 
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THE  DIAGNOSIS  OF  RENAL 
TUMORS* 

Dh.  Hahhy  Repjiax,  .Ih..  ]\1.  D..** 

Wilmiiigtou,  Del. 

The  diagnosis  of  renal  tumors  is  sometimes 
an  easy  Ihiug  and  sometimes  most  diff'ieidt. 
In  the  vast  majority  of  eases  the  initial  warn- 
ing eomes  as  the  i)re.senee  of  blood  iu  urine. 
This  may  be  gross  or  mieroseopie,  bul  is  usual- 
ly of  a paiule.ss  uatiu'e,  the  eomj)laint  being 
that  the  patient  .sees  blood  iu  his  urine  but 
iias  no  distress.  At  times  the  initial  eomi)laiut 
is  of  a mass  iu  the  side.  These  tumors  .-ire 
usually  large  and  i>reseut  the  problem  of  dif- 
lieult  sui'gieal  removal  and  small  hope  of 
eure.  At  other  times  there  may  be  a dull  ])ain 
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ill  the  right  or  left  flank  which  leads  to  uro- 
logical study  and  incidental  discovery  of  a 
tumor.  An  aid  to  diagnosis  is  an  examina- 
tion of  the  centrifuged  urinary  sediment  after 
staining  by  the  Papanicolaou  technique.  The 
diagnosis  of  renal  tumors  is  eventually  made 
by  x-ray  examination  of  the  urinary  tract, 
either  by  intravenous  urography  or  retograde 
pyelography.  Cystoscopy  and  the  retrograde 
pyelogram  give  the  clearest  pictures  and  best 
evidence.  A new  aid  in  the  diagnosis  of  renal 
lesions  is  translumbar  arteriography,  with 
the  injection  of  radio-opaque  dye  directly  into 
the  lumbar  aorta.  This  technique  is  of  partic- 
ular benefit  in  differentiating  large  solitary 
cysts  of  the  kidney  from  renal  tumors. 

In  the  following  series  of  lantern  slides  I 
would  like  to  show  different  cases  which  illus- 
trate the  various  problems  in  a diagnosis  of 
renal  tumor. 

This  first  slide  is  a characteristic  picture  of 
the  filling  defect  and  spider  web  deformity  of 
a renal  tumor.  This  was  a 55  year  old  white 
female  wdio  complained  of  gross  painless  hema- 
turia. Nephrectomy  was  performed  by  the 
Nagamatsu  technique. 

These  next  two  slides  are  of  large  renal 
tumors,  each  weighing  over  1800  grams,  which 
caused  no  symptoms  at  all  until  a mass  in  the 
side  was  discovered  at  routine  physical  ex- 
amination. 

The  diagnosis  of  renal  tumor  is  often  con- 
fused with  cysts  of  the  kidney,  either  soli- 
tary or  polycystic  disease.  In  this  case  the  im- 
pression on  intravenous  urography  was  of 
polycystic  disease  but  retrograde  pyelograms 
gave  a more  complete  filling  of  the  renal  pel- 
vis with  a more  pronounced  localized  filling 
defect  at  the  upper  pole,  and  the  preoper- 
ative diagnosis  was  renal  tumor  at  the  upper 
pole.  At  operation  multiple  cysts  of  the  right 
kidney  were  found  and  ruptured. 

This  next  case  is  an  example  of  too  much 
medical  care.  A young  man  of  26  years  with 
two  bouts  of  gross  painless  hematuria.  At 
cystoscopy  blood  was  seen  coming  from  the 
right  ureteral  orifice.  He  was  observed  for 
several  months,  during  which  time  he  had 
more  or  less  constant  dull  right  flank  pain 
and  20  pounds  weight  loss.  Eetrograde  pyelog- 
raphy revealed  a deformity  in  the  lower 
major  calyx  of  the  right  kidney,  which  could 


be  described  more  as  a fuzzy  irregularity. 
It  was  thought  that  we  might  have  here  a 
very  earl.y  renal  tumor.  Eight  nephrectomy^ 
was  done ; the  pathological  diagnosis  showed 
no  evidence  of  tumor  but  papillitis  of  the 
low’er  major  caly^x. 

As  with  so  many"  medical  situations  there 
is  sometimes  no  rhyme  or  reason  in  the  course 
of  renal  tumors.  This  40  y^ear  old  white  male 
had  a mass  in  his  side  and  was  operated  upon 
for  an  intestinal  complaint.  Intravenous  urog- 
raphy^ had  been  done  and  was  considered 
normal,  yet  at  operation  there  was  a large 
retroperitoneal  mass  in  the  right  upper  quad- 
rant with  widespread  metastatic  carcinoma 
throughout  the  abdomen.  Biopsy^  of  this  mass 
revealed  hypernephroma  (clear  cell  carcinoma 
of  kidney). 

This  man  whose  slide  you  saw  before  with 
the  huge  mass  in  his  side  the  size  of  a football 
is  now  well  and  happy,  working  every’  dayq 
and  it  has  been  two  and  a half  ymars  since  his 
nephrectomy’. 

In  closing  I would  like  to  illustrate  some 
of  the  unfortunate  results  of  complacency’ 
and  carelessness,  both  on  the  part  of  the 
])hy’.sician  and  the  patient. 

One  case  is  of  a 48  y’ear  old  colored  man 
who  had  gross  painless  hematuria  three  y’ears 
before  hospital  admission.  He  went  to  a neigh- 
borhood drug  store  and  got  some  ])ills,  which 
promptly  cleared  his  hematuria.  He  returned 
to  the  hospital  three  y’ears  later,  again  with 
gross  hematuria  and  a massive  tumor  filling 
the  right  upper  quadrant.  At  nephrectomy’,  a 
large  tumor  of  the  lower  pole  of  the  right  kid- 
ney’ was  discovered  which  had  broken  through 
its  capsule  and  was  plastered  to  the  retroperi- 
toneal area.  4Ie  died  three  months  after 
nephrectomy’. 

A second  case  is  of  a man  who  had  intermit- 
tent hematuria  over  a peiiod  of  two  y’ears  and 
did  not  report  it  to  any  phy’sician.  On  routine 
jihy’sical  examination  a large  mass  was  discov- 
ered in  the  left  upper  quadrant  which  on 
study’  proved  to  be  a massive  clear  cell  car- 
cinoma of  the  kidney’.  Nephrectomy  was  done 
by’  the  Nagamatsu  technique  but  he  died  with- 
in six  months  of  extensive  metastasis. 

This  final  case  is  of  a white  female  aged  55 
who  is  at  the  present  time  in  the  hospital.  At 
nephrectomy  (transperitoneal ) a large  tumor 
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of  the  left  kidney  was  present.  There  was 
tumor  tissne  ^I’owing  down  into  the  renal  vein 
and  fastened  to  the  aorta  and  entire  retro- 
peritoneal space.  Last  July  (nine  months  be- 
fore present  hospital  admission)  she  had  had 
gross  painle.ss  hematuria  but  so  oonfased  her 
physician  with  an  indefinite  story  that  a diag- 
nostic I)  & C was  done  and  nothing  was  found 
It  was  felt  that  she  had  uterine  bleeding  from 
some  hormonal  imbalance  and  it  w'as  not  until 
a second  bout  of  gross  painless  hematuria  nine 
months  later  that  i;rological  study  revealed 
this  large  tumor  ma.ss. 


PATHOLOGY  OF  RENAL  TUMORS^ 

Norman  L.  Cannon,  M.  1).,** 
Wilmington,  Del. 

In  my  medical  school  “Text  Book  of  Path- 
ology,” Boyd’s  1934,  I found  his  initial  state- 
ment about  renal  tumors  to  be  that  “there  is 
no  more  perplexing  chapter  in  pathology  than 
that  dealing  with  tumors  of  the  kidney.  ’ ’ He 
proceeds  thereupon  to  deal  with  this  subject 
in  merely  three  and  a half  pages.  He  classi- 
fies tumors  in  four  types:  (1)  the  Grawitz 

or  hypernephroma;  (2)  the  Wilms’  embry- 
oma ; (3  ) benign  tumors,  such  as  fibromas, 
adenomas  hamartomas  and  (4)  sarcomas  and 
villous  papillomas. 

Our  concept  as  to  the  pathology  of  renal 
tumor  has  shifted  in  the  past  20  years  to  a 
clearer  tumor  classification,  even  though  we 
are  discussing  basically  the  same  tumors.  Al- 
len in  his  most  recent  monograph  on  the  kid- 
)iey  (1951)  devotes  80  pages  to  tumors  of  the 
kidney.  His  classification  is  much  more  exten- 
sive and  complete  and  will  serve  our  ])uri)oses 
better,  since  we  have  more  than  a few  varieties 
te  present  later  in  the  clinical  side  of  tonight’s 
presentation. 

According  to  Ackerman  and  Regato  ap- 
j)roximately  99%  of  all  .solid  renal  tumors  arc 
malignant,  and  80%  of  these  are  adenocar- 
cinoma. These  occur  most  frequently  in  men 
40  to  55  years  of  age,  and  10  years  earlier  for 
women.  In  a .series  of  402  cases  collected  by 
Albarran,  227  were  in  males  and  175  in  fe- 
males, the  left  kidney  itivolved  more  than  the 
right  in  a ratio  of  (i  to  5.  Neoplasms  of  the 
kidney  ])clvis  make  up  only  5-10%  of  all 
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renal  tumors.  Again,  Albarran  in  a series  of 
585  kidney  tumors  found  only  42  originating 
in  the  renal  pelvis.  Wilms’  tumors  make  up 
about  6%  of  all  renal  tumors;  80%  of  these 
occur  under  the  age  of  7,  and  very  few  after 
the  age  of  15.  Campbell  in  his  “Pediatric 
Urology,”  discussing  malignant  renal  tumors, 
states  that  carcinoma  of  the  kidney  is  most 
rare  in  the  young,  some  ten  cases  having  been 
recorded  to  date.  The  Wilms’  tumor  is  the 
vmal  renal  neoplasm  of  early  life  and  com- 
prises 20%  of  all  tumors  in  children,  and  is 
found  in  api)roximately  one  of  every  1500 
children  admitted  to  a pediatric  .service.  Here 
there  is  no  predilection  for  one  kidney  or  the 
other,  or  for  one  sex  or  the  other.  This  differs 
from  adult  carcinoma  but  corresponds  to  the 
observation  made  on  other  congejiital  lesions. 

The  over-all  data  regarding  renal  carcinoma 
in  its  relation  to  other  cancers  indicates  that 
renal  cancer  constitutes  approximately  1.3% 
of  all  cancers,  and  is  more  frequent  in  males 
than  females.  Benign  tumors  are  found  in 
about  5%  of  kidneys. 

Cr.ASSiFicATioN  OF  Renal  Ti^mors  (Allen) 

Benign 

Cortical  (tubular  adenoma) 

Solid 

Cystic 

Fibroma 

Lipoma 

Myxoma 

Angioma 

Lymphangioma 

Hemangiopericytoma 

Leiomyoma 

(Mixed  tumor  with  combination  of  above 
elements : Angiomyolipoma,  myxolipoma, 
etc. 

Dysontogenetic  rests 
Adrenal  cortical  rests 
Chondral  and  osseous  rests 
Dermoid  cysts 
Fndometrioma 

Malignant 

Adenocarcinoma  (tubular)  Garwitz  tumor; 

hypernephroma 
Wilms’  Tumor 
Fibro.sa  rcoma 
Liposarcoma 
Leiomyosa  rcoma 
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Angiosarcoma  and  other  compounded  sar- 
comas 

Metastatic  tumors — Leukemia — Hodgkins 

Tumors  of  the  Renal  Pelvis 

Papilloma 

Papillary  transitional  cell  (epidermoid)  or 
squamous  cell  carcinoma 
Non-papillary  transitional  cell  (epider- 
moid) or  squamous  eell  carcinoma 
IMucous  Adenocarcinoma 

Tumors  of  the  Renal  Capsule 
Fibroma 
Lipoma 
Angioma 
Leiomyoma 
Myxoma 

Tumors  with  combinations  of  the  above  ele- 
ments and  their  malignant  counterpart. 
Except  for  the  parenchymatous  adenocar- 
cinomas, the  pelvic  papillomas  and  the  Wilms’ 
embryoma,  the  others  are  either  oddities  or 
relatively  insignificant  from  the  clinical  point 
of  view. 

Cellular  Pathology 
A.  Renal  Adenocarcinoma.  It  is  now 

reasonably  clear  that  this  neoplasm,  with  pos- 
sibly rare  exceptions,  arises  from  the  tubular 
epithelium,  usually  beginning  as  an  “aden- 
oma,” rather  than  from  adrenal  rests  re- 
siding within  the  parenchyma  of  the  kidney. 
The  qualifying  terms  granular  eell,  clear  cell, 
spindle  cell  or  hetero-cellular  adenocarcinoma 
now  often  appear  artificially  and  insignifi- 
cantly distinctive. 

The  primary  renal  carcinoma  is  found  in 
any  portion  of  the  parenchyma.  It  may  be 
three  cm.  in  diameter  and  lie  solely  within  the 
cortex,  or  may  grow  as  large  as  one  reported 
weighing  3300  gms.  These  tumors  are  usually 
spherical  or  bosselated,  and  moderately  soft. 
On  section  they  are  bright  yellow  and, 
especially  in  the  larger  tumors,  mottled  with 
deep  red  hemorrhagic  and  necrotic  areas  and 
gray  areas  of  fibrosis.  The  smaller  tumors  ap- 
pear deceptively  encapsulated.  The  larger 
ones  invade  the  adjacent  parenchyma  and 
pararenal  tissues  and  showing  particular  pro- 
pensity for  entering  the  renal  vein  and  ex- 
tending in  continuity  up  the  inferior  vena 
cava  to  the  right  heart.  (Allen,  plates  285  to 
294  illustrating  renal  adenocarcinoma).  The 


cells  frecjuently  resemble  tubular  epithelium. 
Some  of  the  tumors  are  made  up  of  clear  cells 
with  small  uniform  nuclei  and  cystoplasm 
containing  lipid  with  vitamin  A.  The  vitamin 
A is  demonstrable  with  fluorescent  micro- 
sco])y.  Other  adenocarcinomas  have  clear  cells 
mixed  with  granular  cells,  and  still  others 
have  comi)onents  of  virulent  spindle  cells  that 
are  truly  altered  cancer  cells,  but  may  be  mis- 
taken for  sarcoma  or  a varient  of  Wilms’ 
tumor.  The  patterns  are  as  variable  as  the 
cells  and  include  solid,  alveolar,  papillary, 
tubular  and  cystic  arrangements.  Large  thin- 
walled  sinuses  ready  to  receive  invading  cells 
are  a characteristic  feature  of  this  tumor. 
I'oci  of  necrosis,  calcification,  desmoplasia 
and  old  and  recent  hemorrhage  vary  the  pic- 
tiire.  Prognosis  on  the  basis  of  cell  type  is  not 
reliable.  The  size  of  the  tumor  is  the  principal 
factor  in  prognosis. 

B.  Tumors  of  the  Renal  Pelvis.  These 
tumors  can  be  divided  apiu'oximately  as  fol- 
low\s;  papillomas  30%;  papillary  epidermoid 
carcinomas  45%  non-papillary  carcinomas 
25%.  Mucous  adenocarcinomas  are  rare. 
There  are  two  features  of  tumors  of  the  renal 
pelvis  that  deserve  special  emphasis.  Papil- 
lary cancer  may  appear  deceptively  benign; 
papillary  neoplasms  of  the  renal  pelvis  are 
commonly  associated  (from  25%  to  50%) 
w ith  similar  tumors  in  the  ureter,  bladder  and 
the  other  kidney.  The  reason  for  this  is  prob- 
ably a neoplastic  diathesis  of  the  mucosa  of 
the  urinary  tract  with  multicentric  origin  of 
the  tumors  rather  than  implantation  through 
direct  or  lymphatic  seeding.  These  tumors  are 
pathologically  similar  to  papillary  cancer  of 
the  bladder.  Microscopic  examination  shows 
the  central  portion  of  the  tumor  made  up  of 
a connective  tissue  axis  continuous  wdth  the 
submucosal  tissue  of  the  pelvis  or  ureter  and 
there  niay  be  small  strands  of  smooth  muscle 
at  the  base.  The  epithelium  is  transitional  in 
type.  There  is  a distinct  association  with  cal- 
culi and  infection,  particularly  with  those 
tumors  of  the  non-papillary  type.  This  tissue 
metastasized  through  the  renal  vein  and 
lymphatics  thereby  worsening  the  prognosis. 
Ai)i)roximately  50%  of  the  patients  with 
renal  papillomas  do  not  survive  five  years, 
and  the  prognosis  of  the  remainder  of  pelvic- 
tumors  is  much  w’or.se.  The  over-all  prognosis 
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JJr  tumors  of  the  renal  pelvis  is  therefore  far 
worse  than  for  those  of  the  ]iarenchyma. 

C.  Wilms’  Tumor.  This  is  an  embryoma 
which  always  arises  within  the  renal  sub- 
stance and  as  it  grows  the  kidney  capsule  is 
expanded  and  surrounds  the  neoplasm  for  a 
Considerable  period  of  time  before  rupturing. 
Embryomas  vary  greatly  in  size ; a few  are  as 
small  as  a fist ; many  are  as  large  as  a grape- 
fruit ; some  have  the  i)roportions  of  a foot- 
ball. The  growth  tends  to  be  spherical  or  ob- 
long. The  external  surface  is  smoothly  rounded 
or  only  .slightly  lobulated.  For  the  most  part 
the  neoplasms  are  solid,  though  cystic  spaces 
and  areas  of  degeneration  are  common.  The 
color  is  gray  to  grayish  white,  but  some  zones 
may  have  a pinkish  or  yellowish  tint.  The  tis- 
sue may  be  (piite  firm,  or  else  highly  cellular 
and  rather  soft.  On  the  whole  the  vascularity 
is  poor,  but  the  surface  vessels  can  be  quite 
large.  The  neoplasm  tends  to  be  sharply  de- 
marcated from  the  compressed  kidney  sub- 
stance by  a narrow  band  of  connective  tissue, 
Init  it  is  impossible  to  dissect  the  neoplasm 
away  at  such  a septum.  The  kidney  may  retain 
a more  or  le.ss  normal  contour,  but  it  is  more 
apt  to  be  sijueezed  into  a distorted  shape.  Like- 
wise, the  kidney  pelvis  may  be  narrowed, 
elongated,  or  otherwise  deformed.  Tumor  tis- 
sue may  project  into  the  renal  iielvis,  but  in 
the  great  majority  of  cases  it  does  not  do  so. 
4’hc  tumor  metastasized  either  by  invasion  of 
the  renal  vein  or  of  the  retrojieritoneal  region- 
al lymphatics. 

Histologic  P'eatures:  IVlicro.scopic  examina- 
tion shows  tissues  of  many  tyjies.  Epithelial 
cells  ])redominate  and  vary  from  sheets  of 
rapidly  growing  embryomatous  elements  to 
more  or  less  w'ell-differentiated  eiiithelial- 
lined  spaces  which  are  often  reminiscent  of 
renal  tubules.  Connective-ti.ssue  structures  are 
always  found  to  .some  extent,  and  indeed  they 
dominate  the  picture  in  some  specimens. 
Smooth  mu.scle  and  immature  or  even  fully 
developed  striated  mascle  are  commonly  ob- 
.served.  Small  bits  of  bone  and  cartilage  may 
be  found.  The  preservation  may  be  good,  but 
hemori'hage  and  degenerative  changes  are 
common.  (Jareful  microscopic  examination 
may  shows  nests  of  cells  within  blood  vessels. 

Prognosis  on  Basis  of  Pathologic  Pfindings: 
A great  deal  of  time  has  been  .sjient  at  the 


Children's  Hospital  Department  of  Pathology, 
Boston,  in  an  effort  to  classify  their  embry- 
omas in  subdivisions,  with  the  hope  of  es- 
tablishing the  prognosis  in  a given  case  from 
the  histologic  findings  of  the  specimen  which 
iias  been  surgically  removed.  The  studies  to 
date  have  been  fruitless,  and  they  are  con- 
vinced that  nothing  is  to  be  gained  from  sub- 
classifying the  embryomas.  However,  a thor- 
ough examination  of  the  specimen  gives  some 
inqiortant  information  to  the  surgeon.  Ex- 
tensive hemorrhage  and  necrosis,  rupture  of 
the  capsule,  extension  of  tumor  through  the 
capsule,  or  invasion  of  renal  veins  are  all  find- 
ings of  almost  certain  fatal  import.  The  ab- 
sence of  all  of  these  changes  does  not  neces- 
sarily mean  that  the  outlook  will  be  excellent, 
because  cells  may  have  broken  into  the  blood 
stream  before  or  during  the  operation  and  no 
evidence  of  this  propagation  can  be  detected 
by  the  pathologist.  The  size  of  a tumor  is  no 
measure  of  its  capability  for  setting  up  metas- 
tases.  A large  growth  which  completely  fills 
the  flank  may  be  followed  by  a permanent 
cure,  whereas  two  of  their  smallest  tumors 
had  renal  veins  blocked  with  tumor  cells  at 
the  time  of  operation. 

The  Wilms’  tumor  can  then  be  character- 
ized by:  (1)  occurrence  in  the  early  years  of 
life;  (2)  a variegated  histology;  (3)  complete 
encapsulation  for  an  undetermined  length  of 
time  before  its  membrane  is  broken;  (4)  a 
very  high  degree  of  malignancy;  (5)  com- 
mon occurrence  of  hemorrhage  and  necrosis ; 
(6)  a tendency  to  reach  a large  size  before 
meta.stases  occur;  (7)  dissemination  by  way 
of  the  regional  lymphatics  or  by  blood  stream 
invasion. 

]\b:TASTATic  Character 

The  tendency  of  adenocarcinomas  to  metas- 
tasize is  directly  related  to  their  size.  In  a 
series  of  149  cases  reiiorted  by  Bell,  66  of  84 
measuring  over  5 cm.  showed  metastases,  and 
only  5 of  65  measuring  5 cm.  or  less  had 
metastasized.  Adenocarcinomas  spread  pre- 
dominantly by  vessel  inva.sion.  They  can  reach 
veins  either  by  growing  toward  the  hilum  or 
by  piercing  the  capsule  and  contacting  the 
veins  in  the  perirenal  tissue.  TIuls  do  adeno- 
carcinomas siu’ead  to  the  lungs,  where  they 
grow  luxuriantly  and  foi'in  innumerable 
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spherical  nodules.  These  adenocarcinomas 
commonly  metastasize  to  bones.  Continuous 
tumor  thrombi  from  the  renal  vein  to  the  right 
auricle  do  occur.  Lymphnode  metastases  are 
much  less  frequent  than  in  a Wilms’  tumor. 
In  Wilms’  tumor  metastases  are  commonly 
found  within  the  lungs,  liver,  brain  and  re- 
gional lymph  nodes ; this  spread  is  also  mainly 
by  veins.  The  ulcerating  epidermoid  carci- 
nomas quickly  metastasize  to  regional  lymph 
nodes  and  distant  metastases  are  almost  ai- 
n^ays  present  when  the  tumor  is  first  seen. 
Papillary  carcinomas  are  slow  to  metastasize 
and  only  infrequently  show  distant  spread. 
Death  usually  occurs  due  to  recurrence  of  the 
tumor  or  kidney  infection. 

Finally,  I would  like  to  stress  the  following 
points  : (1)  We  are  dealing  with  a statistically 
small  group  of  malignancies  which  have  to 
date  a terribly  high  lethal  end-result.  (2)  The 
main  tumor  is  the  renal  adenocarcinoma, 
which  in  its  variety  of  cellular  growth  may 
be  difficult  to  classify.  This  is  a tumor  of 
adult  life.  The  term  adenocarcinoma  should 
replace  the  old  word  “hypernephroma”  since 
there  is  no  good  evidence  for  the  theory  that 
these  originate  from  adrenal  rests.  (3)  Wilms’ 
tumors  are  practically  always  found  in  chil- 
dren and  rarely  above  the  age  of  15,  although 
a few^  cases  in  older  patients  have  been  re- 
ported. (4)  The  tumors  of  the  renal  pelvis, 
whether  papillary  or  non-papillary,  are  all 
malignant  and  carry  a poorer  prognosis  than 
both  their  bladder  counterparts  and  the  solid 
tumors  of  the  renal  parenchyma.  These  pelvic 
tumors  also  are  associated  in  a large  percent- 
age of  cases  with  renal  infection  and  renal 
calculi.  (5)  The  other  tumors,  about  which  I 
have  said  very  little,  are  clinically  insignif- 
icant, although  pathologically  extremely  fas- 
cinating since  they  involve  the  kidney  in  some 
relation  with  maany  disease  processes  in  the 
body.  The  possible  relationships  between 
renaj  lipomata  and  fat  metabolism,  renal 
hemangiomas  wdth  vascular  diseases,  en- 
dometriosis of  the  kidney  and  endometriosis 
elsewhere,  hamartomas  associated  with  tuber- 
ous sclerosis,  adenomas  with  Lindau’s 
disease  (angiomas  of  the  retina  and  cere- 
bellum), leukemic  infiltration  associated 
w'ith  tuberous  sclerosis,  adenomas  with  Lin- 
comas  with  primary  disease  beginning  else- 


Vv'here,  provide  endless  avenues  for  specula- 
tion and  investigation.  Renal  tumors,  like 
malignant  tumors  elsewhere  in  the  body,  pre- 
sent a considerable  challenge  primarily  in  the 
field  of  detection.  In  the  light  of  our  present 
knowledge  it  is  only  by  early  diagnosis  that 
an  opportunity  to  treat  and  cure  is  possible. 
It  would  be  helpful  to  the  urologist  if  out  of 
studies  being  made  of  the  pathology  of  these 
tumors  some  increased  prognostic  significance 
could  be  obtained. 


THE  TREATMENT  OF  RENAL 
TUMORS^ 

Joseph  R.  Beck,  M.  D.,** 
Wilmington,  Del. 

The  treatment  of  renal  tumor  is  nephrec- 
tomy, after  the  diagnosis  is  made,  provided 
the  patient  has  another  kidney  capable  of 
sustaining  life.  The  method  of  nephrectomy 
depends  upon  the  skill  and  experience  of  the 
surgeon  performing  it.  Each  man  uses  the 
approach  best  suited  for  him,  keeping  the 
\v  el  fare  of  the  patient  in  mind.  Survival  rates 
are  about  the  same  no  matter  what  method  of 
approach  is  used.  Early  ligation  of  the  renal 
]iedicle,  with  as  complete  removal  of  the  peri- 
renal fat  as  possible  and  gentleness  in  hand- 
ling the  kidney,  is  required  regardless  of  the 
approach. 

The  Nagamatsu  or  dorsolumbar  flap  in- 
cision, which  you  w’ill  see  demonstrated  by  a 
motion  picture  made  here  in  Wilmington,  is  .a 
relatively  new  method  of  approach.  It  ap- 
pears to  have  several  advantages  over  the 
ti'ansthoracic  route.  The  transabdominal  ap- 
proach may  be  very  useful  wdien  the  tumor  is 
of  very  large  size.  The  Sweetser  incision, 
which  is  a conventional  kidney  incision  car- 
ried forward  through  the  rectus  muscle  and 
then  upward  along  the  medial  border  of  the 
rectus,  may  be  very  helpful  in  obtaining  ex- 
l)osure  where  large  tumors  are  coneenied. 
With  this  incision  the  patient  is  lying  on  his 
side  and  the  peritoneum  is  not  opened. 

The  nine  most  common  kidney  incisions  are : 
(1)  the  usual  oblique  kidney  incision;  (2) 
the  transverse  flank  incision;  (3)  the  vertical 
transperitoneal  incision  ; (4)  Sloan ’s  incision ; 
(5)  Young's  incision;  (6)  Cabot’s  incision; 

♦Symposium  on  Renal  Tumors,  Wilmington  General  Hos- 
pital, April,  1952. 

••Associate,  Urological  Services,  Wilmington  General 
Hospital. 
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^7V  Swootser's  incision;  (S)  the  tr;ins-tlioT- 
iicie  aiiproach ; ami  (9)  the  (lorsolnml)ar  tlap 
incision. 

X.  ('.  Foot,  (J.  A.  Ilnmphrcys  ami  W.  F. 
Whitmore  (4'ornell  Fniversity)  stmlied  ami 
classified  295  cases  of  kidney  tumor.  “Of  85 
patients  with  renal  cell  carcinoma  treated  hy 
nephrectomy  38%  were  alive  5 years  later. 
4 with  proved  metastases  before  oj)eration  did 
iiot  survive  3 years,  and  of  40  with  renal  cell 
carcinoma  22%  were  alive  10  years  after 
nephrectomy.  A few  j)atients  iu  whom  metas- 
ta.sis  developed  i»ostoperatively  survived 
many  months,  some  receivin«’  palliative  x-ray 
therapy.  Sundval  beyond  5 years  does  not 
imi)ly  cure,  since  these  tumors  grow  slowly 
and  often  requin*  10  years  of  observation  for 
evaluation  of  i)roguosis. " 

r.  E.  Burford,  .1.  E.  (llenn  and  E.  11.  Bur- 
ford  (Washington  Fidversity)  followed  110 
Itatients  for  more  than  six  months.  “The 
treatment  of  choice  in  their  opinion  was  neph- 
rectomy with  ])ostoperative  dee])  x-rays  for 
l!yi)erne])hromas  and  pre-  and  i)ostoperative 
deej)  x-rays  for  AVilms'  tumoi'  which  was  7.3% 
in  their  series.  Xephroureterectomy  was 
used  for  iutrapelvic  tumors." 

Staimaky  : Nei)hrectomy  is  the  treatment 
of  choice  iu  renal  tumors,  followed  by  x-ray 
treatment.  In  AVilms’  tumor  ])reoperative  as 
well  as  postoj)erative  x-ray  treatment  may 
I'e  given. 
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$9200  For  A Medical  Diploma 

Aledical  college  training  in  America  costs 
api)roximately  .^9,200  today.  That's  what  the 
avei'age  student  spends  for  four  years  in  med- 
ical school,  according  to  a report  published  in 
the  February  issue  of  the  .lourual  of  AIeuicae 
EmcATio.v. 

The  study,  by  .John  Al.  Stalnaker  and  Sarah 
Counts  of  the  Association  of  American  Aled- 
ical Colleges,  was  based  on  (piestionnaires 
sent  to  students  at  2(i  medical  schools  through- 
out the  country.  The  .$9,200  does  not  cover 
the  cost  of  ])remedical  training,  interneship 
and  residency  training,  or  the  cost  to  the 


young  ])hysician  of  setting  him.self  up  in  j)rac- 
tice. 

One-third  of  the  ()251  students  who  an- 
swered ex])ect  to  be  in  debt  when  they  grad- 
uate fi'om  medical  school,  to  the  tune  of  ap- 
proximately .$3500.  Alost  of  the  students 
showed  reluctance  to  borrow  money  from 
their  parents,  but  95  i)er  cent  rejmrted  that 
they  could  obtain  money  for  emergency  ex- 
l>en.se  from  various  sources. 

About  half  (48  i)er  cent)  of  the  students 
who  rei>lied  are  single  and  living  away  from 
home.  Alost  of  the  money  for  medical  educa- 
tion for  the  single  student  comes  from  his 
parents,  while  the  man-ied  student  is  sui)])ort- 
ed  largely  by  the  earnings  of  his  wife.  In- 
come for  the  students  varies  widely,  with  an 
average  of  $2450.  A'acation  earnings  con- 
tribute only  a small  amount,  a median  of  $550. 

The  fathers  of  about  one  half  of  the  med- 
ical .students  ])articii)ating  in  the  survey  are 
engaged  in  ])rofessional,  executive  or  man- 
agerial occupations,  with  10  i>cr  cent  of  the 
group  being  sons  of  |)hysicians.  Parents'  an- 
Jiual  income  averaged  $7000. 

The  study  was  undertaken  to  provide  fact- 
ual data  for  students  interested  in  medicine, 
for  their  parents  and  their  college  advisors. 


American  Medical  Association  Dues 

Reference  Committee  on  Amendments  to 
the  Constitution  and  Bylaws. 

“The  Committee  has  considered  that  por- 
tion of  the  report  of  the  secretary  on  i)ayment 
of  back  dues  which  is  found  on  Page  33  of 
the  Handbook.  This  refers  to  a resolution  pre- 
sented to  the  House  of  Delegates  in  .June  1953 
by  (ieorge  A.  Earl  of  Alinnesota  concerning 
the  payment  of  membcrshii)  dues.  This  Com- 
mittee presents  a .substitute  resolution  as  fol- 
lows : 

‘ Resoeyed,  that  any  active  member  of 
the  American  Aledical  Association  who 
failed  to  pay  dues  for  the  year  1950,  and 
who  was  susi)ended  for  such  delinquency, 
may  be  reinstated  dining  the  first  six 
months  of  1954  by  iiayment  of  1954  dues 
only. 

Hhould  such  an  individual  fail  to  pay 
his  1!)54  dues  by  .July  1,  1954,  he  shall 
continue  to  be  considered  delimpient. ' 
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The  a.  M.  E.  F.  Appeals 

The  annual  solicitation  for  funds  for  the 
medical  schools  by  the  American  Medical 
Education  Foundation  is  beginning  all  over 
the  United  States.  Last  year  the  physicians 
of  the  country  gave,  through  the  A.  ]\I.  E.  F., 
one  million  dollars.  This  must  be  douliled  in 
1954  if  the  present  ciuality  of  instruction  is 
to  be  maintained. 

Industry  is  more  and  more  interested  as  it 
sees  how  the  doctors  respond.  Big  business 
donated  to  our  medical  schools  .$600,000  in 
1951;  $700,000  in  1952;  and  last  year  1,000 
firms  gave  $1,300,000.  AVhen  corporations 
are  asked  to  give,  they  ask  four  cpiestions : 

(1)  AVhat  is  the  benefit  to  our  company? 

(2)  Is  there  a real  need?  (3)  Are  we  al- 
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lowed  to  give?  (4)  Don’t  the  doctors  con- 
tribute to  their  schools?  It  is  their  problem. 
Let  200,000  of  them  give  $50  each  and  you 
will  have  your  10  million. 

It  is  a fact  that  a lot  of  our  memliers  give 
directly  in  addition  to  what  the  A.  M.  E.  F. 
collects,  but  so  does  industry.  Atany  a cor- 
poration gives  directly  to  local  hospitals,  to 
special  research  funds,  and  to  medical  school 
building  programs,  Imt  the  real  need  lies  in 
maintaining  and  improving  the  present  good 
((uality  of  instruction. 

You  probably  do  not  know  that  the  U.  .S. 
(lovernment  gives  32  million  dollars  annually 
for  special  research  and  siiecifies  that  it  be 
spent  for  specific  programs.  (See  The 
Journal,  January,  1954,  page  26.)  However, 
each  school  has  to  have  extra  money  to  follow- 
through  with  this  research.  It  really  costs 
the  medical  school  money  and  they  do  not 
have  the  money. 

If  the  government  takes  over  the  medical 
schools  entirely,  (1)  all  other  sources  of  in- 
come to  the  schools  will  stop.  What  the  Con- 
gress gives  will  be  all  that  they  will  get. 
(2)  The  amount  allotted  to  each  school  will 
vary  from  year  to  year,  depending  upon  who 
is  elected  to  Congress.  And,  (3)  the  govern- 
ment will  then  also  say  who  can  go  to  medical 
school  and  who  can  not,  and  will  say  what 
the  graduates  shall  aud  shall  not  do,  forever 
afterw'ards. 

The  aim  of  the  A.  M.  E.  F.  is  to  keep  the 
medical  schools  free,  solvent,  and  progressive. 


Papers  AVanted 

The  program  for  the  next  meeting  of  the 
Aledical  Society  of  Delaware,  Dover,  October 
11-13,  1954,  is  now  being  prepared.  Alem- 
bers  who  wish  to  present  papers  at  this  meet- 
ing should  contact  the  Executive  Secretary 
promptly,  giving  the  title  and  a fifty  word 
abstract  of  the  proposed  paper. 
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THE  MONTH  IN  WASHINGTON 

WashiiifTton,  D.  C.,  Feb.  9 — Some  ])ai*t.s  of 
the  Eisenhower  administration’s  broad  health 
])rogram  are  making  »ood  progress  on  Cai)itol 
Hill,  while  others  are  virtually  standinfj'  still 
or  bo^jied  down  in  the  technical  complications 
that  are  always  a threat  to  new  lefitislation. 
Well  ahead  of  the  other  ])ropo.sals,  and  pos- 
sibly destined  for  enactment,  are  bills  to 
broaden  the  sco])e  of  the  Hill-Burton  hospital 
construction  law  and  to  liberalize  income  tax 
deductions  for  medical  expenses. 

The  House  Interstate  and  Foreign  Com- 
merce Committee,  under  chairmanshii)  of  Rep. 
Charles  Wolverton  (R.,  N.J.),  wound  up  its 
long-  fact-finding  study  of  voluntary  health 
insiu’ance  plans  and  immediately  started  hear- 
ings on  the  Hill-Burton  changes.  The  purpose 
is  to  amend  the  Hill-Burton  law  so  that  it  can 
be  used  to  disburse  federal  grants  to  states 
for  construction  of  health  facilities  that  do 
not  (pialify  as  “hospitals.”  The  admini.stra- 
tion  is  anxious  to  stimulate  the  building  of 
more  nursing  homes,  hospitals  for  the  chron- 
ically ill,  diagnostic  or  treatment  center,  and 
rehabilitation  facilities. 

An  initial  api)ropriation  of  $2  million  would 
be  authorized  for  surveys  and  planning,  and 
$60  million  annually  for  three  years  of  con- 
struction. Per  capita  income  as  well  as  popu- 
lation would  be  used  to  determine  a state's 
share,  as  under  the  i)resent  Hill-Burton  pro- 
gram. 

At  the  House  hearing,  crowded  into  two 
days,  the  construction  i)rogram  was  indorsed 
at  least  in  i)rinci])le  by  every  witness,  except 
the  re])re.sentative  of  the  American  A.ssoci- 
ation  of  Nursing  Homes.  Because  the  program 
is  limited  to  non-profit  sponsors,  members  of 
this  grouj)  could  not  receive  grants.  Their 
spokesman  said  long-term  loans  through  the 
Small  Busine.ss  Administration  would  help 
.solve  their  i)roblem. 

Americ-an  Medical  Association  recommend- 
ed passage  of  the  bill,  but  urged  that  facilities 
for  the  chronically  ill  and  the  handica])ped  be 
“ I)art  of  or  near  a conventional  hos{)ital, ’’  and 
that  facilities  of  all  types  be  open  to  the  entire 
community  without  discrimination,  as  in  the 
present  Hill-Burton  law.  (It  is  likely  hearings 
also  will  be  held  on  this  legislation  in  the  Sen- 
ate.) 


The  House  Ways  and  IMeans  Committee, 
meanwhile,  was  giving  its  approval  to  a new 
income  tax  ])rovision  that  would  allow  the 
deduction  of  medical  expenses  if  they  exceed 
3%  of  adjusted  gross  income,  rather  than  5% 
under  present  law.  The  present  maximum  lim- 
itation would  be  doubled,  and  the  deduction 
of  travel  expenses  allowed  where  travel  is  i>re- 
scribed  by  a j)hysician.  These  changes — a long- 
time AMA  goal — are  embodied  in  the  omnibus 
tax  readjustment  bill. 

President  Eisenhower’s  proposal  for  fed- 
eral reinsurance  of  voluntary  health  plans 
has  not  been  able  to  follow  the  steady  course 
on  which  it  first  appeared  to  be  embarked.  At 
the  House  hearings,  none  of  the  spokesmen  for 
the  large  organizations  in  the  health  fields — 
AIMA,  Blue  Cross  and  Shield,  American  Hos- 
pital Association — was  willing  to  indorse  the 
plan.  Like  the  AIMA  spokesmen,  mo.st  of  them 
wanted  first  to  examine  the  actual  administra- 
tion bill,  which  at  that  time  had  not  been  in- 
troduced. Fi'om  the  Blue  Cross,  however,  came 
a suggestion  that  the  idea  be  tried  out  ex- 
perimentally. 

Spokesmen  for  national  labor  organizations 
expressed  mixed  reactions,  with  some  main- 
taining that  reinsurance  was  a poor  substitute 
for  what  they  believe  the  country  really  needs 
— national  compulsory  health  insurance. 

The  administration’s  health  budget  for  the 
next  fiscal  year,  starting  next  July  1,  calls  for 
a slight  overall  reduction.  The  regular  Hill- 
Burton  i)rogram,  currenty  operating  on  $65 
million,  would  get  $50  million  (any  appropri- 
ation to  start  the  propo.sed  expanded  construc- 
tion would  be  in  addition).  Relatively  sharp 
reductions  would  be  made  in  funds  for 
venereal,  tuberculosis  and  communicable  dis- 
ease control,  in  line  with  policy  of  shifting 
this  resi)onsibility  to  the  states.  The  various 
research  institutes  would  receive  about  what 
they  are  now  spending. 

One  of  the  few  new  items  is  for  $7.8  mil- 
lion, estimated  as  necessary  for  the  extra  cost 
of  eidarging  the  federal  program  of  vocational 
rehabilitation.  Legislation  authorizing  the  ex- 
pansion is  awaiting  Congressional  action.  The 
administration  hopes  gradually  to  increase 
the  number  of  persons  rehabilitated  annually 
from  the  current  60,000  to  200,000.  While  the 
program  is  being  stepped  up,  one  of  its  goals 
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would  be  to  induce  states  to  increase  their 
spending  until  eventually  their  appropriations 
match  the  federal.  Like  most  of  the  Presi- 
dent’s health  program,  the  rehabilitation  ef- 
fort has  the  support  of  the  AM  A. 

Conferences  between  AMA  officials  and 
administration  leaders  are  continuing.  Latest 
sessions  were  with  Secretary  Hobby,  conceni- 
ing  her  department ’s  legislative  plans ; with 
VA  Administrator  H.  V.  Higley,  on  treatment 
of  non-service  connected  cases ; and  with 
Adm.  Artliur  AV.  Radford,  chairman  of  the 
Joint  Chiefs  of  Staff,  Dr.  Prank  Berry, 
Assistant  Defense  Secretary  for  health  and 
medical  matters,  and  Dr.  Howard  A.  Rusk, 
chairman  of  the  Health  Resources  Advisory 
Committee,  on  medical  care  for  military  de- 
pendents. Representing  the  AAIA  at  one  or 
more  of  the  meetings  were  Drs.  Walter  B. 
Alartin,  David  B.  Allman,  Gunnar  Gunder- 
sen,  Louis  Orr,  James  C.  Sargent,  AA^.  L. 
Crawford,  George  F.  Lull,  Ernest  B.  Howard 
and  Frank  E.  AAhlson. 

Earlier,  AAIA  representatives  talked  over 
legislation  with  President  Eisenhower  at  the 
AA'hite  House. 


OBITUARY 

AA'ilbur  E.  Postles,  AL  D. 

Dr.  AVilbur  E.  Postles,  a practicing  physi- 
cian in  AA^ilmington  for  over  49  years,  died 
on  February  5,  1954,  shortly  after  being 
stricken  at  his  home,  with  a cerebral  hemor- 
ihage,  aged  79.  The  veteran  physician  had 
planned  to  retire  next  December  on  comple- 
tion of  a half  century  in  the  medical  profes- 
sion. His  office  always  had  been  located  at 
his  home  on  Alarket  Street. 

Born  near  Frederica,  Dr.  Postles  was  grad- 
uated from  AA^esley  College,  Dover,  and  the 
Hahnemann  Aledical  College,  Philadelphia,  in 
1904.  He  set  up  his  practice  in  AA^ilmington 
and  had  remained  here.  He  was  regarded 
as  “an  institution’’  in  the  upper  Alarket 
Street  neighborhood. 

Dr.  Po.stles  was  a member  of  the  Alemorial 
Hospital  staff,  the  New  Castle  County  Aledi- 
cal Society,  the  Aledical  Society  of  Delaware, 
and  the  American  Aledical  Association.  He 
also  was  active  in  Alasonic  lodges  and  had 
been  presented  with  a life  membership  in 
Oriental  Lodge,  A.  P.  and  A.  AI.  He  also 


belonged  to  St.  John’s  Chapter,  No.  4,  RAAI ; 
St.  John’s  Commandery,  and  Lu  Lu  Temple 
of  the  Shrine.  He  was  an  extensive  traveler. 

Surviving  are  his  wife.  Airs.  Alildred  B. 
Postles ; a daughter.  Airs.  Audrey  W.  Allen, 
Pomona,  Calif. ; a niece.  Airs.  George  R. 
Aliller,  Jr.,  wife  of  the  superintendent  of  the 
State  Department  of  Public  Schools,  and 
three  grandchildren. 

The  funeral  was  held  on  February  9,  1954, 
with  interment  at  Barratt ’s  Chapel,  near 
Frederica. 


BOOK  REVIEWS 

Respiratory  Diseases  and  Allergy.  By 
Josef  S.  Smal,  M.  D.  Pp.  80.  Cloth.  Price, 
$2.75.  New  York:  Medical  Library  Com- 

pany, 1953. 

The  author  describes  his  method  of  treat- 
ing respiratory  diseases  and  allergy  as  a new 
approach.  He  states  that  all  of  the  upper 
respiratory  diseases  are  due  to  allergy  only 
and  not  due  to  acute  contagious  attacks  caused 
liy  newly-imi»lanted  virulent  organisms.  He 
refers  to  these  diseases  as  “respirallergy. ’’ 
The  new  treatment  consist  of  giving  the  pa- 
tient three  stock  vaccines  separately,  that  is, 
(1)  ragweed;  (2)  dust;  (3)  catarrhal  vac- 
cine. The  routine  schedule  of  dosage  is  out- 
lined. The  limitation  of  the  common  food 
offenders  (milk,  cream,  cheese,  and  sugar)  is 
part  of  the  treatment.  Cortone  is  prescribed 
for  severe  cases,  and  otlier  symirtomatie  drugs 
are  employed. 

Infectious  diseases  of  the  respiratory  tract 
are  described  brietly  in  a general  way  and 
should  be  cheeked  with  present-day  litera- 
ture for  detailed  treatment. 

This  little  liook  is  well  written  although 
it  has  considerable  repetition.  It  contains  no 
scientific  evidence  and,  as  the  author  admits, 
his  results  are  based  on  his  own  practical 
experience. 

The  liook  is  worth  having  if  for  no  other 
reason  than  the  emphatic  and  convincing  way 
in  whicli  the  author  succeeds  in  making  the 
physician  allergy-minded  in  all  respiratory 
diseases. 


The  Nursing  Mother.  By  Frank  Howard 
Richardson,  M.  D.  Pp.  204.  Cloth.  Price, 
$2.95.  New  York:  Prentice  Hall,  Inc.,  1953. 

It  seems  that  interest  in  “returning  back 
to  nature’’  is  being  revived  in  breast  feed- 
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ill”’.  This  is  not  only  justified  by  the  su])enoi' 
results  noted  in  the  ”rowth  and  nutrition  of 
nursiii”’  babies,  but  it  is  also  important  from 
the  standiioint  of  the  deeper  affection  which 
I'esults  from  the  olo.ser  association  of  mother 
and  child. 

No  one  can  deny  that  cows  jirodiice  a nu- 
tritious milk  but  it  must  also  be  admitted  that 
the  human  elements,  such  as  antibodies,  min- 
erals, enzymes,  hormones,  and  other  factors 
known  and  unknown,  are  umiuestionably  su- 
perior in  the  human  milk. 

The  last  chajiter  consists  of  (pie.stions  fre- 
puently  asked  by  expectant  mothers.  The 
answers  are  clear  and  concise.  An  index 
adds  to  the  jiractical  value  of  tliis  book  as  a 
reference.  It  is  a very  informative  and  ex- 
cellently written  book  for  the  medical  pro- 
fession and  for  ]>a rents. 


Living  With  a Disability.  By  Howard  A. 
Rusk,  M.  D.,  and  Eugene  J.  Taylor,  in  col- 
laboration with  Muriel  Zimmerman,  0.  T.  R. 
and  Julia  Judson,  M.  S.  Pp.  207.  Cloth. 
Price,  $3.50.  Garden  City,  New  York:  The 

Blakiston  Company,  1953. 

Dr.  Kusk  and  his  associates  have  revolu- 
tionized the  care  of  the  handicapped.  The 
disaliled  jierson  is  taught  to  realize  that  he 
can  become  indei>endent  with  training  and 
mex-hanical  aids. 

This  book  is  richly  illustrated  with  photo- 
graphs of  numerous  practical  devices  wliieh 
will  helj)  persons  with  all  degrees  of  dis- 
ability. 

Working  .situations  for  the  disabled  person 
are  illu.stiated  so  that  life  can  really  be  made 
useful  at  home,  in  the  office,  and  in  the  shop. 

All  physicians,  disabled  iiersons,  and  tho.se 
who  are  intere.sted  in  rehabilitation  should 
liave  a copy  of  this  book. 


Fool’s  Haven.  By  C.  C.  Cawley.  Pp.  210. 

Cloth.  Price  $2.75.  Boston.  House  of  Eden- 

boro,  1953. 

This  interesting  novel  attempts  to  empha- 
size the  iiroblem  of  faith  healing  and  its  dam- 
aging effect  in  indirectly  causing  the  death 
of  a child  because  of  neglect  on  the  part  of 
the  parent  or  guardian  in  failing  to  call  for 
medical  aid. 

The  ])lot  revolves  about  a mother  who  bases 
her  reliance  on  prayer  instead  of  doctors,  be- 
cause doctors  had  failed  to  .save  her  husband's 


life  and  that  a neighbor's  son  died  after  an 
ojieration  for  appendicitis.  The  facts  that 
her  husband's  disease  was  incurable  and  that 
the  neighbor's  son  had  not  been  given  medi- 
cal attention  until  too  late  are  not  considered 
as  imimitant. 

The  pastor  of  her  church,  a self-ordained 
minister  with  a (luestionable  reputation,  ob- 
tains her  confidence  and  she  jilaces  herself 
and  her  family  in  his  hands  and  those  of  the 
church  elders.  Her  daughter  dies  of  a rup- 
tured aiipendix  which  resulted  after  several 
attacks  were  “healed"  by  prayer.  The  moth- 
er was  tried  and  convicted  of  manslaughter 
but  her  pastor,  who  had  convinced  the  mother 
to  keei)  the  girl  away  from  medical  attention, 
was  found  not  guilty  as  the  law  did  not  re- 
gard him  as  having  any  legal  obligation  to 
provide  medical  care  for  the  girl.  However, 
he  emphatically  .stated  to  a relative  of  the 
mother  that  “[Mrs.  Dunn  and  her  daughter 
Darol  have  turned  to  the  Greatest  Physician 
of  all.  You  can  have  God  or  you  can  have  a 
doctor,  but  when  you  go  to  a doctor,  it  only 
shows  that  you  do  not,  after  all,  have  complete 
faith  in  God  and  in  prayer.  You  cannot  have 
both  God  and  a doctor.'’ 

The  author  brings  out  a very  important 
issue  for  which  only  the  church  and  the  medi- 
cal profe.ssion  can  recommend  legislation  to 
enlighten  the.se  misinformed  people  who  con- 
fuse religion  with  scientific  improvements  in 
our  daily  living.  Certainly  the  many  denomi- 
national hospitals  operated  by  the  several 
well-recognized  churches  are  not  in  error 
when  they  combine  prayer  and  all  scientific 
knowledge  to  help  suffering  humanity. 

It  is  true  that  death  will  come  sooner  or 
later,  and  it  is  also  true  that  medical  science 
does  not  save  every  sick  person  but  that  is 
no  reason  why  we  should  revert  to  the  dark 
ages  when  life  exjiectancy  was  only  a few 
years  in  comparison  to  the  (i9  years  of  today. 
\Ye  would  like  to  agree  with  religion,  that  it 
iias  been  because  of  the  prayer  and  the  divine 
powers  given  to  scientists  that  all  of  the  many 
comforts  and  improvements  in  our  daily  liv- 
ing have  been  made. 

The  author  of  this  book  and  the  iniblish- 
ing  company  should  be  congratulated  for  their 
foresight  and  courage  in  bringing  this  subject 
of  faith  healing  to  the  attention  of  the  people. 
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Catherine  P.  Johnson,  W.  W,  Lattoinus, 
C,  T,  Lawrence,  Jr.,  Charles  Levy,  M. 

B.  Pennington,  A.  R.  Shands,  Jr.,  O. 
N.  Stern,  S.  H.  Stradley,  Jr. 

Alternates  (1954):  R.  E.  Allen, 

T.  H.  Baker,  W.  L.  Bailey,  J.  M. 
Barsky,  Jr,  IV.  W.  Briggs,  Italo  Char- 
mella,  J.  A.  Chrzanowski,  A.  J.  Flem- 
ing, P.  J.  Gilday,  P.  A.  Jones,  D.  L. 
MacKelcan,  T.  E.  Resnick,  F.  S.  Skura, 

H.  A.  Tarrant. 

Delegates  (1955):  J.  W.  Alden, 

Jr.,  E.  M.  Bohan,  S.  \V.  Casscells, 

I.  L.  Chipman,  Jr.,  Marjorie  E.  Con- 
rad, N.  L.  Cutler,  E.  P.  Fantazier, 

F.  S.  Hassler,  A.  J.  Heather,  W.  H. 
Lee,  H.  T.  McGuire,  IV.  M.  Pierson, 
S.  iv.  Rennie,  C.  F.  Richards,  H.  H. 
Stroud. 

Alternates  (1955)  : C.  R.  Donoho, 

J.  F.  Flanders,  Mildred  B.  Forman, 
R.  W.  Frelick,  P.  D.  Gordy,  T.  V. 
Hynes,  E.  N.  Johnson,  I).  J.  King,  V. 
deP.  Maguire,  A.  J.  Morris,  P.  J. 
Olivere,  T.  H.  Pennock,  G.  O.  Poole, 
H.  S.  Ratal,  E.  J.  Szatkowski. 

Board  of  Directors:  A.  R.  Shands, 

Jr.  (1954),  N.  L.  Cutler  (1954),  Cath 
erine  P.  Johnson  (1954),  C.  M.  Ban- 
croft (1954),  V.  D.  Washburn 
(1954),  W.  \V.  Lattomus  (1955),  S. 
W.  Rennie  (1956). 

Woman’s  Auxiliary 
Mrs.  P.  D.  Gordy,  President ; Mrs. 
J.  W.  Howard,  President-elect ; Mrs. 
I).  L.  MacKelcan,  Vice-President ; 
Mrs,  J.ames  Aikins,  Recording  Sec- 
retary: Mrs,  I,  L,  Chip.man,  Jr.,  Cor- 
respotiding  Secretary ; Mrs.  F.  E. 
Spencer,  Treasurer. 


MEDICAL  COUNCIL  OF  DELAWARE 

Hon.  Charles  S.  Rich.ards,  Presi- 
dent, Georgetown. 

Joseph  S.  McHaniel,  Sr.,  Secretary. 
Dover. 

Wallace  M.  Johnson,  Newark. 


BOARD  OF  MEDICAL  EXAMINERS 

J.  ,S.  McDaniel,  Sr.,  President-Secre- 
tary, Dover;  H.  V.  P.  Wilson,  Assis- 
tant Secretary.  Dover;  W.  E.  Bird. 
Wilmington:  ,J.  E.  Marvil,  Laurel;  G. 
A,  Beatty,  Wilmington. 

BOARD  OF  HOMEOPATHIC 
EXAMINERS 

W,  M,  .Johnson,  President,  Newark: 
A.  K.  Lotz,  Secretary,  Wilmington;  J. 
C.  Pierson,  Wilmington;  F.  E.  .Spencer, 
Wilmington;  C.  E.  Maroney,  Wilming- 
ton. 


KENT  COUNTY  MEDICAL 
SOCIETY 

Meets  Secotid  Tuesday 

H.  G.  Neese,  President,  Wyoming. 

-J.  R.  Fox,  Vice-President,  Dover. 

O.  J.  PoLLAK,  Secretary-Treasurer, 
Dover. 

Councillors : W.  C.  Pritchard  (1955), 
Dover;  E.  H.  Mercer  (1956),  Dover. 

Delegates:  H.  G.  Neese  (1954),  Wy- 
oming; B.  F.  Burton  (1955),  Dover. 

Alternates:  R.  W.  Comegys  (1954), 

Clayton. 

Women’s  Auxiliary 

Mrs.  R.  W.  Comegys,  President, 
Clayton ; Mrs.  J.  S.  McDaniel,  Sr., 
Secretary-Treasurer,  Dover. 


DELAWARE  ACADEMY  OF 
MEDICINE 

V.  D.  Washburn,  M.  D.,  President. 

A.  R.  Shands,  Jr.,  M.  D.,  First  Vice- 
President. 

Abraham  Goberman,  D.  D.  S.,  Second 
Vice-President. 

D.  L.  M.acKelcan,  M.  D.,  Secretary. 
I.  M.  Plinn,  M.  D.,  Treasurer. 
Eugene  C.  Syrov.atka,  LL.  D.,  Libra- 
rian. 

Board  of  Directors:  V.  D.  Wash- 

burn, M.  D.  (1955);  L.  B.  Flinn, 
M.  D.,  (1954);  C.  L.  Burdick,  Ph.  D. 
(1954);  J.  K.  Garrigues  (1955);  C. 
M.  A.  Stine,  Ph.D.  (1955);  W.  S. 
Carpenter,  Jr.  (1956);  Harland  A. 
Carpenter  (1956);  W.  H.  Kraemer, 
M.  D.  (1957);  J.  A.  Perkins,  Ph.  D. 
(1957). 


DELAWARE  STATE  DENTAL 
SOCIETY 

R.  A.  Reed,  President,  Milford. 

H.  H.  McAlli.ster,  1st  Vice-Presi- 
dent, Wilmington. 

Louis  Kreshtool,  2nd  Vice-President, 
Wilmington. 

J.  G.  B.aker,  Treasurer,  Wilmington. 
R.  J.  ZURKOW,  Secretary.  Dover. 

P.  K.  Musselman,  Newark,  C.  A. 

Nelson,  Milford,  Delegates  A,  D.  A. 
J.  S.  C.  Mach,  Seaford,  Louis  Kresh- 
tool, Wilmington,  Alternates  A.  D. 
A. 

DELAWARE  PHARMACEUTICAL 
SOCIETY 

J.  Wallace  Watson,  President.  Wil- 
mington. 

Landis  Wilson,  First  Vice-President, 
Georgetown. 

Norman  Chamberlain.  Second  Vice- 
President,  Harrington. 

Grover  Ashton,  Third  Vice-President, 
Milford. 

Harry  G.  Zeisio,  Secretary.  Milford. 
Albert  Doi'Gherty,  Treasurer,  Wil- 
mington. 


STATE  BOARD  OF  PHARMACY 

Perry  Regan,  President,  Milford. 
Franklin  Gasser,  Vice-President, 
Wilmington. 

Harry  C.  Zeisig,  Secretary,  Milford. 
Peter  P.vul  Potocki,  Wilmington. 
Hugh  K.  McDaniel,  Dover. 

Paul  C.  Tigue,  Wilmington. 


SUSSEX  COUNTY  MEDICAL 
SOCIETY 

Meets  Second  Thursday 

L.  M.  Dobson,  President,  Milford. 

R.  L.  Klingel,  Vice-President,  Re- 
hoboth. 

J.  E.  M.vrvil,  Secretary-Treasurer, 
Laurel. 

Councilors:  J.  W.  Lynch  (1955), 

Seaford;  E.  L.  Stambaugh  (1955), 
Lewes. 

Delegates:  Bruce  Barnes  (1954), 

Seaford;  James  Beebe,  Jr.  (1954) 
Lewes;  L.  M.  Dobson  (1954),  Milford; 
J.  E.  Marvil  (1954),  Laurel;  G.  M. 
Van  Valkenburgh  (1954),  Georgetown. 

Alternates:  O.  A.  James  (1954), 

Milford;  R.  L.  Klingel  (1954),  Re- 
hoboth ; R.  S.  Long  (1954),  Frank- 
ford;  C.  M.  Moyer  (1954),  Laurel; 
A.  H.  Williams  (1954),  Laurel. 
Woman’s  Auxiliary 

Mrs.  C.  M.  Moyer,  President,  Laurel. 
Mrs.  j.  W.  Ann.and,  Secretary, 
Georgetown. 

Mrs.  James  Beebe,  Jr.,  Treasurer, 
Lewes. 


DELAWARE  ACADEMY  OF 
GENERAL  PRACTICE 

George  J.  Boines,  President,  Wil- 
mington. 

M.  B.  Pennington,  President-elect, 
Wilmington. 

E.  J.  Szatkowski,  Vice-President, 
Wilmington. 

Morris  H.arwitz,  Secretary.  Wilming- 
ton. 

D.  W.  MacKelcan,  Treasurer,  Wil- 
mington. 

Delegates:  H.  A.  Tarrant  (1954), 

J.  J.  Selinkoff  (1955). 

Alternates:  G.  J.  Boines  (1954), 

R.  B.  Thomas  (1955). 

Board  of  Directors:  G.  -J.  Boines 

(1954),  S.  W.  Bartoshesky  (1954), 
Morris  Harwitz  (1954),  D.  W.  Mac- 
Kelcan (1954),  G.  M.  Van  Valken- 
burgh  (1954),  Italo  Charamella 
(1955),  J.  J.  Selinkoff  (1956),  H.  A. 
Tarrant  (1957),  ,J.  E.  Robbins  (1958). 


STATE  BOARD  OF  HEALTH 

C.  F.  Moore,  D.D.S.,  President,  Sea- 
ford. 

C.  M.  Moyer,  M.  D.,  Vice-President, 
Laurel. 

Mrs.  Alden  Keene,  Secretary,  Mid- 
dletown. 

R.  R.  L.ayton,  M.  D.,  Dover. 

R.  A.  Lynch,  il.  I)..  Wilmington. 

H.  A.  Tarrant,  M.  D.,  Wilmington 

Mrs,  a.  Louise  Cochran,  Middle- 
town. 

Mrs.  Edith  R.  Kendall,  Wilmington. 

F.  I.  Hudson,  JI.  D.,  Executive  Secre- 
tary. Dover. 
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Distal  Colon  Stasis 


COMPARATIVE  RESPONSE  TO  COMMON  METHODS  OF  THERAPY 
IN  24  CASES  OF  DISTAL  COLON  STASIS 
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Control 

No  Therapy  Metamucil  Enemas  Anfisposmodics  Mineral  Oil 


Management  of 

Distal  Colon  Stasis  with  Metamucif 


The‘  ‘irritable  colon”resulting  in  distal 
colon  stasis  is  a hard-to-manage  by-product 
of  many  abdominal  or  stress  conditions, 

Roentgen  evaluation  of  the  commonly  used 
methods  to  combat  colonic  stasis  has  shown 
the  value  of  Metamucil  because  of  its  lack  of 
irritation  and  its  high  degree  of  effectiveness* 
in  this  most  prevalent  type  of  stasis. 

Metamucil  is  the  highly  refined  mucilloid 
of  Plantago  ovata  (50%),  a seed  of  the  psyl- 
lium group,  combined  with  dextrose  (50%) 
as  a dispersing  agent.  It  produces  smooth 
fecal  bulk  necessary  to  incite  the  normal  per- 
istaltic reflexes,  without  causing  irritation, 
straining,  impaction  or  interference  with  the 


digestion  or  absorption  of  vitamins. 

The  average  adult  dose  is  one  teaspoonful 
of  Metamucil  powder  in  a glass  of  cool  water, 
milk  or  juice,  followed  by  an  additional  glass 
of  fluid  if  indicated.  This  amount  of  fluid  is 
essential  for  the  production  of  “smoothage.” 
It  is  supplied  in  containers  of  4,  8 and  16 
ounces.  Metamucil  is  accepted  by  the  Coun- 
cil on  Pharmacy  and  Chemistry  of  the  Amer- 
ican Medical  Association. 

SEARLE  Research  in  the  Service  of  Medicine 

♦Barowsky,  H. : A Roentgenographic  Evaluation  of 
the  Common  Measures  Employed  in  the  Treatment 
of  Colonic  Stasis.  Rev.  Gastroenterol.  i9:154 
(Eeb.)  1952. 
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EVERYTHING  NEW  IN  DRUGS 


FOR  DOCTORS  ONLY! 

I 61380  4 

6-1380  is  Brittingham's  unlisted  telephone  num- 
ber for  the  use  of  doctors  only  ....  Phone  your 
prescriptions  to  us  and  we  will  deliver  them  by 
fast  motorcycle  to  any  point  in  the  city  or  sub- 
urbs. . . . No  charge,  of  course! 


BRITTINGHAM'S 

PHARMACY 

Medical  Arts  Bldg.  Del.  Trust  Bldg. 


"A  PRIVATE  PSYCHIATRIC  SANITARIUM'^ 

DAYBREAK  LODGE 

SANFORD  G.  ROGG,  M.  D. 

Diplomate  In  Psychiatry 
Medical  Director 

Complete  Psychiatric  Care  For 

DIAGNOSTIC  PROBLEMS 
MENTAL  DISORDERS 
NERVOUS-EMOTIONAL 
ALCOHOL-ADDICTION 
FATIGUED  ADULTS 

, , Electric  Therapy 

Psychotherapy-, Therapy 

Registered  Nurses  In  Attendance 
Licensed  By  The  State  of  Delaware 

2801  W.  6TH  STREET,  WILMINGTON,  DEL.  WILM.  8-2251 
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. . . all  the  patients  who  represent  the  44  uses  for  short-acting 


NEMBUTAL^ 


1-126 


Ever  wonder  why  one  drug  should  survive  23  vears  of  clinical  experience 
(when  a lifetime  for  manv  is  only  about  five)?  Why  it  should  account  for 
598  published  reports?  Or  more  than  44  clinical  uses? 

Short-acting  Nembutal  (Pentobarbital,  Abbott)  is  the  drug. 

The  reasons  why? 

1.  Short-acting  Nembutal  can  produce  any  desired  degree  of 
cerebral  depression — from  mild  sedation  to  deep  hypnosis. 

2.  The  dosage  required  is  small — only  about  half 
that  of  many  other  barbiturates. 

3.  There’s  less  drug  to  be  inactivated,  shorter  duration 
of  effect,  wide  margin  of  safety  and  usually  no 

morning-after  hangover. 

4.  In  equal  oral  doses,  no  other  barbiturate  combines  quicker, 
briefer,  more  profound  effect. 

How  many  of  short-acting  Nembutal’s  44  uses  have  joh  tried?  You’ll 
find  details  on  all  in  the  booklet,  "44  Clinical  Uses  for 
Nembutal.”  Write  Abbott  Laboratories,  North  Chicago,  Illinois. 


CLErfrott 
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ECKERD'S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 

900  Orange  Street  Manor  Park 

WILMINGTON,  DELAWARE 


PARKE 


^uppiiet 
^ine  ^oodi 


COFFEE  TEAS 
SPICES  CANNED  FOODS 
FLAVORING  EXTRACTS 


L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 

7746  Diinean  Rd.,  Philadelphia  11,  Penna. 


Baynard  Optical 
Company 

Pt  •eseription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5th  and  Market  Sts. 
Wilmington,  Delaware 


prompt  city-wide 
delivery  service 
for  prescriptions. 

■<8i 

ISIB 

CAPPEAU’S 

Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  6-8537 
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^Lt)eiawareani 
^lie  ^tc 
i^ecaude  . . . 


laf 


There's  a complete  summary  of  the 
week's  news  in  Delaware  on  one 
compxict  page  . . . there's  a business 
page  that  presents  the  top  local  and 
national  business  news  each  week 
. . . there's  commentary  by  H.  V. 
Kaltenborn  end  Drew  Pearson  on 
significant  national  and  international 
news  . . . there  are  complete  sports, 
magazine  and  entertainment  sections 
for  more  leisurely  Sunday  reading. 


Wilmington 
Sunday  Star 

^^h)eiawareani 


JOHN  G.  MERKEL 
& SONS 


f^Li^iician.6 — ..J4o6pitai- — 
csCaLoratofij — invalid  ^uppiiei 


PHONE  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


...from  Two 
Outstanding  Cases 


BORN  1820... 

STILL  GOING  STRONG 

Johnnie 

fj/ALKER 

BLENDED  SCOTCH  WHISKY 


RED  LABEL  • BLACK  LABEL 
Both  86.8  Proof 


Johnnie  Walker  stands  out  in  its  devotion  to 
quality.  Every  drop  is  made  in  Scotland.  Every 
drop  is  distilled  with  the  skill  and  care  that 
come  from  generations  of  fine  whisky-making. 
And  every  drop  of  Johnnie  Walker  is  guarded 
all  the  way  to  give  you  perfect  Scotch  whisky . . . 
the  same  high  cjuality  the  world  over. 


CANADA  DRY  GINGER  ALE,  Inc.,  New  York.  N.  Sole  Importer 
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ACCIDENT 


HOSPITAL 


SICKNESS 


INSURANCE 


For  Physicians/  Surgeons,  Dentists  Exclusively 


S5,0C0  accidental  death  Quarterly  $8.00 
$25  weekly  indemnity,  accident  and  sickness 

$10,000  accidental  death  Quarterly  $16.00 
$50  weekly  indemnity,  accident  and  sickness 


$15,000  accidental  death  Quarterly  $24.00 
$75  weekly  indemnity,  accident  and  sickness 

$20,000  accidental  death  Quarterly  $32.00 
$100  weekly  indemnity,  accident  and  sickness 


COST  HAS  NEVER  EXCEEDED  AMOUNTS  SHOWN 


ALSO  HOSPITAL  INSURANCE 


Single 

Double 

Triple 

Quadruple 

60  days  in  Hospital  

....  5.00  per  day 

10.00  per  day 

15.00  per  day 

20.00  per  day 

10  days  of  Nurse  at  Home  

....  5.00  per  day 

10.00  per  day 

15.00  per  day 

20.00  per  day 

Laboratory  Fees  in  Hospital  

5.00 

10.00 

15.00 

20.00 

Operating  Room  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Anesthetic  in  Hospital  

10.00 

20.00 

30.00 

40.00 

X-Ray  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Medicines  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Ambulance  to  or  from  Hospital  .... 

10.00 

20.00 

30.00 

40.00 

COSTS  (Quarterly) 

Adult  

2.50 

5.00 

7.50 

10.00 

Child  to  age  19  

1.50 

.5.00 

4.50 

6.00 

Child  over  age  19  

2.50 

5.00 

7.50 

10.00 

$4,000,000.00 
INVESTED  ASSETS 


PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

51  years  under  the  same  management 

400  First  National  Bank  Building  Omaha  2,  Nebraska 


$19,500,000.00 
PAID  FOR  CLAIMS 


$200,000.00  deposited  with  State  of  Nebraska  for  protection  of  our  members 


Physicians'  and  Surgeons' 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Pro- 
tection, Avoids  Unpleasant  Situations 
By  Immediate  Thorough  Investigation 
And  Saves  You  The  High  Costs  Of 
Litigation. 

The  Only  Plan  Which  Is  Officially  Spoti- 
sored  By  Your  Local  Medical  Society 

Ths  New  Ccstle  County  Mcdxol  Society 
The  Kent  County  Medicol  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 
Phone  Wilmington  5-6561 


Vustomer  satisfaction 
comes  first  with  the  baker 
where  a * KNOWN  bread  is 
featured.  Quality  with  us  is 
never  an  accident  but  the 
result  of  good  intention  and 
sincere  effort. 

Freihofer's 

'Bakers  of  *NATION ALLY -KNOWN 


If  il\s  insurable  ive  cart  insure  it 
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FRAIMS  DAIRIES 

Quafitij  f^roducli 

^ince  1900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Delaware  Phone  6-8225 


A Store  for  . . . 


QuJitif  Winded  JJL 

WL  ^.e  DUt  Cc 


onicioui 


LEIBOWITZ^S 

224-226  MARKET  STREET 
Wilmington,  Delaware 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


To  keep 

your  car  running 

Better  - Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 


Service 

Station 


Serve  it  hot 


just  heat 


CHOCOLATE 

DRINK 


Look  for  the  Sealfest  trademark 
and  the  brown  tile  pattern 
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Enjoy  instant,  plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  hove  on  ample, 
reliable  supply  of  hot 
water!  With  on  Auto- 
matic Gas  Water  Heat- 
er in  your  Home,  you're 
sure  of  oil  the  hot  water 
you  wont,  when  you  wont 
it.  For  lightening  house- 
hold tasks,  bathing, 
cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 

DEUWAIE  POWER  EUCHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 


13onk4i6 

• CC.  w $ »AT.  0«f 

ICE  CREAM 


ns  GQj 
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Lasting  quality 
throughout  the  years 


adequate  prote^ 


No  child  need  be  denied  protection  against  the  threat  of 
rickets  and  vitamin  A and  D deficiencies. 


/} 


MEAD’S 


Mead's  Oleum  Percomorphum  is  a potent,  dependable  source  of 
vitamins  A and  D . . . that  can  be  given  at  a cost  of  about  a cent  a day. 


Specify  Mead's  Oleum  Percomorphum  . . . the 


pioneer  product  with  twenty  years  of  successful 
/ clinical'Use.  Dosage,  5 to  10  drops  daily. 


A 


Available  in  10  cc.  and  economical  SO  cc. 
bottles:  also  in  bottles  of  50  and  250  capsules. 


OLEUM  PERCOMORPHUM 

^ The  economical,  potent  vitamin  A and  D drops. 


MEAD  JOHNSON  & COMPANY*  EVANSVILLE,  IND.,  U.S.A. 
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the  originator  of  Erythromycin 


Chloromycetin 

( Chloramplienicol,  Pai'kc-Daris) 


PARKE,  DAVIS 


Since  its  introduction  over  four  years  ago, 
Chloromycetin  has  been  used  hy  physicians 
in  practically  every  country  of  the  world. 
More  than  11,000,000  patients  have  been 
treated  with  this  important  antibiotic - 


DETROIT  32,  MICHIGAN 


t:iA  hemolytic  streptococci  • CT.-\rKYLOCOCCI  • PME’JMOCOCCI  • GONOCOCCI  • MENINGOCOCC 
ATYPICAL  pneumonias  • STAFHYICCOCCI  • PNEUMOCOCCI  • BETA  HEMOLYTIC  STREPTOCOCCI  • CERT; 
CERTAIN  MIXED  INFECTIONS  • SRONCIiiOLlTlS  • BETA  HEMOLYTIC  STREPjB||atLL.lu-SIMiiVLO COCCI  • ( 
BETA  HEMOLYTIC  r’REPTOCOCa  • STAPHYLOCOCCI  • PNEUMOCOCt 
ATYPI 


BETA  H 


ATYPICAu 


CERTAIN  MIXED 


BETA  HEMOLY^ 


ATYPICA 


CERTA 


BETA 


ATYPIC 


CERTA 


BETA 


A" 

CEk 
BETA  I 
ATYPICA 
CERTAIN  ,■ 

BETA  HEM! 

ATYPICAL  PNEUMONi 
CERTAIN  MIXED  INFECTI^. 

BETA  HEMOLYTIC  STREPTCCOCO  • SVAPHYLOCOCCi 
ATYPICAL  PNEUMONIAS  • STAPHYLOCOCCI  • PNEUMOCOCCI 

CERTAIN  MIXED  INFECTIONS  • BRONCHIOLITIS  • BETA  HEMOLYTIC  STREPTOCOCCI  • STAPHYLOCOCCI  • 
BETA  HEMOLYTIC  STREPTOCOCCI  • STAPHYLOCOCCI  • PNEUMOCOCCI  • GONOCOCCI  • MENINGOCOCC 
ATYPICAL  PNEUMONIAS  • STAPHYLOCOCCI  • P^'FL'MCCOCC!  • BETA  HEMOLYTIC  STREPTOCOCCI  • CERT/ 


i^\.CHROMYCiN,  a new  broad-spectrum 
antibiotic  developed  by  the  Lederle  research 
team,  has  demonstrated  notable  effective- 
ness in  clinical  trials. 

Achromycin  has  definitely  fewer  side- 
reactions.  It  maintains  effective  potency 
for  a full  24-hours  in  solution.  It  provides 

( 250  mg. 

CAPSUHBUS^  100  mg. 

f 50  mg. 


more  rapid  diffusion  in  body  tissue  and  fluid. 

•Achromycin  exhibits  a broad  range  of  activity 
against  beta  hemolytic  streptococcic  infections, 
E.  coli  infections,  meningococcic,  staphylococ- 
cic, pneumococcic  and  gonococcic  infections, 
acute  bronchitis  and  bronchiolitis,  and  certain 
mixed  infections. 


! 500  mg. 
250  mg. 
100  mg. 


SPERSqiDS* 

Dispersible 

Powder 


50  mg. 

per  teaspoonful 
(3.0  Gm.) 


• c.  i-wLi  it>rc<w i » av_u  i c csMurNv.miio  » DKur>»<„muu I is  • ctKI  AIN  miacu  INrfcL il(jN5> 

ONS  • COCCI  • E.  COLI  INFECTIONS  • ACUTE  BRONCHITIS  • BRONCHIOLITIS 

S0N0C0Q^^^^^^^^^^^B|^YP!CAL  pneumonias  * E.  COLI  INFECTIONS  • ACUTE  BRONCHITIS 

BRONCHITIS  • BRONCHIOLITIS  • CERTAIN  MIXED  INFECTIONS 
ACTIONS  • ACUTE  BRONCHITIS  • BRONCHIOLITIS 
E.  COLI  INFECTIONS  » ACUTE  BRONCHITIS 

P INFECTIONS 
HIOLITIS 
TIS 

S 
TIS 
NS 
LITIS 
HiTlS 
IONS 
LITIS 
HITIS 
TIONS 
niOLlTIS 
BRONCHITIS 
INFECTIONS 
iTTiS  « WONCHIOLITIS, 
'CTiONS  0 ACUTE  BRONCHITIS' 
■ivDTIS  * CERTAIN  MIXED  INFECTIONS 
^Cl  • » acute  bronchitis  • BRONCHIOLITIS 

« MENINGOCOCCI  " ATYPICAL  PNEUMONIAS  • E.  COL!  INFECTIONS  « ACUTE  BRONCHITIS 
Mias  • E.  COLI  INFECTIONS  • ACUTE  BRONCHITIS  • BRONCHIOLITIS  • CERTAIN  MIXED  INFECTIONS 
DNS  • GONOCOCCI  • MENINGOCOCCI  • E.  COLI  INFECTIONS  • ACUTE  BRONCHITIS  • BRONCHIOLITIS 


broader  tolerance 
greater  stability 
faster  diffusion 


•Reg.  U.S.  Pat.  Off. 

LEDERLE  LABORATORIES  DIVISION  AMERiex)/ Gjmamid company  Pearl  River,  New  York 
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I ‘‘..when  the 


I patient  is  in 

I 

I 

I 

acute  distress 


from 


waterlogging..’.’ 

“Meralluride  sodium  solution 
(mercuhydrin)  in  1 to  2 cc.  doses 
intramuscularly  has  been  very 
effective  and  is  not  painful.”*  In  acute 
congestive  failure,  mercuhydrin 
characteristically  curbs  tissue 
inundation  and  relieves  dyspnea, 
orthopnea  and  cardiac  asthma. 

Ampuls  of  1 cc.,  2 cc.,  and  10  cc.  vials. 

*Stead,  E.  A.,  Jr.,  in  Cecil,  R.  L.,  and 
Loeb,  R.  E:  Textbook  of  Medicine,  ed.  8, 
Philadelphia,  W.  B.  Saunders  Co., 

1951,  p.  1065. 


, • « 
absoi^tif 


>5w 


wide 

^is?HBufidn 


Miailg^ 


orni 


administra- 

- Terr^rnvpi'n  mav  K of 

and  d “''• 

®ffica^r7s~oftp7r7j;^ — -i^^^^.Vcin’fi 

1-  Sayer.  R.  j etaT^A  T~  

^sa:. 

'950. 

'■*.261  (June)  1950.  ‘^•^ocTExpernTiol.  & MgJ" 
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Neo-Syiiephrine  • 


Running  noses,  sneezing,  watery  eyes,  clogged-up  nasal  passages  quickly 
yield  to  administration  of  Neo-Synephrine  hydrochloride  — a nasal 
decongestant  of  proved  clinical  value.  Ciliary  activity  is  nearly  untm 
sting  and  congestive  rebound  are,practically  absent,  and  effectiveness/ y 
is  undiminished  on  repeafed  use'^throughout  the  cold  season. 


New  York  18,  N.  Y.  • Windsor,  Ont. 


Neo'Synephrine,  trademark  reg.  U.S.  Pat.  Off., 

brand  of  phenylephrine 


Neo-Synephrine  HCI 

0.25%  Solution 

■ 4 . 

0.25%  Spray  (unbreakable  - 
plastic  squeeze  bottle) 

0.25%  Solution  (Aromatic) 

0. 5%  Solution  r 

1. %  Solution 
0.25%  Emulsion 
0.5%  Jelly 


4 


for  your  cough  prescriptions 

especially  valuable  when  allergic  factor 

IS  suspected  or  present 


• taste  appeals  to  young  and  old 
compatible  with  commonly  prescribed  medications 


Contains  Chlor-Trimeton®  Maleate 
(brand  of  chlorprophenpyridamine  maleate),  2 mg.  per  teaspoonful  (4  cc.). 


^1% 


Ch  LOk-TRIMETON  SyRUP 





• .' '<i>  V.- *^> '.  ' 


m 


• • • I J7  •^*;,‘: 


“.  . . reports  on  its  use  in  patients  with 
pneumococcal  pneumonia,  surgical  in- 
fections, or  urinary  tract  infections  indi- 
cate that  the  oral  administration  of 
tetracycline  is  followed  by  rapid  clinical 
response.  Symptoms,  including  fever, 
largely  cleared  up  within  24  to  48  hours.”^ 

1.  English,  A.  R.;  P’an,  S.  Y.j  McBride,  T.  J.;  Gardockl,  J.  F.;  Van 
Halsema,  G.,  and  Wright,  W.  A.:  Antibiotics  Annual  (1953-1954), 
New  York,  Medical  Encyclopedia,  Inc.,  1953,  p.  70. 

2.  Finland,  M.:  Brit.  M.  J.  2:4846  (Nov.  21)  1953. 


BASIC  chemically 

The  structure  of  this  newest  antibiotic  represents  a 
nucleus  of  modern  broad-spectrum  antibiotic  activity. 

BASIC  clinically 

This  newest  broad-spectrum  antibiotic  has  a 
wide  range  of  action  against  respiratory, 
gastrointestinal,  soft-tissue,  urinary  and  mixed 
bacterial  infections  due  to  pneumococci,  streptococci, 
staphylococci  and  other  gram-positive 
and  gram-negative  organisms. 

“Data  thus  far  available  would  indicate  that  the  use 
of  tetracycline  is  accompanied  by  a significantly  lower 
incidence  of  gastrointestinal  symptoms  . . 

This  newest  broad-spectrum  antibiotic  may  often 
be  used  with  good  success  in  patients  in  whom 
resistance  or  sensitivity  to  other  forms  of  antibiotic 
therapy  has  developed. 


Irand  of  TETRACYCLINE  hydrichlsnds 


BASIC  among  broad-spectrum  antibiotics 


siippliid: 

TETRACYN  TABLETS  (sugar  coated) 
250  mg.,  100  mg.,  50  mg. 


I.  B.  R0ERI6  AND  COMPANY,  Chicago  11,  Illinois 


Dklawake  State  ^Medical  .Touknai. 


To  Brioliten  tlie  Diet . . . 

...to  mahc  ciays  atiA  nights  more  pleasant 
for  the  aged  patient 

An  appetite  stimulant ...  mild  euphoretic. . .appealing 
sedative  at  bedtime. ..a  supplemental  natural 
source  of  minerals,  vitamins,  and  readily  absorbable 
nutriments — these  are  some  of  the  roles  that  wine  can 
play  in  the  daily  diet  of  your  aged  or  convalescent 
patient. 

Few  substances — natural  or  artificial — can  offer  the 
unique  combination  of  qualities  found  in  wine,  the 
traditional  beverage  of  moderation.  Praised  through 
the  ages  for  its  “tonic”  effect,  wine  has  been  Intensively 
studied  since  1939  by  American  laboratory  and  clinical 
investigators.  These  modern  tests  have  revealed  the 
physiological  basis  for  subjective  theories  of  past  years, 
and  are  now  e.xplalnlng  the  action  and  fate  of  wine  and 
its  components  in  the  body. 

M any  of  the  Important  physiological  properties  of 
wine  differ  significantly  from  those  of  plain  alcohol. 
Wine  increases  appetite  and  heightens  olfactory 
acuity.  It  stimulates  the  flow  of  salivary  juices. 
Buffered  by  its  own  natural  salts  and  organic  acids,  it 
provides  a mild,  prolonged  stimulation  of  gastric 
secretion.  This  same  buffer  effect  makes  the  diuresis 
produced  by  wine  a slow,  moderate  one. 

W’  me  IS  also  a ready  and  pleasant  source  of  nutrient 
energy,  and  of  absorbable  iron  and  other  essential 
minerals.  The  vasodilating  action  of  wine  aids  toward 
improving  circulation  and  increasing  cardiac  output. 

i\  bit  of  sherry  or  light  wine  before  meals,  table  wine 
with  luncheon  or  dinner,  or  a glass  of  port  at  bedtime 
can  add  a welcome  touch  of  interest  and  “elegance”  to 
the  daily  routine  of  the  convalescent  and  the  elderly 
patient.  The  day  seems  shorter  and  brighter,  and  the 
night  more  pleasant  and  relaxed. 

For  a few  cents  a day  your  patients  can  have  wines 
produced  from  the  world’s  finest  grape  varieties,  grown 
in  an  ideal  climate  and  handled  with  consummate  skill. 
Research  information  on  wine  is  available  upon  request. 
Wine  Advisory  Board,  San  Francisco  3,  California. 
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RAPID  ABSORPTION -MAXIMUM  THERAPEUTIC  EFFECT 


The  clinical  effectiveness  of  different 
brands  of  mephenesin  tablets  depends  on 
their  rate  of  absorption.  A mephenesin 
tablet  that  disintegrates  slowly  is  ab- 
sorbed slowly.  The  resulting  low  blood 
levels  may  never  produce  a maximum  thera- 
peutic effect.  Results  with  such  a tablet 
are  usually  poor. 


Tolserol  Tablets  are  a result  of  extensive 
study  and  are  formulated  to  disintegrate 
rapidly  for  fast  absorption,  thus  main- 
taining optimum  blood  levels. 

Tolserol 

(Squibb  Mephenesin) 


Complete  information  on  the  use  of  Tolserol  in  muscle  spasm 
of  rheumatic  disorders,  in  neurologic  disorders  and  in  acute 
alcoholism  is  available  from  the  Professional  Service  Department, 
Squibb,  745  Fifth  Avenue,  New  York  22,  N,  Y 


Squibb 
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Meat 


• • • 


and  Adequate  Protein  Nutrition 
of  the  Diabetic  Patient 


Although  formerly  it  was  considered  desirable  in  diabetes  mellitus 
to  hold  protein  intake  only  slightly  above  minimal  requirements  in  order 
to  minimize  metabolic  activity,  present  day  treatment  recognizes  dis- 


lowances of  protein  heighten  the  patient’s  sense  of  well-being,  improve 
vigor,  and  augment  the  organism’s  inherent  protective  forces. 

For  the  adult  diabetic,  desirable  daily  allowances  of  protein  range 
from  1 to  1.5  grams  per  kilogram  of  body  weight.^  To  assure  adequate 
amounts  of  protein  for  growth  and  maintenance  in  diabetic  children, 
allowances  should  range  from  2 to  3 grams  per  kilogram.  Following 
acute  episodes  during  periods  of  inadequate  insulin  treatment,  the  con- 
comitant negative  nitrogen  balance  calls  for  high  protein  feeding  until 
lost  nitrogen  is  restored.  ^ Though  caloric  intake  is  restricted  for  correc- 
tion of  overweight,  protein  allowances  remain  unchanged. 

Meat  ranks  high  among  the  foods  qualified  to  provide  the  desired 
amounts  of  protein  in  diabetic  diets.  In  fact,  meat — because  its  rich 
store  of  protein  is  of  highest  biologic  value — may  well  contribute  a large 
share  of  the  diabetic’s  daily  protein  requirement.* 

In  addition,  meat  also  provides  important  amounts  of  essential  B 
vitamins  and  minerals.  Its  appetite  appeal  goes  far  in  enabling  the 
diabetic  patient  to  stay  on  his  prescribed  diet. 


1.  McLester,  J.  S.,  and  Darby,  W.  J.:  Nutrition  and  Diet  in  Health  and  Disease, 
ed.  6,  Philadelphia,  W.  B.  Saunders  Company,  1952,  pp.  287-299. 

2.  Pollack,  H.,  and  Halpern,  S.  L.:  Therapeutic  Nutrition.  Prepared  with  Collab- 
oration of  the  Committee  on  Therapeutic  Nutrition,  Food  and  Nutrition  Board, 
National  Research  Council,  Publication  234,  1952,  p.  56. 

3.  Cecil,  R.  L.,  and  Loeb,  R.  F.:  A Textbook  of  Medicine,  ed.  8,  Philadelphia, 
W.  B.  Saunders  Company,  1951,  p.  634. 


tinct  benefits  resvdting  from  liberal  protein  alimentation.^  Generous  al- 


The Seal  of  Acceptance  denotes  that  the  nutri- 
tional  statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and  j 
Nutrition  of  the  American  Medical  Association.  •foiiii,’  k***''* 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 


Noteworthy 
for  its 


SAFETY 


A selective  alkaloidal  extract  (alkavervir  fraction)  of 
Veratrum  viride,  Veriloid  presents  these  noteworthy 
features  when  a potent  hypotensive  agent  is  indicated. 
Its  dosage  forms  provide  notable  flexibility  in  treatment. 


• Biologic  assay — based  on  actual 
blood  pressure  reduction  in  mammals 
— assures  uniform  potency  and  con- 
stant pharmacologic  action. 

• Blood  pressure  is  lowered  by  cen- 
trally mediated  action;  there  is  no 
ganglionic  or  adrenergic  blocking, 

• Therapy  is  rarely,  if  ever,  fraught 
with  the  danger  of  postural  hypo- 
tension. 

9 Hypotensive  action  is  indepen- 
ent  of  alterations  in  heart  rate. 

Cardiac  output  is  not  reduced. 

lenal  function,  unless  previously 
5sly  reduced,  is  not  compromised. 

rebral  blood  flow  is  not  decreased, 

rdiac  work  is  not  increased, 

:ardia  is  not  engendered. 

langerous  toxic  effects  from 
ministration,  no  deaths  at- 
ile  to  Veriloid  have  ever 
)orted.  Side  actions  of  sia- 
substernal  burning,  brady- 
lusea,  and  vomiting  (due 
age)  are  readily  overcome 

1.  Kauntze,  R.,  and  Trounce,  J.:  Treatment  of  Arterial  Hyperten- 
sion with  Veriloid  (Veratrum  Viride), Lancet2:1002  (Dec.  1)  1951. 

2.  Wilkins,  R.W.:  Combination  of  Drugs  in  the  Treatment  of 
Essential  Hypertension,  Mississippi  Doctor  5d;359  (Apr.)  1953. 


Tablets 

Slow-dissolving,  scored  tablets  in  2 mg.  and 
3 mg.  potencies;  produce  gratifying  response 
in  many  patients  with  moderate  to  severe 
hypertension;  in  fully  30%  of  patients  this 
response  can  be  maintained  for  long  periods;  > 
combination  with  other  hypotensive  agents 
greatly  increases  this  percentage. 2 Initially, 

9 mg.  daily,  in  divided  doses,  not  less  than 
4 hours  apart,  preferably  after  meals.  Dos- 
age to  be  increased  gradually,  by  small  incre- 
ments, till  maximum  tolerated  dose  is 
reached.  Maintenance  dose,  9to24  mg. daily. 

Solution  Intravenous 

For  immediate  reduction  of  critically  ele- 
vated blood  pressure  in  hypertensive  emer- 
gencies such  as  hypertensive  states 
accompanying  cerebral  vascular  disease, 
hypertensive  crisis  (encephalopathy),  tox- 
emias of  pregnancy;  lowers  blood  pressure 
promptly,  to  any  degree  the  physician 
desires,  and  with  notable  safety,  since 
excessive  hypotensive  and  bradycardic 
effects  are  readily  overcome  by  simple 
means.  Supplied  in  a combination  package 
containing  one  5 cc.  ampul  and  a 20  cc.  vial 
of  diluent,  and  in  boxes  of  six  5 cc.  ampuls. 

Solution  contains  0.4  mg.  Veriloid  per  cc. 

Solution  Intramuscular 

For  maintenance  of  blood  pressure  in  such 
critical  instances,  and  for  primary  use  in 
less  critical  situations  not  showing  the 
same  immediate  urgency.  Provides  1.0  mg. 

Veriloid  per  cc.  in  isotonic  aqueous  solu- 
tion incorporating  one  per  cent  procaine 
hydrochloride.  A single  dose  lowers  blood 
pressure  significantly,  reaching  maximum 
hypotensive  effect  in  60  to  90  minutes.  By 
repeated  injections  (every  3 to  6 hours) 
blood  pressure  may  be  kept  depressed  for 
hours  or  days  if  necessary.  In  boxes  of  six 
2 cc.  ampuls.  Complete  instructions  (dos- 
age and  administration)  with  every  ampul 
of  the  parenteral  preparations  should  be 
noted  carefully. 


and  thereafter  avoided  by  dosage 
adjustment. 

• In  broad  use  over  five  years,  lit- 
erally in  hundreds  of  thousands  of 
patients,  no  other  sequelae  have 
been  reported,  whether  Veriloid  is 
given  orally  or  parenterally. 

• Tolerance  or  idiosyncrasy  rarely 
develops;  allergic  reactions  have  not 
been  encountered.  Hence  tablets 
Veriloid  can  be  given  for  the  long 
course  of  treatment  required  in 
severe  hypertension. 

• Continuing  therapy  with  Veriloid 
has  not  led  to  interference  with  appe- 
tite or  with  excretory  function. 

• Because  of  its  rapidly  induced, 
prolonged  action  (6  to  8 hours) , tab- 
lets Veriloid  provide  around-the- 
clock  hypotensive  effect  from  4 doses 
daily,  make  today’s  dosage  effective 
today,  and  usually  prevent  hyper- 
tensive "spiking”  during  the  night. 

• A notable  safety  factor  in  intra- 
venous administration  is:  the  extent 
to  which  blood  pressure  is  lowered  is 
directly  within  the  control  of  the 
physician. 


I RESEARCH  PRODUCTS  OF 

LABORATORIES)  INC.  S480  Beverly  Boulevard,  Los  Angeles  48,  California 


!innamon -flavored, 

ready-mixed  form  of  fhe  new  antibiotic 
. . stable  18  months  . . . administer  any  time 


It’s  tasty.  It’s  stable.  It’s  Pediatric  Erythrocin 
Suspension — made  especially  for  little  patients. 
Rich  in  cinnamon  flavor,  Pediatric  Erythrocin  has  a sweet  candy- 
like taste  that  children  really  like. 


And  it  works.  Against  common  winter  coccal 
infections.  Against  pyoderma,  erysipelas,  and 
other  infectious  conditions.  Especially  advantageous  against 
staphylococci  — because  of  the  high  incidence  of  staphylococcal 
resistance  to  many  other  antibiotics  and  when  the  patient  is  aller- 
gically sensitive  to  other  antibiotics. 


Gastrointestinal  disturbances  rare.  Pediatric 
Erythrocin  is  specific  in  action — less  likely  to 
alter  normal  intestinal  flora  than  most  other  antibiotics.  No  seri- 
ous side  effects  reported. 


Pediatric  Erythrocin  comes  in  2-fluidounce,  pour-lip  bottles.  No 
mixing  required.  Can  be  administered  before,  after  ^ » 

or  with  meals.  Prescribe  Pediatric  Erythrocin.  (JJtIJDhX 


pediatric 


DOSAGE 

One  5-cc.  teaspoonful  represents 
100  mg.  of  ERYTHROCIN 
25-lb.  child— V2  teaspoonful 
50-lb.  child— 1 teaspoonful 
100-lb.  child— 2 teaspoonfuls 
Every  4 to  6 hours 


TRADE  MARK 


Stearate 


(Erythromycin  Stearate,  Abbott) 


1-95-54 
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WHEN  SYMPTOMS  ARE  DISTRESSING 


BUT  DISGUISED  . . . 


“It  is  strange,”  Malleson  says,  “how  little  clinical  recognition”  has  been  given 
to  the  “negative  behavior”  or  “endogenous  misery”  of  the  woman  with  endocrine 
imbalance.  Largely  accountable  for  this,  of  course,  is  the  patient’s  own  reluctance 
to  discuss  these  symptoms  with  her  physician  until  she  actually  suffers  from  some  of 
the  more  obvious  menopausal  symptoms  such  as  hot  flushes.  Even  then  she  may  become 
so  accustomed  to  her  change  in  feeling  she  can’t  remember  what  it’s  like  to  feel  well.^ 

Changes  in  the  mood  pattern  arc  juLt  a few  of  the  many  distressing  symptoms 
of  declining  ovarian  function  which  are  so  often  disguised  because  they  do  not  always 
coincide  with  cessation  of  menstruation,  and  at  times  will  occur  long  before,  and  even 
years  after.  Other  good  examples  are  insomnia,  headache,  easy  fatigability,  arthralgia 
— and  understandably  so,  when  one  considers  that  the  loss  of  ovarian  hormone  “with- 
draws one  of  the  most  important  metabolic  regulators  of  the  organism.”" 


“Premarin”  is  a preparation  of  choice  for  the  replacement  of  body  estrogen. 
“Premarin”  presents  a complete  equine  estrogen-complex  and  all  the  components 
of  this  complex  are  meticulously  preserved  in  their  natural  form.  This  largely  explains 
why  “Premarin”  net  only  produces  prompt  symptomatic  relief  but  also  imparts  an 
important  “plus”  — the  distinctive  “sense  of  well-being”  that  patients  And  so  highly 
gratifying.  These  benefits  of  “Premarin”  have  made  it  a natural  estrogen  widely 
I>rescribed  by  physicians  . . . and  often  preferred  by  patients. 
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PREMARIN 


has  no  odor 
. . . imparts  no  odor 


Estrogenic  Substances  ( water-soluble ),  also  known  as  conjugated 
estrogens  ( equine),  available  in  both  tablet  and  liquid  form 


].  !\Ialleson,  J.:  Lancet  2:158  (July  25)  1953.  2.  Goldzieher,  M.  A.,  and  Goldzieher,  J.  W.:  Endocrine 
I'reatment  in  General  Practice,  New  York,  Springer  Puldisliing  Company,  Inc.  1953,  p.  23. 
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in  arthritis 

and  allied  disorders 


Its  therapeutic  effectiveness  substantiated  by  more  than  fifty 
published  reports,  Butazolidin  has  recently  received 
the  Seal  of  Acceptance  of  the  Council  on  Pharmacy  and  Chemistty 
of  the  American  Medical  Association. 

In  the  treatment  of  arthritis  Butazolidin  produces  prompt  relief 
of  pain.  In  many  instances  relief  of  pain  is  accompanied 
by  diminution  of  swelling,  resolution  of  inflammation  and  increased 
freedom  and  range  of  motion  of  the  affected  joints. 

Butazolidin  is  imlicated  in; 

Gouty  Arthritis  Rheumatoid  Arthritis 

Psoriatic  Arthritis  Rheumatoid  Spondylitis 

Painful  Shoulder  (including  peritendinitis,  capsulitis,  bursitis,  and  acute  arthritis) 

Since  Butazolidin  is  a potent  agent,  patients  for  therapy  should 
be  selected  with  care;  dosage  should  be  judiciously  controlled; 
and  the  patient  should  be  regularly  observed  so  that  treatment  may  be 
discontinued  at  the  first  sign  of  toxic  reaction. 

Physicians  unfamiliar  with  the  use  of  Butazolidin  are  urged  to  send 
for  complete  descriptive  literature  before  employing  it. 

Butazolidin®  (brand  of  phenylbutazone),  coated  tablets  of  100  mg. 

GEIGY  PHARMACEUTICALS 

Division  of  Geigy  Chemical  Corporation 
220  Church  Street,  New  York  13,  N.  Y. 

In  Canada:  Geigy  Pharmaceuticals,  Montreal 
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A M P H O J E 

ALUMINUM  HYDROXIDE  GEL 


Amphojel  helps  patients  sleep  by  neutralizing  acid  promptly  . . . 
promoting  pain  relief  through  the  night.  A double  dose  at  bedtime 
■will  effectively  control  "night  pain”  in  most  patients. 

Amphojel  is  a double  gel — one  reactive,  for  immediate  buffering  of 
gastric  acid;  the  other,  demulcent,  for  prolonged  coating  of  the 
gastric  mucosa — protection  for  the  granulation  tissue  in  the  ulcer  crater. 


Available:  Suspension:  Bottles  of  12  fl.  oz. 

Tablets:  Boxes  of  30  ( 5 gr.), 

Boxes  of  60  (10  gr.) 


bottles  of  100 


rS) 

Philadelphia  2,  Pa* 
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The  Beet  listing  Aspirin 
you  can  prescribe 


The  Flavor  Remains  Stable 
doiA/ntothe  last  tablet 


Bottleof24tabfetsl5^ 

(S^^re.caeh) 


W'e  will  be  pleased  to  send  samples  on  request 
THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.,  1450  Broadway.  New  York  18,  N.  Y. 
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hard-hitting  antibiotic 

ILOTYCIN 

(Erythromycin,  Lilly) 

especialiy  for  staphylococcus, 
streptococcus,  and 
pneumococcus  infections 

DOSAGE  FORMS: 

Tablets  ‘llotycin,’  100  and  200  mg.  Average 
dose:  200  mg.  every  four  to  six  hours. 


100  mg.  of  ‘llotycin’  (as  the  ethyl  carbonate) 
per  teaspoonful  (5  cc.) 

AVERAGE  DOSE; 

Thirty-pound  child:  One  teaspoonful  every  six 
hours. 

Adults:  Two  teaspoonfuls  every  four  hours. 

IN  60-CC.  BOTTLES 
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MEDICAL  CARE  PROGRAM  FOR  THE 
INDIGENT  IN  PENNSYLVANIA* 

CH.A.UNCEY  L.  Palmer,  M.  D.,  * 
Harrisburg,  Pa.** 

I come  here  at  this  time  possibly  for  a triple 
purpose.  First,  I desire  to  bring  you  greetings 
from  the  Medical  Society  of  the  State  of 
Pennsylvania,  wishing  you  a very  successful, 
pleasant  and  ])rofitable  annual  meeting.  Sec- 
ondly, you  are  now  having  your  164th  Annual 
Meeting,  and  we  have  just  finished  our 
104th  annual  Meeting.  You  are  therefore 
about  sixty  years  older  than  we  are,  and  prob- 
ably we  are  both  candidates  or  subjects  for 
geriatric  treatment — at  least,  in  the  very 
near  future. 

Thirdly,  I come  here  to  discuss  with  you 
the  program  for  the  medical  care  of  the  in- 
digent in  Pennsylvania,  which  has  been  in 
existence  since  1938.  I do  not  desire  to  come 
here  recommending  to  you  the  plan  that  we 
have  in  Pennsylvania  because  I know  nothing 
of  the  percentage  of  indigency  in  your  state. 
I know  nothing  of  your  administrative  code 
in  Delaware.  So  I will  give  this  plan  to  you, 
practically,  on  a factual  basis,  not  with  the 
idea  of  telling  you  that  it  is  the  best  plan  iii 
the  United  States  or  with  the  idea  of  telling 
you  that  you  should  adopt  this  plan  in  your 
particular  state. 

During  the  period  of  years  since  1938,  we 
have  gone  through,  as  you  know,  about  fif- 
teen years  or  so  of  experience.  I have  a great 
deal  of  material  before  me  which  I am  not 
going  to  burden  you  with  by  reading,  but 
which  I am  going  to  discuss  with  you  in  an 
informal  manner,  at  least  the  highlights  of 
the  program,  and  permit  you,  if  you  desire, 
at  any  time  in  this  discourse  to  ask  any  ques- 
tions and  interrupt  me  at  any  time  while  the 
question  is  fresh  in  your  memory. 

First  I should  like  to  go  back  to  the 
history.  Previous  to  1938,  as  you  probably 

•Read  before  the  Medical  Society  of  Delaware,  Wilming- 
ton, October  14,  1953. 

‘•Emeritus  Associate  Professor  of  Medicine,  University 
of  Pittsburgh. 


well  know  in  Delaware,  we  had  the  Federal 
Emergency  Relief  and  the  State  Emergency 
Relief  and  the  County  Emergency  Relief, 
which  included  at  that  time  the  medical  care 
of  those  on  the  rolls  of  the  relief  administra- 
tion. Previous  to  that,  in  Pennsylvania,  we 
had  the  poor  doctor,  who  was  paid  a small 
stipend  to  take  care  of  the  indigent  in  his 
particular  area,  under  the  old  county  ])oor 
board  system. 

After  the  elimination  of  the  Federal  Emer- 
gency Relief  program  and  the  County  Emer- 
gency Relief  program,  and  so  on,  in  Pennsyl- 
vania we  had  in  1935  the  passage  of  a law 
known  as  the  ])ublic  assistance  law.  This  law 
was  put  on  the  statute  books  and  it  provided 
for  the  creation  of  a Department  of  Public 
Assi-stance.  Previous  to  that  time,  as  I s ul,  it 
was  handled  by  the  county  ])Oor  boards  and 
by  the  welfare  department. 

After  this  law  was  pa.ssed  in  1935,  there 
was  a period  of  time  in  which  the  coirnty 
(‘omnrissioners  provided  a small  stipend  to  the 
county  medical  societies  in  various  counties 
of  the  state,  permitting  them  to  administer 
the  program  and  obtain  from  the  fluids 
granted  to  them  by  the  county  commi.s,s’oners 
sufficient  to  iiay  the  bills  of  the  physicians 
rendering  the  service. 

The  original  public  as.sistanc3  law  ])rovided 
that  indigents  should  receive  sufficient  to 
take  care  of  money,  goods,  shelter,  and  burial, 
and  that  they  should  be  provided  with  a rea- 
sonable amount  of  financial  assistance,  or 
material  a.ssistance,  whereby  they  could  live  a 
decent  life,  maintain  a decent  standard  of 
living. 

In  1938,  in  a special  scs.  ion  of  the  Penn- 
sylvania legislature,  the  iMedical  Society  of 
the  State  of  Pennsylvania,  realizing  that 
the  other  activities  along  this  line  had  been 
eliminated,  had  an  amendment  presented  to 
the  public  assistance  law  proviiling,  in  addi- 
tion to  money,  goods,  shelter  and  burial,  that 
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nu'dic-al  earc  should  l)o  provided  to  the  in- 
dio’ent.  Of  eourse,  this  law  provided  that  reii- 
(dations  he  developed,  and  it  was  (piite  an 
extensive  and  eomprehensive  law  indieatinji’ 
exactly  what  should  be  done  so  far  as  the 
lei>al  as])eets  were  eoneerned. 

In  the  administration  of  this  proorani  in 
The  lieji'innino',  and  like  all  tax-supported  pro- 
grams. it  was  difficult  for  the  new  secretary 
of  public  assistance,  which  was  created  by 
this  new  law,  to  determine  how  much  medical 
care  he  should  give  to  the  recorded  indigents 
in  the  state.  At  first  he  thought  the  only  ]>ro- 
visions  he  could  give  them  would  be  medical 
care  and  pharmaceutical  sup])lies.  Then,  of 
course,  the  other,  auxiliary  members  of  the 
profe.ssion,  felt  that  in  as  much  as  they  were 
in  the  program  previously,  under  the  old  Fed- 
eral Emergency  Relief  program,  ami  the 
county  and  state  emergency  relief  ])rogram — 
and  I mean  the  dentists  and  nurses  and  osteo- 
paths and  homeo})aths,  etc. — they  would  like 
to  become  participants  in  the  i)rogram.  Of 
coui'se,  a certain  amount  of  money  was  i)i‘o- 
vided  for  by  the  .state  for  the  purpose  of  pay- 
ing for  these  .services. 

As  a re.sult  of  this  activity,  there  was  then 
.set  up  by  the  law  a I)e])artment  of  Public 
Assistance,  as  I said  before,  and  a Board  of 
Public  Assistance,  which  was  a bi-])artisan 
board  and  is  a bi-partisan  board,  consisting 
of  two  mend)crs  of  each  of  the  ])olitical 
])arties,  and  one  member  representing  the 
pid)lic,  together  with  the  secretary  and  dei>ut\ 
secretary  of  the  department,  and  his  clerk, 
ste)iogT-ai)hei's,  and  so  forth. 

Likewise,  in  each  county  the  (lovernor  ap- 
points a county  board  of  public  a.ssistance, 
made  up  of  the  same  ty])e  of  individual.  Each 
county  boai'd  of  ])ublic  assistance  has  its  ex- 
ecutive director,  its  clerks,  its  office  to  ad- 
miidster  the  i)rogram. 

I’nder  the  regulations,  it  was  provided  that 
Ihe  j)rofessional  groups,  consisting  of  one  rep- 
I'csentative  of  the  Medical  Society  of  the  State 
of  I’eTinsylvaida,  one  of  the  Dental  Society, 
one  of  the  Phannaceutical  Society,  one  of  the 
Homeopathic  State  Medical  Society,  one  of 
the  Osteopathic  State  5Iedical  Society,  one  of 
the  Hospital  As.sociation,  and  so  forth,  should 
be  created  as  what  is  known  as  a State  Heal- 
ing Arts  Advisory  Comnnttee.  This  State 


Healing  Arts  Advisory  rommittce  acts  in  an 
advi.sory  cai)acity  oidy  to  the  I)e])artment  of 
Pid)lic  Assistance,  so  far  as  the  medical  care 
progT'am  is  concei'iied,  regarding  the  indigents 
of  the  .state. 

The  indigents  of  the  .state,  undei-  the 
Depai'tment  of  Public  As.sistancc,  consist  of 
the  old  aged,  the  blind,  the  aid  to  dei)cndent 
children,  and  so-called  general  assistance 
rolls.  These  individuals,  of  course,  are 
screened,  and  their  eligibility  is  determined 
by  investigation  by  so-called  exjTerts  in  the 
department.  So  that  we  know  fairly  well  why 
and  who  are  on  these  rolls.  They  are  the 
ones  who  are  entitled  to  the  medical  care 
program. 

During  the  de])ression  there  were  as  many 
as  a million  on  the  i)ublic  assistance  rolls,  all 
screened  and  all  determined  by  the  so-called 
means  test.  At  the  i>resent  time  there  are 
l)robably  only  in  the  neighborhood  of  130,000 
or  150,000  in  the  entire  .state  of  Pennsylvania 
on  the  so-called  public  a.ssistance  rolls.  These 
individuals  are  entitled  to  medical  care. 

The  County  Board  of  Public  Assistance, 
and  the  County  De])artment  of  Public  Assi.st- 
ance  is  also  authorized  to  create  what  is 
known  as  a County  Healing  Arts  Advisory 
Committee.  This  County  Healing  Arts  Ad- 
vi.sory Committee  is  made  up  of  the  same  rej)- 
resentatives  of  the  .same  organizations  as  the 
State  Healing  Arts  Advisory  Committee. 

In  addition  to  that,  we  recommended  to 
each  county  medical  society  that  they  create 
what  is  known  as  a county  medical  society 
.sub-advisory  committee.  This  committee's 
duties  were  to  see  to  it,  as  well  as  they  could, 
that  individual  physicians  and  others  partici- 
pating in  the  j)rogram,  should  adhere  as  well 
as  jHKSsible  to  the  rules  and  regulations  and 
the  fee  schedule.  At  one  time  in  the  history 
of  this  i)rogram  it  became  nece.ssary  for  the 
coiiidy  healing  arts,  or  the  county  sub- 
advisory committee  of  the  county  medical  so- 
cieties, to  go  over  the  invoices  as  they  were 
presented  to  determine  and  evaluate  whether 
or  not  these  invoices  were  according  to  the 
regulations. 

That,  briefly,  covers  .something  of  the  ad- 
ministration of  the  program. 

In  1938,  when  the  program  first  .started, 
there  was  an  allocation  for  medical  care 
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whieli  included  home  and  office  visit,  home 
and  office  minor  surgery,  home  obstet- 
rical care,  together  with  a certain  group  of 
phai’maceutical  supplies,  some  nursing  care, 
osteopathic  care,  and  a limited  amount  of 
dental  care.  At  that  time  there  was  11  cents 
allocated  for  each  individual  in  each  county 
on  the  public  assistance  rolls. 

This  went  along  until  Jlarch  1939,  at 
which  time  the  amount  was  increased  to  20 
cents  for  each  individual  on  the  public  assist- 
ance rolls.  This  amount  was  retained  in  the 
local  county  dei)artment  of  public  assistance 
for  the  purpose  of  paying  the  services  that 
were  permitted  under  the  law. 

In  the  fall  of  1939  there  was  somewhat  of  a 
seasonal  difference  until  1945,  when  there  was 
a cent  or  two  added.  During  all  this  period, 
the  members  of  the  medical  profession  agreed 
to  accept  a pro-ration.  In  other  words,  this 
amount  was  pooled  in  the  office  of  the  county 
department  of  public  assistance.  As  the  in- 
voices were  presented  in  triplicate  to  the  local 
county  public  assistance  departments,  they 
were  paid  in  full  if  there  were  sufficient  funds 
as  a result  of  the  allocation  which  I men- 
tioned. If  there  were  not  sufficient  funds,  we 
agreed  to  accept  a pro-ration.  In  times  when 
there  might  have  been  an  epidemic,  or  when 
there  was  an  increased  demand  for  these 
services,  for  some  reason  or  other,  we  agreed 
to  acce])t  a pro-ration. 

This  pro-ration  became  so  great,  and  the 
burden  to  take  care  of  these  people  became 
so  great,  that  it  became  necessary  to  again 
change  the  system.  There  are  many  instances 
where  doctors  received  only  20  per  cent  of 
their  presented  invoices,  because  of  the  lack 
of  funds.  Of  course,  this  was  a process  of 
trial  and  error,  and  we  had  to  go  through 
that  particular  period. 

Finally,  in  1945  the  amount  was  increased 
to  40  cents,  and  from  then  on  we  eliminated 
the  pro-ration  and  adopted  the  full  })ayment 
system. 

It  is  difficult  to  determine  and  control  the 
utilization  of  any  particular  tax-sui>ported 
or  government  controlled  program.  The  cross 
currents  of  human  reaction  in  individuals  who 
are  sick,  the  various  types  of  practice  that 
one  doctor  may  have  against  another,  the 
services  that  may  be  demanded  by  these  in- 
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dividuals,  is  extremely  difficult  to  control. 
Of  course,  those  in  charge  of  the  disburse- 
ment of  funds  for  these  services  are  charged, 
and  it  is  their  duty  to  see  to  it,  as  well  as  they 
can,  that  every  dollar  of  tax  funds  that  is 
spent  should  i)roduce  a dollar’s  worth  of  serv- 
ice. 

As  they  go  along  in  the  program,  we  find 
it  difficult,  those  of  us  in  the  ])rofessional 
ranks,  to  try  to  get  into  the  minds  of  the  lay 
administrators  who  are,  very  properly,  hand- 
ling the  situation,  the  idea  that  every  case  is 
an  individual  case,  that  there  are  not  two 
cases  alike,  and  that  therefore  the  treatment 
of  individual  cases  depends  upon  the  skill  and 
judgment  of  the  individual  physician  as  a 
result  of  his  education  and  his  expei'ienee. 

That  is  something  that  is  extremely  diffi- 
cult to  get  to  the  administrators  of  any  gov- 
ernmental tax  suppoited  program.  Naturally, 
they  are  always  hunting  for  some  way  to 
lower  the  cost  of  the  medical  care  program, 
and  to  lower  the  cost  of  the  entire  public 
a.ssistance  i)rogram. 

In  Pennsylvania  there  is  in  the  neighbor- 
hood of  $133,000,000  appropriated  each  bien- 
nium for  the  imrpose  of  carrying  out  the  pro- 
visions in  the  i)ublic  assistance  law.  Of  this 
amount,  there  have  been  at  times  as  much  as 
$2,000,000  spent  for  medical  care,  which  in- 
cluded pharmaceutical  supplies,  nursing  serv- 
ice, clinic  service,  and  .so  on. 

Again,  to  review  a little  of  this  history,  in 
1942  the  dentists’  service  extended  from  ex- 
traction only  to  include  fillings,  necessary 
treatments,  x-ray  examinations,  dentures,  and 
denture  repairs.  In  1945  an  additional  fee  of 
$1.50  per  visit,  home  or  office,  if  complete 
physical  examination,  including  urinalysis, 
was  made.  In  1945  a maximum  charge  per 
patient  for  extractions  increased  from  $5  to 
$15  for  dentists.  Clinics  were  paid  an  in- 
crease of  50  cents  to  $1  per  visit ; nurses  per 
visit  increased  from  95  cents  to  $1.20.  In 
1947  the  fee  for  comi)lete  obstetrical  care,  in- 
cluding delivery  in  the  home,  increased  from 
$25  to  $35,  and  I might  say  that  as  soon  as  a 
patient  entei's  the  hospital  he  then  is  no  longer 
on  the  public  assistance  rolls.  In  1947 
the  dentist’s  maximum  charge  per  patient  for 
extractions  increased  from  $15  to  $25,  and  a 
maximum  charge  for  new  dentures,  upper 
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or  lower,  increased  to  $35.  Nurses'  tees  in- 
erea.sed  from  $1.20  to  $1.35.  Pharmacists  re- 
ceived 50  cents  professional  fee  on  all  pre- 
scrij)tions,  resjardless  of  the  number  of  in- 
iiredients.  Prior  to  this,  for  ju'escriptions  con- 
taininii’  a single  ingredient  the  fee  was  25 
cents.  In  1948  no  maximum  fee  for  extrac- 
tions set  up  for  the  dentist.  The  fee  for  home 
visits  for  |)hysieians  increased  from  $2  to 
$2.50;  for  office  visits  from  $1  to  $1.50.  Pro- 
vision was  made  to  reimhur.se  ])hysieians  for 
actual  cost  of  medication  which  cost  the  physi- 
cian $2  or  more. 

We  have  with  us  many  interesting  figures 
which  I am  not  going  to  quote  to  you  hut 
about  which  I will  just  briefly  say  that  dur- 
ing the  period  from  1938  to  1952,  in  l\Iay, 
the  physicians'  service  increased  from  12.5 
per  cent  of  the  total  ])rogram  to  63.5  per  cent 
of  the  total  ])rogram ; the  dentists'  increased 
from  1.4  to  14.8;  the  clinics'  increased  from 
1.3  to  11.5;  the  nur.ses'  from  .5  to  7.5  i)er 
cent;  and,  strangely  enough,  the  ])harmaci.sts' 
trom  3.3  to  77.9  j>er  cent. 

This  indicates  definitely  the  increased  costs 
of  the  now  drugs,  the  biotics,  iienicillin,  sulfa 
drugs,  and  others.  We  have  no  figures  on  how 
to  determine  whether  or  not  the  administra- 
tion of  these  drugs  in  given  cases  deerea.ses 
the  relief  load.  1 mean  by  that  that  through 
the  administration  of  ])enicillin,  in  the  case 
of  pneumonia,  instead  of  having  the  patient 
sick  as  we  used  to  have,  for  several  weeks, 
and  ])o.ssibly  with  a fatal  termination,  they 
are  now  improved  in  the  course  of  two  or 
(hree  days.  There  are  no  figures  to  tletermine 
whether  that  decreases  the  amount  of  the  re- 
lief load. 

1 have  with  me  certain  rules  and  regula- 
tions which  have  been  adopted  for  a number 
of  years  regarding  what  should  be  done.  1 
don't  think  it  is  necessary  to  read  these  to 
you  because  they  are  i-athei-  extensive.  1 
will  leave  them  with  you  for  the  purj)ose  of 
study.  They  are  intere.sting,  and  they  are 
the  i-esult  of  this  long  period  of  exi)ericnce. 

The  one  item  that  has  come  up  more  than 
any  other  in  the  medical  care  i)rogram  in 
I'ennsylvania  is  the  tieatment  of  the  chronic. 
Accordiiig  to  the  rules  that  are  adopted  by 
the  Department  of  Public  Assistince.  there 
are  allowed  three  visits  a month  on  each 


chronic  case.  A chronic  case  is  defined  as  one 
that  is  probably  going  to  hast  three  months  or 
more. 

It  is  extremely  diffieidt  to  get  individuals 
administering  the  i)rogram  to  undeivstand 
that  there  are  coincidental  infections  that 
take  i>lace  in  chronic  conditions,  that  there 
are  acute  exacerbations,  or  acute  conditions, 
i-esulting  from  the.se  chronic  conditions.  That 
has  been  one  of  the  bones  of  contention  that 
we  have  had  in  Penn.sylvania,  to  determine 
how  many  visits  should  be  made  on  a chronic 
individual. 

Then  we  come  back,  as  1 .said  before,  to 
this  (piestion  of  individual  ca.ses.  As  you 
know,  the  Dnited  States  Suitreme  Court  has 
determined  that  the  respon.sibility  of  the 
physician  is  individual  and  direct  to  his  j>a- 
tient.  In  other  words,  the  Su])ieme  Court 
recognized  in  their  wisdom  that  each  individ- 
ual case  was  a law  unto  itself,  and  the  deter- 
mination of  the  diagnosis  and  treatment  rest- 
ed with  a single  individual,  the  ])hysieian,  as 
a result  of  his  knowledge  and  experience. 

These  j)rograms  that  are  tax  supported  are 
all  subject  to  the  same  factors  that  I have 
mentioned.  It  is  diffieidt  to  standardize  med- 
ical treatment.  It  is  difficult  to  standardize 
living  things,  and  it  is  always  difficult,  even 
more  so,  to  .standardize  medical  care  to  those 
who  are  sick. 

Recently,  after  years  of  discussion  on  this 
program,  the  I)ei)artment  has  sugge.sted,  and 
we  have  been  considering,  many  different 
methods  in  order  to  deci'ease  the  cost  of  the 
medical  care  i)i'ogram.  We  have  been  consid- 
ering going  back  to  the  proration,  which  our 
Committee  on  51edical  Economics  suggested. 
We  have  considered  turning  it  over  to  the 
Blue  Shield  for  their  administration.  We 
have  considered  a number  of  other  things 
that  in  the  opinion  of  those  who  are  admin- 
istering the  j)i'ogram  should  he  done  to  de- 
crea.se  the  cost  of  it.  Recently,  they  have  de- 
cided to  try  in  a very  small  county  in  Penn- 
sylvania. Snyder  County — a county  with 
about  sixteen  doctors,  no  hos])itals,  no  clinics, 
two  dnig  stores — a ])lan  in  which  they  allow 
each  individual  on  relief  $1  ])er  month,  or  if 
it  is  a chronic  case,  they  allow  him  an  addi- 
tional $5.  foi'  the  purj)ose  of  saving  to  make 
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a pool  for  himself  for  the  payment  of  his 
medical  services. 

We  always  have  insisted  upon  the  free 
choice  of  physician  on  a fee  basis.  For  ob- 
stetrical cases  they  allow  $15,  and  some  addi- 
tional allowance  of  $35. 

This  plan  has  been  in  operation  in  this 
small  county  since  July  1st.  Our  Committee 
on  Medical  Economics  feels  that  it  should  be 
tried  for  at  least  a year  before  any  deter- 
mination of  results  can  be  arrived  at,  and 
they  are  wondering,  and  so  are  we,  whether 
or  not  a county  of  this  type,  without  any 
hospitals,  without  any  clinics,  and  with  few 
physicians,  is  going  to  be  a stable  and  a reli- 
able criterion  to  be  used  throughout  the  state 
in  the  various  highly  populated  industrial 
counties  of  the  state.  We  don’t  know. 

This  sounds  good  on  paper.  According  to 
what  we  can  learn  from  the  doctors  and  from 
the  executive  director  of  Snyder  County,  the 
])rogram  is  working  out  to  the  satisfaction 
of  the  doctors  and  the  public,  recipients,  at 
least  up  to  the  present  time.  The  final  result 
cannot  be  determined  until  the  end  of  the 
year,  and  then,  as  I say,  we  are  doubtful. 

I would  suggest  to  you,  and  I will  be  gbd 
to  leave  this  material  with  you,  that  you  give 
very  serious  consideration  and  thought  to  the 
development  of  any  program,  remembering 
that  all  tax-supported  programs  administered 
by  lay  individuals,  who  very  properly  and 
according  to  the  law  must  administer  the  pro- 
gram in  an  economical  way,  have  many  prob- 
lems and  factors  coming  into  the  program 
which  are  not  easily  solved  when  it  comes 
to  the  medical  care  of  the  indigent. 

Remember  also  that  if  you  get  a full- 
fledged  program — I mean  by  that  if  you  get 
a program  which  covers  everything,  which 
gives  each  public  assistance  recipient  the  best 
modern  medical  care,  including  everything — 
it  would  cost  a tremendous  amount  of  money 
for  the  taxpayers  of  your  state.  We  figured 
in  the  beginning  that  if  we  did  this  we  could 
figure  on  at  least  $50  a year  for  each  individ- 
ual, and  with  one  million  on  relief  it  would 
mean  an  expenditure  of  $50,000,000  a year 
in  Pennsylvania  alone  for  the  medical  care 
program,  where  they  only  spent  $2,000,000. 

We  must  rely  considerably  upon  the 
charity  of  doctors.  We  must  rely  considerably 


upon  the  services  of  the  hospitals.  We  must 
rely  considerably  upon  the  services  of  the 
voluntary  health  agencies,  and  everyone  con- 
cerned and  interested  in  the  medical  care  pro- 
gram, if  we  are  going  to  prevent  complete  tax 
supporting  and  complete  government  and 
political  control. 

230  State  Street 


THE  ADMINISTRATION  OF  A MEDICAL 
CARE  PROGRAM  BY  THE  MARYLAND 
STATE  DEPARTMENT  OF  HEALTH 

Mark  V.  Ziegler,  M.  D.** 
Baltimore,  Md. 

I too  want  to  bring  you  greetings,  as  your 
southern  neighbor,  from  the  free  state  of 
Maryland.  I am  also  indebted  to  President 
Washburn  for  his  very  kind  remarks,  and 
his  very  scholarly  presentation  this  morning 
in  reference  to  this  topic.  He  laid  the  ground- 
work for  some  of  the  material  that  I am 
going  to  present  to  you  this  afternoon. 

I am  also  indebted  to  my  distinguished  col- 
league from  the  commonwealth  of  Pennsyl- 
vania for  a similar  presentation  and  for  a 
stage  setting  in  regard  to  medical  care,  much 
of  which  you  will  find  somewhat  similar  to 
what  I am  going  to  describe  for  the  state 
of  Maryland. 

We,  of  course,  are  the  juniors  in  this  or- 
ganization. This  is  your  164th  meeting.  Penn- 
sylvania has  been  in  the  field  of  medical  care 
for  more  than  fifteen  years.  We  in  Maryland 
have  eight  years  of  experience  in  a tax  sup- 
ported medical  care  program  which  1 wa;d 
to  review  with  you  at  this  time.  1 may  e .'en 
have  the  temerity  to  make  some  recommenda- 
tions lor  your  consideration,  not  only  because 
we  think  we  are  on  a sound  foundation  but 
being  the  junior  we  naturally  seem  to  lie  a 
little  bolder. 

A review  of  the  Maryland  Medical  Care 
l^rogram  should  be  helpful  in  outlining  the 
problems  and  accomplishments  of  eight  years 
of  experience  in  operating  a medical  care 
program,  the  first  in  this  United  States  under 
the  supervision  and  direction  of  the  State 
Health  Department. 

♦Read  before  the  Medical  Society  of  Delaware,  Wilming- 
ton, October  14,  1953. 

♦♦Chief,  Bureau  of  Medical  Services  and  Hospitals,  Mary- 
land State  Department  of  Health. 
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Tlie  .Medical  ('are  Act  of  11)45,  which  you 
will  note  is  seven  or  ei"ht  yeai's  later  than  in 
the  slate  of  Pennsylvania,  authorized  the 
State  Health  1 )eiiartinent  to  achninister  a 
prostrain  of  medical  care  for  the  indigent  and 
medically  indi<>'cnt.  1 want  to  ])ause  to  remark 
that  in  [Maryland  we  are  en<>a«ed  in  i)rovidin«' 
a medical  care  service  not  only  to  the  in- 
disjent  hut  to  the  medically  indio’cnt.  This 
paper  that  I am  about  to  read  will  deal  only 
with  the  as])eets  of  the  medical  care  i)ro»ram 
in  so  far  as  it  affects  the  counties  in  Maryland. 
]\ly  eolleao-ue.  Dr.  d.  Wilfrid  Davis,  will  dis- 
eu.ss  with  you  the  i)roirram  as  it  is  operating 
in  Baltimore  City. 

< )rgaxizatk)X  oe  the  Pro(;ram 
The  Act  which  created  a Bureau  of  Medical 
Services  for  the  administration  of  a medical 
care  ])rogiam  also  authorized  the  establish- 
ment of  a ('ouncil  on  [Medical  Care.  This 
Council  advises  the  Health  Department  on 
medical  care  problems,  and  on  policies.  The 
membershi])  of  this  [Medical  Care  Council, 
which  is  very  essential  and  has  been  essen- 
tial to  the  success  of  the  i)rogram  thus  far, 
consists  of  members  of  the  medical,  dental, 
hosj)ital,  nursino'  and  pharmaceutical  jtro- 
fessions.  In  addition,  there  are  repre.senta- 
lives  from  the  State  Boaial  of  Health,  the 
State  Dei)artment  of  Welfare,  and  the  Com- 
missioner of  [Mental  Hygiene. 

The  Director  of  the  State  Dei)artment  of 
Welfare  brings  invaluable  assi.stance  to  the 
Council  on  matters  ])crtaining  especially  to 
the  indigent  j)roblems  in  [Maryland. 

Each  county,  of  which  there  are  ‘23  in 
[Maryland,  has  been  retiue.sted  to  establish 
similar  advi.sory  councils  on  the  local  level, 
these  to  consist  of  the  rei)resentatives  of  local 
goveiTiment,  medical  profe.ssion,  dental  pro- 
fession, and  other  interested  citizens. 

CoXTEXT  OF  TtlE  PrO(;RAM 
In  disctissing  the  county  medical  care  pro- 
gram, it  is  imi)ortant  to  emphasize  that  there 
are  many  other  medical  services  available  to 
I'csidents  of  the  counties  with  limited  in- 
comes. The.se  services  include  the  hospital  in- 
patient ])rogram,  the  hospital  out-patient 
Itrogram,  a)id  the  various  auxiliary  services 
of  the  State  Health  Department. 

The  hospitalization  i)rogram  for  the  in- 
digent and  the  medically  indigent  operates 


in  all  of  the  counties  in  Maryland,  and  the 
eligibility  for  hosi)ital  in-patient  care,  or 
out-patient  care,  is  determined  by  the  De- 
partment of  Welfare,  or,  as  we  refer  to  it, 
the  Dei)aitment  of  Public  Assistance.  The 
hospital  out-])atient  pi'ogram  ])rovides  out- 
'patient  care  in  some  12  of  the  23  counties,  on 
a matching  basis.  Funds  are  matched  by  the 
local  county  authority  with  funds  made  avail- 
able by  the  (ieneral  Assembly  to  provide  for 
hos])ital  out-])atient  care. 

Now,  from  the  standi)oint  of  the  health 
services  of  [Maryland,  which  are  auxiliary  to 
the  medical  care  ])rogram,  we  find  certain 
detinitive  .services  which  include  immuniza- 
tions, clinic  service  with  regard  to  pre-and 
post-natal  care,  special  care  for  certain  dis- 
(a.ses  such  as  the  venereal  diseases,  tubercu- 
losis, and  .services  to  crippled  children. 

The  eleven  branch  laboratories,  which  are 
geographically  located  throughout  the  state, 
furnish  diagnostic  service  not  only  to  the 
private  practitioners  but  to  the  local  health 
units. 

As  m^•  colleague  from  Pennsylvania  men- 
tioned, there  are  many  other  medical  care 
services  which  are  rendered  throughout  the 
state,  and  .some  of  the.se  that  are  notewoihliy 
from  the  standi)oint  of  their  activities  and 
scope  of  .service.  Included  are  the  University 
Hosi)ital  in  Baltimore,  the  Division  of  Voca- 
tional Rehabilitation  of  the  State  Department 
of  Education,  and  many  voluntary  agencies. 
[Many  i)hysicians  and  other  i)i'ofessional  peo- 
l)le  in  the  health  fields  render  a large  volume 
of  services  at  no  cost  to  low-income  patients. 

The  Health  Department  in  Maryland,  with 
the  cooperation  of  physicians,  dentists  and 
pharmacists,  is  endeavoring  to  make  a high 
(|uality  of  service  readily  available  to  meet 
the  needs  of  tho.se  eligible.  Services  have  not 
always  been  com])lete,  ])rimarily  because  of 
lack  of  funds.  In  some  instances,  however, 
csj)ecially  for  dental  care,  the  lack  of  facil- 
ities has  also  been  a limiting  factor. 

It  is  a basic  principle  that  i)reventive  seiw- 
ices  are  to  be  supplied  by  local  health  depart- 
ment and  curative  services  by  the  practicing 
l»hysicians  and  dentists.  The  curative  .services 
fall  in  the  following  categories:  home  and  of- 
fice visits,  drugs,  minor  surgery,  obstetrics, 
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Now,  as  in  the  pollen  season,  allergy  must  be  reckoned  with  as  "perhaps 
the  commonest  cause  of  a stuffy  nose. . And  in  "off-season”  allergic 
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dental  care,  laboratory  and  diagnostic  serv- 
ices, consultation,  and  bedside  nursing  care. 

Local  Administration 

The  policy  of  local  administration  is  ad- 
hered to  by  the  State  Health  Department 
whenever  possible.  The  County  Health  Oft’icer 
is  responsible  for  the  program  in  his  area  and 
sees  that  it  conforms  with  state-wide  policies. 
He  is  supported  by  the  County  Advisory 
Committee  in  adjusting  the  program  to  the 
local  needs. 

The  Health  Officer  reviews  the  applications 
for  care  and  determines  who  are  eligible  for 
care  as  medically  indigent.  The  Health  Of- 
ficer is  responsible  for  authorizing  special 
diagnostic  services  and  may  grant  authoriza- 
tion for  special  medications,  nursing  care  and 
dentures,  within  the  general  policy  of  the 
program.  All  bills  for  services  rendered  are 
reviewed  and  approved  for  payment  by  the 
Health  Officer. 

Problems  that  appear  to  indicate  abuse  of 
the  program  either  by  the  provider  or  recip- 
ient of  service  are  referred  to  the  County 
Advisory  Committee  for  adjudication.  The 
decision  of  these  local  advisory  committees  is 
subject  to  review,  and  in  some  cases  the  de- 
cision is  repealed  by  the  State  Board  of 
Health.  Special  standing  committees  of  the 
County  Advisory  Committee  deal  with  such 
problems  as  eligibility,  professional  dissatis- 
faction, and  patients’  grievances. 

The  Health  Officers  are  all  physicians  and 
are  intimately  acquainted  with  the  health  and 
medical  needs  of  their  counties.  The  Health 
Officer’s  membership  in  the  local  medical  so- 
ciety and  his  close  association  with  the  den- 
tists, pharmacists  and  hospital  staffs  have 
been  an  important  factor  in  promoting  ex- 
cellent working  relationships. 

Eligibility 

The  law  authorizes  care  for  the  indigent 
and  medically  indigent.  The  determination  of 
both  of  these  categories  is  dependent  upon  the 
application  of  a means  test.  Recipients  of 
public  assistance, — those  who  are  receiving 
aid  from  the  Department  of  Welfare  are 
known  as  indigents  — are  automatically 
eligible  for  medical  care.  The  Welfare  De- 
jiartment  indicates  the  fact  that  a person  is 
receiving  public  assistance  and  the  Health 
Officer,  in  turn,  on  the  basis  of  their  recom- 


mendation or  their  findings,  i.ssues  to  the  in- 
dividual a medical  cai'd  which  entitles  him 
to  medical  care. 

Persons  not  receiving  pulilic  assistance  but 
wJio  are  unable  to  pay  for  medical  care  may 
apply  to  the  County  Health  Department  as 
medically  indigents.  The  medically  indigent 
is  a normally  self-supporting  individual,  but 
one  who  is  unable  through  his  own  or  other 
a.'ailable  resources  to  iirovide  himself  and 
Ids  dependents  wdth  proper  medical  care  with- 
out dejiriving  himself  and  his  dependents  of 
the  necessities  of  life.  Although  income  and 
resources  are  the  irrimary  factors  in  deter- 
mining eligibility,  the  Health  Officer  may 
make  exceptions  for  social,  medical  or  eco- 
nomic factors.  Currently,  the  income  scales 
for  determining  the  medically  indigent  are 
approximately  equal  to  maximum  welfare 
grants. 

Financial  Aspects 

The  State  Department  of  Health  in  admin- 
istering the  program  subscribes  to  the  prin- 
ciple of  private  practice  by  individual  prac- 
titioners. The  patient  may  select  his  physician 
and  the  physician  is  free  to  accept  or  reject  a 
patient.  Payments  are  on  a fee  for  service 
basis  following  a uniform  state-wide  fee 
schedule  adopted  after  consultation  with  the 
respective  professions. 

The  Medical  Care  Program  consists  mainly 
of  general  practitioner’s  care  in  the  home 
and  office.  No  payment  is  allowed  for  services 
to  hospitalized  patients,  except  for  obstet- 
rical care.  The  fees  allowed  for  special  serv- 
ices performed  in  the  office,  such  as  reduction 
of  fractures,  are  50  per  cent  of  the  Blue 
Shield  fee  schedule. 

The  standard  fee  for  an  office  visit  is  $2.00 ; 
for  a home  day  call,  $3.00 ; for  a home  night 
visit,  $4.00.  Payment  is  allowed  for  travel 
and  additional  patients  seen  on  a home  call. 
The  program  pays  $35.00  for  a delivery.  No 
payment  is  allowed  tor  pre-natal  or  post- 
])artum  care,  as  this  care  may  be  obtained 
from  the  Health  Department.  Payment  is 
also  provided  for  consultation  services. 

Dental  services  are  included,  preference 
being  given  to  services  for  children  and 
young  adults.  Provision  is  made  for  fluoride 
treatment  for  children.  The  provision  of  den- 
tures is  subject  to  prior  authorization. 
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The  pro«ram  inehules  i)ayinent  for  dru<>s 
eosTiii"  more  than  50  cents  dispensed  l)v 
])hysicians  and  for  prescriptions  filled  by  li- 
censed pharmacies. 

Blaid\S  which  serve  both  as  a pi‘escri])tion 
and  pharmacist's  invoice  are  supplied  by  the 
Health  Department  for  the  physician's  use 
in  ]>rescrihin«-  drugs.  The  i)rogram  ])ays  for 
the  wholesale  co.st  of  the  ingredient,  ])lus  the 
cost  of  the  container,  plus  a i)rofe.ssional  fee. 

If  laboratory  services  are  not  available 
from  the  central  or  branch  laboratory,  they 
may  he  furnished  by  the  i)hysician,  or  hos- 
l)ital,  payments  being  made  in  accordance 
with  an  api>i'oved  fee  schedule. 

Bilmnus 

The  i)rocedure  for  billings  is  that  at  the 
end  of  each  month,  ]>hysicians  and  dentists 
submit  to  the  County  Health  Officer  a brief 
ie])ort  of  services  rendered  for  each  patient 
they  have  treated  during  the  month.  The 
pharmacists  submit  the  original  prescription 
and  I'etain  a tile  copy.  The.se  reports  are  re- 
viewed and  ai)i)roved  by  the  Health  Officer, 
who  forwards  them  to  the  State  Office  for 
jiayment.  The  reports  serve  not  only  as  the 
billing  but  also  as  an  accounting  mechanism 
lor  the  payment,  and  as  a basis  for  statistical 
leview  and  analysis.  The  use  of  punch  cai'ds 
and  mechaiucal  tabulating  machinery  makes 
it  ])ossible  for  the  Department  to  pay  its  pro- 
fessional ])artici])ants  ])rom[)tly,  and  ])ay- 
ments  are.  for  the  most  part,  accurate. 

Bxi’enditures 

The  ^Maryland  (k)unty  Medical  (hire  Pro- 
gram is  operating  o!i  an  appro])riation  for  the 
current  fiscal  year  of  .$(149,549.  This  aj)pro- 
jnaation  is  divided  into  monthly  allocations 
which  are  determined  on  the  basis  of  ])ast 
expei'ience  and  reflect  seasonal  variation.  For 
example,  in  the  months  of  duly  and  August, 
there  are  fewer  dollars  allocated  to  this  fund 
than  in  the  month  of  March.  If  the  cost  of 
the  service  rendered  under  the  program  in 
any  month  exceeds  available  funds,  payments 
for  professional  sei'vices  may  be  pro-rated. 
My  colleague  from  l^ennsylvania  also  refen-ed 
to  the  ]>ro-ration.  We  have  had  to  resort  to 
])ro-ratioti  of  payments  even  under  this  re- 
duced fee  schedule  on  two  occasions  in  Mary- 
land. 

Any  surj)lus  funds  available  after  the 


monthly  hills  are  ]>aid  becomes  available  for 
use  in  succeeding  months. 

In  order  to  live  within  the  resources  of  the 
modest  ap])ropriation  during  the  current 
fi.scal  year,  a sy.stem  of  limited  enrollment 
was  instituted  on  duly  1,  1953.  Within  this 
appro})riation,  we  have  set  aside  a nominal 
contingent  fund  to  meet  unusual  hardshij) 
cases.  It  is  indeed  gratifying  to  hear  reports 
from  several  counties  that  many  j)hysieians 
have  agreed  to  care  for  the  needy  ill  without 
reimbursement  from  the  tax-sui)ported  pro- 
gram. 

Fiuler  the  limited  enrollment  i>lan,  pref- 
erence is  given  to  persons  already  on  the  rolls. 
New  api>licants  are  reviewed  for  eligibility, 
as  in  the  past,  and  their  names  are  i)laced  on 
waiting  lists  until  a vacancy  occurs.  A fur- 
ther study  is  being  made  of  i)er.sons  whose 
names  are  on  the  waiting  lists  and  their  need 
for,  and  I'eceipt  or  non-receipt,  of  medical 
services  during  the  waiting  peiiod.  In  this 
way  it  is  hoped  to  obtain  a ])icture  of  the 
unmet  need. 

For  1952,  the  year  just  closed,  with  a 
county  ])opulation  of  1,491,095,  the  expend- 
itures totaled  .$714, ()()().  This  amount  of  money 
is  at  the  rate  of  4S  cents  ])ei‘  capita  of  the 
])opulation  of  the  counties.  Of  the  total 
amount  that  was  expended  during  lt)52,  41 
])er  cent  was  to  i)i'ovide  care  to  the  medically 
indigent.  The  average  cost  per  i)atient  for 
all  services  during  the  year  was  $27.52.  Serv- 
ices were  i)rovided  to  25,931  recipients  of 
medical  care,  and  of  this  number  there  were 
14,875  indigents  on  public  assistance  rolls 
and  11,05G  medically  indigent. 

In  ^Maryland  we  spend  the  medical  care 
dollar  as  follows;  The  i)hysician  receives  G5 
cents  of  every  medical  care  dollar;  the  den- 
tist receives  G cents,  the  pharmacist,  28  cents, 
and  for  special  diagnostic  services,  1 cent. 

Patient  costs  tend  to  increase  with  age  up  to 
age  G5,  with  the  exception  of  the  pre-school 
age  children,  who  showed  a higher  co.st  per 
i)atient  than  the  school  age  group. 

During  1951  a new  out-patient  program 
was  inaugurated  in  the  counties.  This  pro- 
gram, financed  on  the  basis  of  matching  state 
and  county  funds,  is  gradually  taking  over 
most  of  the  out-patient  diagno.stic  and  clinic 
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services  formerly  provided  under  the  County 
IMedical  Care  Program.  Currently,  12  out  of 
the  23  counties  are  participating. 

Professional  Participation 

Now,  in  regard  to  the  professional  partici- 
pation, I mentioned  that  each  person  who  is 
eligible  for  care  has  the  free  choice  of  physi- 
cian, and  each  physician  has  the  right  to  ac- 
cept or  reject  a patient.  As  has  already  been 
mentioned,  jiarticipation  in  the  program  by 
physicians,  dentists  and  pharmacies  is  on  a 
voluntary  basis.  During  1952,  864  physicians, 
282  dentists  and  351  pharmacies  rendered 
service.  This  is  a substantial  pro]>ortion  of 
the  available  practicing  professional  person- 
nel. In  general,  there  is  almost  complete  par- 
ticipation in  more  rural  areas  but  this  tends 
to  drop  off  in  the  more  metropolitan  sections 
of  the  .state. 

These  figures  that  I have  given  you  include 
47  Delaware  physicians,  3 Delaware  dentists, 
and  7 Delaware  pharmacies  which  are  on  the 
border  of  Maryland.  The  program  also  pays 
Ijhysicians  in  Virginia  and  in  Pennsylvania 
for  services  rendered  persons  who  are  eligible 
for  care  on  the  medical  care  program. 

The  bulk  of  the  care  rendered  under  the 
program  is  physicians’  service,  as  this  totaled 
65%  of  the  total  cost,  or  approximately  $465,- 
000.  Actually,  the  $8,600  spent  on  .special 
diagnostic  and  clinic  services  also  represents, 
in  large  part,  services  rendered  by  physicians. 
The  majority  of  physicians’  services  were 
calls.  About  90%  of  the  payments  to  physi- 
cians went  for  approximately  180,000  office, 
home  day  and  home  night  calls.  About  two- 
thirds  of  the  calls  were  office  calls,  and  one- 
third  home  calls.  Nearly  $20,000,  or  4.2%, 
of  payments  to  physicians  was  for  obstetrical 
care,  consultant  service,  x-rays  and  labora- 
tory, and  performed  by  practicing  jihysi- 
cians,  and  about  $14,000,  or  3%,  went  for 
drugs  dispensed  directly  to  patients  by  physi- 
cians. 

Of  the  amount  of  money  that  was  earned 
by  Delaware  physicians,  there  were  16  that 
rendered  service  during  the  past  year  who 
hold  account  numbers  with  the  Maryland 
.State  Department  of  Health.  These  16  phy.si- 
cians  rendered  service  to  Maryland  patients 
aggregating  the  .sum  of  $2,815. 

Pharmacy  .Services.  Drugs,  both  pre- 


scribed and  dispensed,  accounted  for  nearly 
30  per  cent  of  all  exiienditures.  The  ratio  of 
expenditures  for  pharmacy  services  to  ex- 
penditures for  physicians’  services  was  ap- 
proximately 1 to  2.3.  On  the  average,  70  jire- 
.scriptions  were  filled  for  each  100  physicians’ 
calls.  The  average  cost  of  a prescription  dur- 
ing the  year  was  $1.57.  .Since  the  inception  of 
the  program,  there  has  been  an  upward  trend 
in  the  cost  of  prescriptions,  in  the  numlier  of 
prescriptions  written  per  physician’s  call,  and 
in  the  percentage  of  the  medical  care  dollar 
spent  for  drugs. 

Dental  .Services.  During  the  year,  dental 
services  accounted  for  only  six  per  cent  of 
the  total  expenditures.  Extractions  account 
for  the  majority  of  dental  services  provided. 
However,  more  money  was  spent  for  dentures 
than  for  extractions.  On  the  average,  about 
one  filling  was-  made  for  fwo  extractions. 
Observations 

Here  are  some  of  tlie  obseiwations.  It  may 
be  stated  that  the  administration  of  a pro- 
gram of  medical  care  for  low  income  groups 
by  a .State  Health  Department  has  been  gen- 
erally successful. 

The  program’s  acceptance  by  patients  is 
evidenced  liy  its  wide  use  by  them  and  by  the 
findings  of  a jiatient  opinion  survey  made 
some  time  ago  by  the  State  Planning  Com- 
mission. The  major  feeling  on  the  part  of 
patients  seems  to  be  one  of  gratitude  for  the 
availability  of  medical  care  and  a sense  of 
security,  occasioned  by  the  possession  of  a 
medical  care  card. 

That  the  program  is  accepted  by  the  med- 
ical and  other  health  ])rofes.sions  can  clearly 
be  seen  from  the  extremely  wide  iiarticipation 
in  the  iirogram  (up  to  100%  in  a number  of 
counties).  Physicians  and  others  seem  to  feel 
that  the  iirogram  offers  what  they  wish  in  a 
tax-.supported  program  for  low  income 
groups,  i.e.,  free  choice  of  physician,  fee-for- 
service  payment,  a minimum  of  red  tape,  and 
a voice  in  the  policies  of  the  program. 

On  the  Medical  Care  Council  there  are  phy- 
sicians appointed  by  the  State  (Medical  So- 
ciety ; physicians  apiiointed  by  the  two  medi- 
cal schools ; in  addition  to  the  representatives 
from  the  Department  of  Public  Welfare.  This 
Council  has  been  most  active  in  directing  the 
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l)olicies  iiiul  makin«'  its  nH'omniciulations  to 
ihe  State  Itoard  of  Health  tor  the  administra- 
tion of  tliis  progiam. 

The  aeeeptanee  of  the  ]>ro<>T'ain  by  the  pnl)- 
lie  as  a wliole,  and  particularly  as  typitied  by 
the  legislature,  is  not  so  clear.  The  opinion 
survey  mentioned  above  showed  that  few 
people  not  directly  conceined  with  the  pi'o- 
yram  had  heard  of  it.  The  legislature  for  the 
pa.st  few  years  has  made  serious  cuts  in  the 
appropriation,  hugely  at  the  instioation  of  a 
few  members,  indicatino'  a lack  of  under- 
standin<>-  of  its  problems. 

It  may  be  stated,  in  conclusion,  that  while 
the  i)ro>>ram  has  achieved  a measure  of  suc- 
ce.ss  in  meeting’  the  medical  care  needs  of  low 
income  citizens  to  the  mutual  satisfaction  of 
its  clients  and  its  i)iofessional  i)artici])ant,  it 
has  largely  failed  to  intei'i)rct  its  needs  and 
its  ])rohlems  to  the  |)uhlic  in  »eneral,  and  to 
the  legislature  in  pai'ticular. 

I want  to  susi«est  two  thiiifis  for  your  con- 
sideration. One  is  that  in  any  pro<>ram  that 
you  are  about  to  embark  upon  in  Delaware  to 
I)rovide  medical  care  for  the  indigent  or  for 
the  medically  indigent,  it  should  be  one 
which  is  s])onsored  by  the  organized  medical 
pi'ofe.ssion. 

The  second  thing,  I think,  that  has  con- 
tributed much  to  the  success  of  our  program 
in  Maryland  has  been  the  IMedical  Advisory 
Oouncil,  and,  as  1 mentioned  before,  this 
Council  has  taken  itself  (piite  seriously.  They 
have  met  regularly  monthly  ever  since  the 
program  has  been  organized,  and  they  have 
prejjared  documents  for  the  review  of  the 
State  Board  of  Health  in  I'egard  to  the  oper- 
ation of  the  i)rogram.  Most  of  the  recom- 
mendations are  acce])ted  in  their  entirety 
by  the  State  Hoard  of  Health. 

So,  as  I .say,  the  one  suggestion  that  I have 
to  make,  in  addition  to  reading  ovei-  the 
coj)y  of  the  law  that  1 will  leave  with  you, 
Mr.  Biesident,  is  to  see  to  it  that  any  pro- 
gram is  supported  by  the  inedical  pi'ofession. 
In  .Maryland,  the  act  came  into  being  be- 
cause of  its  being  sponsoi'ed  by  the  medical 
])rofession  as  a means  of  providing  medical 
I are  to  the  needy  within  the  state. 

2411  -V.  ('Iiarles  street 


THE  BALTIMORE  CITY  MEDICAL 
CARE  PROGRAM 

•I.  WiLFHii)  Davis,  ,M.  D.** 

Baltimore,  IMd. 

A medical  care  ])rogram  in  its  design  and 
operation  should  be  jiatterned  to  meet  the 
needs  of  the  jiopulation  to  be  covered  and 
Hilly  utilize  all  medical  care  facilities  avail- 
able. It  follows  that  a medical  care  jirogram 
which  serves  one  community  admirably  may 
not  be  the  best  jirogram  for  another  com- 
munity. We  have  proceeded  on  this  funda- 
mental principle  in  Maryland  where,  with- 
out conflict,  there  is  one  kind  of  medical  care 
j)iogram  for  the  counties  of  the  State  and  a 
somewhat  different  variety  for  the  City  of 
Baltimore. 

The  two  Maryland  jirograms  of  medical 
care  are  often  presented  side  by  side  by  their 
proponents  but  never  have  the  administrators 
of  the  programs  urged  the  extension  of  either 
jirogram  to  include  the  whole  of  the  State. 
Although  careful  study  and  experience  indi- 
cate that  the  Baltimore  City  IMedical  Care 
Program  is  be.st  adajited  to  the  medical  needs 
and  resources  of  that  city  .some  elements  of 
it  could  not  ])ossibly  be  adopted  in  the  rural 
counties  under  limitations  existing  there. 

POIU  I.ATION  SeHVEI) 

Baltimore  has  a poimlation  of  about  one 
million.  Of  this  pojmlation  20,000  jiersoms, 
-V'2  PPi'  ‘>f'  the  total,  are  on  the  rolls  of 
the  (hty  Department  of  Public  Welfare  as 
recijiients  of  ])ublic  assistance.  It  is  to  this 
grou])  of  2o,000  individuals  on  relief  rolls 
that  the  Baltimore  City  Medical  Care  Pro- 
gram is  confined. 

In  their  characteristics  the  group  of  people 
under  the  Baltimore  iMedical  Care  Program 
differs  from  the  general  population  of  the 
City  in  several  respects.  Bach  individual,  ex- 
ce])t  the  mothers  of  dependent  children,  is 
classified  as  unemployable.  Many  persons  are 
unable  to  work  becau.se  of  illness;  others  are 
unable  to  su])port  themselves  because  of  their 
age — they  are  too  young  or  too  old  to  he  .self- 
supporting.  ('hildren  under  lo  years  of  age 
comiu'ise  40  per  cent  of  tho.s(‘  served  by  the 
l)rogram  while  14  per  cent  are  over  (io  years 
of  age.  Over  three-(piarters  of  the  grouj)  are 

•Read  before  the  Medical  Society  of  Delaware.  Wilming- 
ton. October  14,  1953. 

••Director,  Medical  Care  Section,  Baltimore  City  Health 
Department. 
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Negroes  nearly  all  of  whom  are  poorly  housed 
in  the  most  densely  crowded  section  of  the 
City.  The  extremely  limited  Welfare  grant 
makes  it  difficult  for  recipients  to  support  a 
standard  of  living  conducive  to  good  health 
or  to  maintain  quarters  suitable  for  the  care 
of  the  ill. 

Medical  Care  Facilities  Comparatively 
Abundant 

The  medical  requirements  of  the  recipients 
of  public  assistance  in  the  23  counties  of 
Maryland  are  probably  not  very  different 
from  those  of  the  Welfare  population  in  the 
City  of  Baltimore.  However,  fortunately  for 
indigent  and  other  Baltimoreans,  the  medical 
care  resources  for  meeting  those  needs  are  far 
greater  in  the  City.  It  is  this  difference  in 
available  resources  that  is  chiefly  responsible 
for  the  programs  being  different-  The  astute 
planners  of  the  Baltimore  City  Medical  Care 
Program,  the  Committee  to  Study  the  Med- 
ical Care  Needs  of  Baltimore  City,  in  their 
study  carried  on  during  the  two  years  period 
from  1944  to  1946,  recognized  these  Balti- 
more advantages  and  in  a skillful  and  states- 
manlike manner  planned  to  utilize  them  fully. 

Some  of  the  medical  care  resources  which 
Baltimore  possesses  in  abundance  as  com- 
pared with  the  counties  of  Maryland  are  (a) 
hospitals,  (b)  laboratories  of  various  kinds 
and  (c)  specialists. 

For  many  years  the  hospitals  of  Balti- 
more have  been  an  important  element  in  pro- 
viding medical  care  to  the  indigent  popula- 
tion. Outpatient  departments  of  the  hospitals 
have  had  long  experience  in  this  field  and 
most  of  the  older  recipients  of  public  assist- 
ance have  benefited  by  their  help  and  are  ac- 
customed to  their  use.  Two  of  the  hospitals 
are  large  teaching  institutions,  one  connected 
with  the  Medical  School  of  the  University  of 
Maryland  and  the  other  with  the  Medical 
School  of  the  Johns  Hopkins  University. 
These  hospitals  have  particularly  large  and 
well  qualified  staffs  of  specialists  and  excel- 
lent clinical  laboratories  and  similar  facil- 
ities to  supplement  or  augment  the  services 
of  the  physician  engaged  in  general  practice. 
If,  in  comparing  the  two  Maryland  Medical 
Care  Programs  these  Baltimore  advantages 
are  kept  in  view,  it  will  be  easy  to  under- 
stand why  two  kinds  of  Maryland  medical 


care  programs  were  evolved  and  are  now  in 
operation  side  by  .side. 

The  planners  of  the  Baltimore  City  Medical 
Care  Program,  all  of  them  Baltimoreans  and 
many  of  them  medical  doctors,  after  careful 
location  and  evaluation  of  the  medical  care 
needs  of  the  indigent  population  of  Baltimore 
and  an  assessment  of  the  resources  at  hand 
to  meet  these  needs,  charted  a course  for  the 
Baltimore  Medical  Care  Program  which,  with 
few  exceptions,  has  been  followed  since  the 
Program  went  into  operation  in  June  1948. 

Services  Available 

The  services  available  for  persons  under  the 
Baltimore  Medical  Care  Program  include  (a) 
initial  general  physical  examination,  (b) 
home  and  office  care  by  the  personal  physi- 
cian of  the  person’s  choice,  (c)  diagnostic 
and,  if  necessary,  treatment  services  by 
specialists  at  hospitals  freely  available  at  the 
request  of  the  personal  physician,  (d)  labora- 
tory and  X-ray  services,  (e)  necessary  eye- 
glasses, (f)  limited  dental  care,  (g)  all  drugs 
and  some  medical  supplies. 

The  program  does  not  include  hospital  in- 
patient services. 

Organization  for  Providing  Services 

The  Baltimore  City  program  under  a plan 
legally  required  to  be  approved  by  the  State 
Board  of  Health  is  administered  by  the  Balti- 
more City  Health  Department  through  its 
Medical  Care  Section.  A committee  advisory 
to  the  Commissioner  of  Health  has  twenty 
members  with  the  medical  profession  well  rep- 
resented. 

The  personal  physician  chosen  by  the  per- 
son under  the  program  is  the  important 
keystone  in  furnishing  medical  service.  Ap- 
proximately 300  have  been  chosen  and  agreed 
to  be  responsible  for  referred  persons.  This 
number  does  not  represent  all  physicians  will- 
ing to  participate  in  the  program.  Previously 
it  has  been  pointed  out  that  over  three- 
quarters  of  the  population  served  are  Negroes 
living  in  a congested  area.  As  there  are  not 
more  than  90  Negro  physicians  practicing  in 
the  city  and  as  most  Negroes  choose  a neigh- 
borhood Negro  doctor  as  their  personal  physi- 
cian a large  responsibility  is  carried  by  this 
small  medical  group.  At  present  the  largest 
number  of  persons  for  whom  one  physician 
is  responsible  is  888. 
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Seven  lai’fie  hospitals  under  the  terms  of  a 
eontraet  with  the  ('oinmissioner  of  Health 
conduet  s]>eeial  medical  eare  elinies  within  or 
near  their  outpatient  departments.  The 
lar>rest  of  the.se  clinics  is  at  the  Jolins  llo])- 
kins  llos])ital;  it  is  resjjonsible  for  10,000  of 
tlie  ‘28,000  ])ersons  ])rescntly  under  the  ]>ro- 
•iram.  Each  medical  care  clinic  has  an  ad- 
visory committee. 

There  are  api)roximately  doO  pharmacies  in 
Haltimore.  All  of  them,  as  far  as  is  known, 
are  willing  to  fill  Medical  (fare  Program  pre- 
scriptions. 

Procedure 

Each  ])crson  ui)on  admission  to  City  Wel- 
tare  Department  rolls  is  notified  that  he  is 
eligible  to  receive  medical  .services  under  the 
Baltimore  City  iMedical  Cai'e  Program  and  is 
given  instructions  concerning  it.  He  is  a<l- 
vi.sed  to  go  to  one  of  six  large  hospitals  and 
give  the  name  of  the  physician  in  his  neigh- 
borhood from  whom  he  wkshes  to  receive  home 
or  office  care  when  ill.  Al.so  at  the  hospital 
the  ])erson  receives  a general  i)hysical  exam- 
ination including  all  necessary  laboratory 
and  X-ray  examinations.  The  lesidts  of  the 
examination  and  advice  regarding  any  need 
for  treatment  or  special  supervision  are  sent 
by  the  hospital  to  the  personal  physician. 
Thereafter  the  per.sonal  physician  may  ap]dy 
to  the  hospital  for  any  necessary  examina- 
tion or  advice  by  a specialist,  and  for  ain 
needed  laboratory  or  X-ray  exannnations. 
When  treatment  by  a specialist  is  re(iuired 
by  an  ambulatory  patient,  such  treatment  is 
ju-ovided  through  the  hos])ital.  Drugs  are 
])rovided  by  the  neighborhood  ])harmacist. 
Each  person  eligible  for  services  under  the 
Baltimore  City  Medical  (fare  Program  is  kept 
supplied  with  au  up-to-date  identification 
card  showing  his  eligibility. 

Method  of  Payment  for  Services 

Physicians  and  hospitals  providing  .sendce,> 
under  the  Baltimore  (fity  Medical  (hire  Pro- 
gram are  paid  on  a capitation  basis  (piartcrly 
in  advance.  For  all  persons  choosing  him  as 
their  ])er.sonal  physician,  whether  they  are 
sick  or  well,  the  jiliysician  is  paid  at  the  rate 
of  $7.00  per  person  per  year  and  the  hospital 
to  which  the  pei’sons  are  referred  I'eceives 
jiayment  at  the  rate  of  $10.00  per  cajiita  per 
annum. 

When  the  planners  of  the  program  recom- 
mended payment  of  jiliysicians  on  a capitation 


b.asis  they  had  .just  comi>leted  a study  which 
showed  that  half  the  jiracticing  jibysicians  in 
Baltimore  had  no  hospital  affiliations  and  thus 
were  without  the  benefits  of  close  as,sociation 
with  members  of  the  staff's  of  the  large  teach- 
ing, and  other,  hosjiitals.  Obviously,  the 
program  should  avoid  financial  barriers  to 
ea.sy  consultation  between  general  jiraeti- 
tioners  and  hospital  physicians.  It  was 
hoped  that  by  the  help  of  the  medical  care 
clinics  closer  association  of  this  kind  would 
lie  brought  about  and  the  benefits  derived 
therefrom,  both  to  the  general  practitioner 
and  the  hosjiital  physician,  would  be  condu- 
cive to  higher  standards  of  practice  generally. 
This  objective  has  not  been  fully  achieved  but 
progress  has  been  made. 

Drugs,  eyeglasses  and  dental  care  are  paid 
for  on  a fee  for  service  basis  following  sched- 
ules agreed  uiion  by  those  providing  the  serv- 
ices. 

( 'OST 

For  the  year  Ibb'd  the  distribution  of  ex- 
pi'uditnres  by  type  of  service  and  ]>roportion 
of  each  typo  to  total  expenditure  is  shown 
below. 

Percent 
Expenditure  of  Total 

Hospitals  for  Medical  Care 

Clinic  Services  $242,542.80  39.4 

Hospitals  for  Emergency 

Dental  Treatment  Services  23,310.07  3.8 

Physicians  for  Home  and 

Office  Services  148,260.90  24.1 

Pharmacies  151,874.81  24.7 

Opticians  1,593.60  .3 

Administration  47,728.50  7.7 

$615,310.68  100.0 

Below,  for  19o2,  there  is  shown  the  distribu- 
tion of  ex])enditures  by  tyjie  of  service  and 
amounts  jier  person  a.ssigned.  The  mean 
number  of  jiersons  assigned  to  the  medical 
care  clinics  during  the  year  was  24,254. 

Expenditure 
per  Person 


Expenditure 

Assigned 

Hospitals  for  Medical  Care 

Clinic  Services  

$242,542.80 

$10.00 

Hospitals  for  Emergency 

Dental  Treatment  Serv- 

ices 

23,310.07 

.96 

Physicians  for  Home  and 

Office  Services  

148,260.90 

6.11 

Pharmacies  

151,874.81 

6.26 

Opticians  

1,593.60 

.07 

Administration  

47,728.50 

1.97 

$615,310.68 

$25.37 

It  will  be  noted  that  the  co.st  of  drugs  is 
very  high.  Dui'ing  the  year  1952  with  an  av- 
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eiage  number  of  24,254  persons  under 
the  program  a total  of  99,600  prescriptions 
was  filled.  For  tliis  period  the  average  cost 
of  a prescription  was  .$1.52  and,  as  shown 
above,  the  average  drug  cost  ]ier  person  was 
$6.26.  The  reduction  of  drug  costs  is  a prob- 
lem which  still  faces  us  without  a satisfactory 
solution. 

Reception  by  Physician  .and  Patient 

Apparently  Baltimore  physicians  are  satis- 
fied with  the  Program.  Also  few  complaints 
are  received  from  patients  regarding  physi- 
cians' services.  Just  a year  ago  The  Baltimore 
IMedical  Society  at  a well  attended  meeting 
unanimously  passed  a resolution  approving 
the  continuance  of  the  Program  and  giving  a 
A'ote  of  confidence  and  its  approval  and  sup- 
port to  the  Commissioner  of  Health,  the 
director  of  the  Program  and  all  those  par- 
ticipating in  making  the  program  a success. 
In  general,  demands  tor  services  have  not 
been  excessive. 

Conclusion 

No  claim  is  made  that  the  Baltimore  City 
IMedical  Care  Program  is  perfect  or  even 
lhat  it  is  providing  more  or  better  service 
than  the  programs  set  up  to  serve  a similar 
purpo.se  in  other  communities.  Certain  fea- 
tures of  the  Program  have  been  sources  of  par- 
ticular satisfaction,  however.  It  has  been  a 
demonstration  that  a community,  awake  to  its 
medical  care  problems,  can  survey  largely 
through  the  efforts  aud  abilities  of  its  own 
medical  doctors,  its  own  medical  needs  and 
form  a workable  plan  for  utilizing  to  capacity 
the  medical  resources  at  hand.  The  Free  State 
of  Maryland  has  again  disidayed  a consider- 
able degree  of  self-sufficiency  and  Maryland 
phj'sicians  take  a just  pride  in  working  in 
lairly  adecpiate  programs  devised  largely  by 
themselves. 

In  some  of  its  phases,  such  as  in  the  pro- 
vision of  drugs  and  the  possible  control  of 
their  costs,  the  program  has  provided  an  op- 
portunity of  studying,  in  an  ethical  way, 
methods  of  medical  practice  with  a view  to 
improvement. 

It  has  been  a great  .satisfaction  to  the  ad- 
ministrators of  the  Baltimore  City  Medical 
Care  Program  to  introduce  large  masses  of 
people  to  the  advantages  of  a general  prac- 
titioner service,  advantages  which  are  in  the 


American  tradition  and  which,  we  believe, 
should  be  available  to  the  very  poor  as  well 
as  those  more  fortunate.  It  has  also  been  a 
satisfaction  to  bring  to  the  general  practition- 
ers in  their  w’ork  the  ready  assistance  of  the 
liospitals  and  the  specialists  so  that  all  med- 
ical care  personnel  and  facilities  working  to- 
gether in  a coordinated  way  will  best  serve 
a very  needy  population. 

Baltimore  City  Health  Department 


DISCUSSION 

of  papers  by  Drs.  Palmer,  Ziegler 
and  Davis 

Dr.  C.  P.  Knight  (Dover)  ; It  is  quite  a 
big  order  to  a.sk  me  to  discuss  three  papers 
in  a very  short  time.  I have  known  Dr.  Zieg- 
ler for  over  thirty  years, .and  every  time  he 
opens  his  mouth  T learn  something  new.  And 
I certainly  want  to  congratulate  both  Dr. 
Ziegler  and  Dr.  Davis  on  their  excellent 
]iapers.  I have  learned-  a great  deal  aliout 
medical  care  from  the  state  standpoint  and 
ti'om  a metropolitan  standpoint,  of  which  I 
was  very  ignorant. 

I am  going  to  differ  somewhat  with  Dr. 
Ziegler  on  some  phases  of  medical  care,  for 
selfish  and  personal  reasons,  giving  my  own 
opinion.  I would  not  like  to  see  a medical  caie 
program  put  in  the  State  Health  Depart- 
ment wherein  we  county  health  officers,  or 
state  health  officers,  have  to  administer  this, 
in  as  much  as  w’e  are  very  much  overburdened 
now  with  all  activities  in  the  counties. 

I have  other  objections  to  this  plan  in  that 
we,  as  public  health  officers,  are  trained 
specialists  in  preventive  medicine  and  public 
health.  If  we  have  to  determine  the  eligibility 
of  indigents  and  medical  indigents — and  this 
latter  is  something  that  I have  never  been 
able  to  understand — then  we  are  getting  into 
the  phase  of  social  service  and  becoming  jacks 
of  all  trades,  so  that  some  of  the  work  we  are 
supposed  to  do  might  be  neglected. 

As  a deputy  state  officer,  I think  it  is  not 
out  of  order  to  say  that  such  a program 
should  not  be  under  the  State  Board  of 
Health.  We  do,  of  course,  a certain  amount 
of  medical  care  in  the  State  Board  of  Health: 
the  treatment  of  tuberculosis,  the  treatment 
of  venereal  diseases,  the  immunization  of 
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school  and  pre-school  children  thron«hont  tlie 
year,  and  the  medical  care  of  cri])i)led  chil- 
dren. I think  with  the  other  activities,  the 
dei>uty  state  health  officer  has  about  all  that 
he  can  do. 

1 want  to  reiterate  what  l)i'.  Zieij'ler  said, 
that  .should  such  a ])ro«ram  be  needed  in  Del- 
aware— we  don't  know  that  it  is  needed;  we 
don't  know  the  amount  of  indiuency,  we  don't 
know  the  amount  of  medical  indi«ency — 
slumld  such  a i)ro»ram  be  needed,  certainly 
the  State  IMedical  Society  should  sjumsor  such 
a i)ro«ram  by  first  makiu”'  a study  to  find  out 
if  a medical  care  pro^i'am  is  needed  in  Del- 
aware. Otherwise,  we  don't  want  a ])ro<>ram 
which  is  not  needed  and  which  would  put  a 
tax  burden  on  all  the  citizens. 

Therefore  1 say  let  the  Medical  Society  t>et 
a i>lan  or<>anized  and  then  seek  le<>’islation  for 
the  proi)er  appropriation  for  such  a pro«'ram. 

Dr.  C.  J.  Prickett  (Smyrna)  : It  is  nice  to 
see  a lot  of  doctors  hei'e,  and  many,  many 
other  ])eople  who  are  connected  with  the  med- 
ical profession  in  some  way — with  hospitals, 
with  dentistry,  with  nursing.  1 am  glad  they 
came  to  hear  the  three  ])ai)ers  of  these  gentle- 
men. 

1 fir.st  wish  to  congratulate  all  three  speak- 
ers on  their  very  fine  t)resentations,  and  for 
telling  us  the  many  details  of  their  programs. 
1 am  sure  most  of  those  details  must  yet  be 
covered,  but  they  have  told  us  many  of  the 
details  of  the  carrying  out  of  such  a program. 

If  is  (piite  a far  cry  from  the  time  when 
some  of  us  older  doctors  u.sed  to  consider  it 
our  duty  entirely  to  take  care  of  indigent 
peoi)le  throughout  the  state,  and  we  thought 
of  no  other  method  by  which  the  indigent  sick 
might  be  taken  care  of.  Under  governmental 
changes,  legislative  changes,  it  is  certain  in 
keeping  with  modern  times  that  i)rograms 
such  as  those  in  Peiimsylvania,  (Maryland  and 
Baltimore  (hty  have  been  organized  and  are 
being  carried  out. 

1 am  wondering,  and  I would  like  either 
Dr.  Ziegler  or  Dr.  Davis  to  answer  me,  if  it  is 
j)Ossible,  how  many  indigent  ])eoi)le  who  have 
not  applied  for  or  do  not  receive  the  card  for 
care,  ai'e  being  taken  care  of  by  the  physi- 
cians in  the  older  manner.  How  many  doctors 
are  going  to  see  indigent  patients,  making  no 
charge  ? 


I doubt  if  that  is  a very  fair  (piestion  be- 
cause it  is  ])retty  hard  for  them  to  know  that, 
but  they  ])robably  have  an  idea  because  they 
have  established  the  need  in  the  state,  and  in 
('I'der  to  e.stablish  a need  in  the  state  they 
will  have  arrived  at  a certain  percentage  of 
the  ])eople  who  are  indigent  and  medically 
indigent.  They  know  the  number  of  people 
that  their  program  has  taken  care  of,  and  it 
may  give  them  some  idea  as  to  how  many 
peo])le  in  the  state,  or  in  the  city,  are  being- 
taken  care  of  in  the  old  manner  and  have  not 
i-eceived  treatment  cards. 

I am  veiy  much  interested,  and  I must  be 
in  my  pi'ofession  and  my  ])resent  position  of 
treatment  of  people  in  a welfare  home,  where 
we  have  over  450  at  i)resent  mider  treatment 
in  the  home,  in  such  a program.  I noticed 
with  great  i)leasure  that  our  i)resident,  Dr. 
Washburn,  in  his  address  laid  stre.ss  upon 
the  necessity  and  his  belief  that  a program  of 
this  type  should  be  sponsored  by  the  medical 
]>rofession.  I thoroughly  agree  with  him  on 
that,  and  with  the  speakers  this  afternoon. 
I do  not  believe  it  would  be  i>ossible  for  a 
jirogram  of  this  ty])e  to  be  carried  out  unless 
it  were  si)onsored  by  the  medical  profession. 

We  have,  as  many  states  have,  programs 
for  giving  medical  aid  through  the  state’s 
Department  of  Public  Welfare  to  recipients 
of  old  age  a.ssistance,  relief,  and  aid  to  dis- 
abled, and  so  on.  However,  to  initiate  a pro- 
gram of  this  type  we  will  need  their  assistance, 
we  will  need  their  association  and  their  help, 
but  I wish  to  again  stress  these  gentlemen's 
thought  and  Dr.  Washburn's  thought,  that 
it  must  be  sjumsored  by  the  medical  profes- 
sion. 

I wish  to  thank  the  three  gentlemen  for 
coming  to  us.  1 have  had  correspondence  with 
them.  It  was  a i)leasure  to  hear  from  them  and 
it  was  a pleasure  this  afternoon  to  hear  them. 
1 am  i)ersonally  grateful,  and  I know  that  the 
entire  Society  is  grateful,  to  them  for  com- 
ing and  giving  us  .some  enlightenment  on  the 
programs  in  the  two  states  and  the  city.  We 
are  young  in  Delaware  in  our  thinking  along 
this  line,  but  we  must,  I believe,  begin  to  par- 
lici])ate  in  .such  a i)rogram.  Some  of  our  physi- 
cians are  acipiainted  with  the  (Maiyland  pro- 
gram, as  was  stated,  and  appear  to  be  satis- 
fied with  it. 
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I must  ask  our  neighbors’  representatives 
tor  the  privilege  of  coming  to  them  and  con- 
sulting with  them,  on  the  part  of  the  mem- 
bers of  our  Society  and  any  group  or  com- 
mittee which  is  appointed  to  study  and  cre- 
ate such  a program  in  Delaware,  if  needed, 
and  1 am  sure  fiom  the  ready  assistance  they 
have  given  us  this  afternoon  that  they  will 
be  glad  to  give  us  further  assistance. 

Dr.  R.  J.  Bischoff  (Dover)  : I don’t  think 
the  convention  shoidd  go  on  record  recom- 
mending that  the  public  health  officers  have 
no  part  in  such  a program,  as  Dr.  Knight 
suggested,  for  in  the  history  of  medical  care 
v.'ork  throughout  the  United  States,  all  pro- 
grams have  bogged  down  until  they  have  been 
able  to  enlist  the  help  of  the  public  health 
officers.  It  does  not  increase  his  work  nearly 
as  much  as  he  might  think,  because  the  clinics 
that  he  does  participate  in  run  smoother  and 
will  coordinate  with  the  new  clinics  that  are 
lormed. 

I have  been  a iiracticing  physician  in  Penn- 
sylvania, Maryland,  and  in  Delawai'e,  so  that 
1 really  feel  that  the  program  in  Delaware 
needs  a good  boost,  and  this  medical  care 
program  is  the  best,  and  I think  that  Mary- 
land has  .shown  the  way.  It  has  been  written 
up  in  all  the  periodicals  throughout  the 
United  States  as  the  best.  I think  the  con- 
vention ought  to  hear  a word  on  that  side  too. 

Dr.  Knight:  I didn’t  mean  to  imply  that 
the  State  Board  of  Health  should  not  have 
some  action  in  the  matter.  What  I was  saying 
is  that  at  the  present  time  a program  as  large 
as  this,  with  all  the  ramifications,  would  throw 
a lot  of  w’ork  on  the  deputy  state  officers  un- 
less they  had  competent  help.  That  was  all  I 
was  trying  to  convey. 

I am  thoroughly  in  favor  of  such  a pro- 
gram if  it  is  needed,  but  there  may  be  some 
other  agency  that  may  be  better  suited  to 
carry  on  that  work  than  the  health  units  in 
the  counties. 

Miss  Butler  (Director,  Visiting  Nurse  As- 
.sociation,  Wilmington)  : We  are  all  vitally 
interested  in  knowing  how  the  nurses  are 
brought  into  this. 

President  Washburn:  As  I understand  the 
question : in  the  other  states,  do  they  include 
the  nursing  profession,  visiting  nurse  and 
other  organizations? 


Are  there  any  other  cpiestions? 

Before  I ask  Dr.  Ziegler  to  close  the  dis- 
cussion, I want  to  say  that  I dogmatically  as- 
sert that  there  is  a real  need  in  Delaware  for  a 
medical  care  ])rogram.  You  will  excuse  me 
for  doing  it  that  way  but  that  is  the  way  I 
am  constituted.  There  is  a desperate  need, 
and  1 wi.sh  to  agree  that  while  a i)rogram 
must  be  sjionsoi'ed  by  the  medical  profession, 
it  cannot  po.ssibly  hope  to  succeed  unless  the 
medical  profession,  as  they  have  done  in 
(Maryland  and  Pennsylvania,  engage  the  co- 
operation and  the  ability  and  the  resources 
of  not  only  the  community  at  large  but  all 
these  other  special  groups.  We  would  sponsor, 
but  we  can’t  do  it  alone. 

Dr.  Ziegler:  Dr.  Knight  referred  to  the 
fact  that  he  had  known  me  for  a number  of 
years.  Well,  I too  have  known  Dr.  Knight  for 
a limber  of  years  and  I want  to  say  that  my 
suggestion,  or  at  least  the  way  we  are  doing 
the  program  in  Maryland,  the  administration 
of  it  is  vested  in  our  local  health  officer.  The 
health  officer  is  a ]>ublic  official.  He  has  cer- 
tain definite  responsibilities  that  he  is 
charged  with  in  the  interest  of  the  public. 
He  is  accountable  for  certain  tax  funds.  We 
can  hold  him  accountable  for  the  faithful  dis- 
charge of  his  duties. 

It  is  true,  as  Dr.  Knight  has  said,  that  it 
does  add  administrative  responsibilities  on 
the  health  officer,  but  I want  to  offer  a testi- 
monial to  our  health  officers  that  they  do  have 
innate  capabilities  and  administrative  tal- 
ents, and  I can  say  to  my  good  friend.  Dr. 
Knight,  wliom  I have  known  for  many  years 
as  a successful  administrator  in  the  field  of 
jiublic  health,  that  I would  have  no  misgiv- 
ings about  the  administration  of  a medical 
care  program  under  his  aegis,  or  any  other 
health  officer  with  eipial  interest,  aliility  and 
training. 

So  much  for  that.  I share  Dr.  Bischoff ’s 
views  on  that,  that  after  all,  he  is  a public 
official  and  we  have  a right  to  expect  con- 
tributions in  this  field  from  public  officials. 
Not  only  do  the  health  officers  bring  a keen 
sense  of  values,  and  of  human  values,  but 
they  also  bring  to  bear  the  medical  judgment, 
and  that  is  so  important  from  our  point  of 
view  and  from  the  standpoint  of  the  medical- 
ly indigent,  in  making  the  determination  of 
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who  shall  receive  care.  Our  health  officers 
were  iihysicians  before  they  became  health 
officers. 

In  regard  to  Dr.  Priekett's  (lue.stiou,  that 
stiimiis  me.  We  were  very  much  concerned 
about  that,  and  I mentioned  that  there  were 
Sol)  physicians  participating  in  the  lU'ogram. 

I iiersonally  have  knowledge  ot  seven  or  eight 
of  the  physicians  participating  in  the  pro- 
gram, in  IMaryland  or  nearby  states,  who  are 
rendei'ing  service  but  aie  not  billing  the 
Di'ogram.  There  ai'e  others,  1 am  siu'e,  others 
than  those  I am  peisonally  acipiainted  with. 
However,  with  the  number  of  pie3cri])tions 
that  have  been  written,  namely,  180,000  in 
the  county  program,  it  has  come  to  our  at- 
tention as  we  i)roce.ss  these  ])rcscriptions  and 
.see  who  wiites  them  and  for  what  amount, 
that  one  of  my  colleagues  in  l^'cederiek,  i\lary- 
land,  had  written  prescriptions  for  one  of 
his  })atients  aggregating  the  snm  of  $400.  We 
turned  over  to  see  how  much  money  had  been 
})aid  to  this  doctor  for  office  calls  or  profes- 
sional services,  and  there  has  been  no  claim  ; 
there  never  has  lieen  from  this  doctor,  al- 
though he  has  seen  iiatients  on  the  program, 
and  in  one  particular  case  he  has  written  pre- 
sci'i])tions  on  the  program. 

We  have  a number  of  other  physicians  who 
have  always  rendered  the  service  and  are  not 
billing  the  program.  But  as  far  as  the  actual 
percentage.  Dr.  Prickett,  it  stumps  me.  The 
only  solution  we  have  is  to  correlate  prescrip- 
tions with  physicians,  and  there  are  a num- 
ber of  physicians  that  do  write  prescriptions 
Ijecause  they  are  not  dispensing  their  own 
drugs.  There  are  ])hysicians  that  1 know  do 
their  own  dispensing,  and  they  even  dispense 
drugs,  which  is  an  out-of-pocket  expense,  but 
that  again  is  their  choice  in  the  matter. 

Now,  in  respect  to  the  (piestion  of  nnr.sing 
in  the  program.  I would  like  to  say  that  in  the 
Act  creating  the  .Maryland  medical  care  pro- 
gram, the  State  Board  of  Health  is  authorized 
to  conti'aet  with  ])hysieians,  dentists  and  hos- 
pitals for  the  medical,  dental,  surgical  and 
hospital  treatment  of  eligible  persons  within 
the  provisions  of  the  budget,  “and  is  hereby 
authorized  to  provide  bedside  nursing  care 
for  eligible  ])ersons.  ” 

Now,  in  addition  to  that,  payment  has  been 
made,  not  in  large  sums  of  money,  to  private 


iirses  for  bedside  nursing  care,  and  also  to 
'.ome  physiothera])ists.  But  the  regular  jniblic 
health  nurses  on  duty  in  various  counties  in 
Itlaryland  have  made  an  outstanding  contri- 
bution, both  in  referral  of  cases  to  the  metl- 
ical  ])rofession  and  in  following  through  in- 
structions from  the  physicians.  That  is  a part 
of  the  sendee,  but  the  aggregate  sums  of 
money  are  in  this  ancillary  service. 

Owing  to  budgetary  limitations,  we  have 
not  embai'ked  on  an  extensive  program  of 
providing  bedside  nursing  care.  We  do  have 
provision  for  nursing  care  in  our  nursing 
homes. 

1 want  to  close  by  saying  that  we  have  no 
limitation  on  the  program.  There  is  no  limita- 
tion as  to  the  number  of  times  a jiatient  can 
see  the  physician,  or  the  phy.sician  can  see 
his  imtient.  We  have  had  some  difficulty  in 
regard  to  some  patients  shopping.  We  found 
in  the  neighboring  county  to  Delaware,  which 
is  right  close  to  yon,  a sister  county,  where 
one  patient  would  see  a doctor  in  the  morn- 
ing, another  doctor  in  the  afternoon,  and  a 
third  doctor  in  the  evening.  We  asked  the 
health  officer  whether  he  worddn’t  please  dis- 
cuss the  matter  and  inform  the  jiatient  that 
seeing  three  doctors  was  somewhat  contrary 
to  our  policy.  So  there  is  a little  shopping  of 
that  kind.  Ffnt  other  than  the  cpiestion  of  ex- 
jilaining  the  situation  to  a patient,  there  are 
no  limitations. 

IMy  colleague.  Dr.  Wilfrid  Davis,  who  is  in 
charge  of  the  medical  care  program  in  Balti- 
more city,  asks  me  to  tell  yon  that  the  number 
of  people  who  are  receiving  care  in  Baltimore 
city  is  '24,0()0.  This  does  not  reju’e-sent  all  the 
lieojcle  who  are  eligible  or  who  should  receive 
care.  At  the  present  time  there  are  approxi- 
mately 2,000  who  are  on  the  public  assistance 
rolls  that  are  not  being  provided  care  under 
the  tax-su])ported  program  in  Baltimore  City. 
Although  the  picture  is  not  as  black  as  it 
might  a])pear,  these  same  people  can  and  do 
receive  care  thi'ough  the  charity  of  the  ont- 
jiatient  de])artments  of  the  excellent  medical 
raciiities  that  Dr.  Wilfrid  Davis  described 
to  you  in  our  city  of  Baltimore. 

Dr.  Davis:  1 want  to  thank  those  who  have 
discussed  the  paper  and  yon  others  for  your 
kind  attention.  As  in  the  counties  of  Mary- 
land, in  Baltimore  we  have  a few  physicians 


;March,  1954 


Delaware  State  I\1edical  Journal 


G9 


wlio  are  looking  after  program  patients  and 
refuse  to  take  i)ay  from  tlie  program  for  look- 
ing after  them. 

We  are  pleased  in  Baltimore  that  the 
Kealth  Department  is  not  called  upon  to  de- 
termine indigency. 

Unfortunately,  we  do  not  have  an  exten- 
sive nursing  service  for  the  people  under  our 
program.  The  Instructive  Visiting  Nurse  As- 
sociation in  Baltimore  does  fine  work  in  visit- 
ing many  of  our  patients.  Our  public  health 
nurses  are  very  active  in  seeing  that  the  chil- 
dren under  our  program  go  to  child  health 
conferences,  and  take  advantage  of  immuni- 
zation clinics  and  the  like.  The  public  health 
nurse  also  visits  patients,  urging  them  to  take 
advantage  of  our  irrogram,  and  in  getting  the 
cooperation  of  the  people  they,  of  course,  ex- 
jJain  the  program  to  them. 

I want  to  say  that  we  at  the  Baltimore  City 
Health  Department  will  be  delighted  to 
receive  visitors  from  Delaware,  and  we  will 
do  our  very  best  to  give  them  the  same 
cordial,  friendly  welcome  that  you  have  given 
us  here  today. 


PROFESSIONS  SQUEEZED 
UNDER  COMMUNISTS 

The  Communist  governments  operating  in 
the  “People’s”  governments  behind  the  Iron 
Curtain  have  succeeded  in  completely  re- 
aligning the  professions,  lowering  their  stand- 
ards and  altering  their  relation  to  the  com- 
munity, says  Dr.  Marek  Korowicz,  longtime 
Polish  expert  on  International  Law  who  re- 
cently escaped  to  freedom  in  this  country. 

AVriting  in  the  March  1 issue  of  Life 
Magazine,  Dr.  Korowicz  describes  the  changes 
which  have  recently  taken  place  in  Poland, 
which  he  calls  typical  of  what  is  happening 
in  the  other  non-Russian  countries  behind  the 
Iron  Curtain. 

“Theoretically  Communism  is  the  leveler  of 
all  classes ; actually  there  is  a rigid  caste  sys- 
tem in  Poland.  The  new  Polish  aristocrats, 
living  far  better  than  anyone  else,  are  the 
Communist  high  officials.  Next  come  their 
biographers  and  apologists,  the  people  who 
write  for  the  Communist  papers  and  journals. 
After  a wide  gap  come  the  engineers  needed 
for  Communism’s  heavy  industry,  and  then 
the  physicians.  Below  this  level  are  the  teach- 


ers, the  minor  government  officials,  the  sal- 
aried employees  of  industry,  and  finally  the 
workers,”  Dr-  Korowicz  says. 

The  special  needs  of  the  new  Communist 
political  system  are  already  reflected  in  the 
Polish  system  of  higher  education.  Dr.  Koro- 
wicz  says  for  instance,  the  teaching  of  law 
has  been  cut  drastically.  Jagelloniau  Univer- 
sity in  Cracow,  one  of  the  oldest  in  the  world, 
which  used  to  enroll  2,000  students  a year 
this  academic  year  admitted  a mere  210. 

At  the  same  time  the  Communists  have 
gone  all-out  to  increase  the  number  of  young 
engineers  to  speed  up  industrial  production, 
young  doctors  to  keep  the  Communist  man- 
power alive,  and  young  economists.  Korowicz 
says  since  the  war  the  “People’s”  Cxovern- 
nient  of  Poland  has  set  up  four  new  schools 
of  higher  economics,  five  new  medical  .schools 
and  seven  new  engineering  schools. 

Dr.  Korowicz  says  that  the  professional 
classes  have  all  been  squeezed  under  the  new 
arrangement  of  jobs  and  living  conditions. 

“At  the  universities,  all  salaries  are  now 
set  by  government  decree.  The  highest-rank- 
ing ])rofessors,  aside  from  the  Communist 
party  members  who  serve  as  chancellors  and 
deans,  receive  a net  salary  equivalent  to  $180 
a month.  If  the  professor  has  a wife  and  chil- 
dren, and  perhaps  an  aged  mother  or  father 
to  supimrt  as  well,  he  cannot  possibly  make 
ends  meet  on  his  salary.  He  has  to  find  out- 
side work,  which  is  often  difficult,  or  his  wife 
has  to  work,”  Dr.  Korowicz  says. 

The  Polish  government  began  squeezing 
lawyers  in  1949,  according  to  Dr.  Korowicz, 
by  setting  up  a schedule  of  standard  fees  at 
ridiculously  low  levels. 

“Unable  to  get  along  on  an  income  of  this 
sort,  most  lawyers  continued  to  charge  more 
on  an  under-the-table  basis.  Two  years  ago 
the  government  decreed  that  all  lawyers 
should  be  organized  into  cooperatives,”  Dr. 
Korowicz  says. 

“Physicians  have  been  coerced  in  a some- 
what more  subtle  fashion,  by  the  interesting 
device  of  setting  their  fees  too  high  rather 
than  too  low.  A physdcian  engaging  in  private 
practice  must  charge  $6  for  the  first  visit,  and 
this  is  far  more  than  most  people  in  Poland 
can  afford.  IMoreover,  the  iirivate  practitioner 
is  placed  in  a special  rent  category ; for 
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enough  office  space  to  liamlle  his  patients  he 
})ays  around  $180  a month,  which  is  fantas- 
tically high  in  Poland.  He  is  the  subject  of 
Ireciuent  searching  inquiries  i)y  the  tax  au- 
thorities," Korowiez  says. 

■‘As  a re.suli  there  are  ])rol>al)ly  oidy  five 
or  10  strictly  private  practitioners  left  in 
Polaiul, ” Korowiez  says.  "The  rest  of  Po- 
land's doctors  all  work  six  hours  a day  in 
government  clinics  or  health  insurance  offices 
six  hours  a day.  six  days  a week.  The  doctors 
work  on  an  assembly-line  basis,  seeing  hun- 
dreds of  ])atients  a day,  rushing  them 
through  as  fast  as  jiossible,  winding  up  with 
their  heads  swimming.'' 

On  this  basis  the  government  allows  them 
to  treat  private  patients  after  hours,  the  tax 
people  leave  them  alone  and  a private  office 
costs  oidy  $P2  a month  instead  of  $180,  ac- 
cording to  Dr.  Korowiez. 

Dr.  Korowiez  says  that  students  in  the  uni- 
versities have  a constant  struggle.  About  70% 
attend  under  government  subsidy — which  is 
merely  a food  allowance  of  $2(i  a Tiionth  the 
first  year  and  $3(i  a month  in  succeeding  years. 
The  hoiLsing  shortage  is  so  acute  in  all  Polish 
cities,  according  to  Korowiez,  that  the  gov- 
ei'nment  has  been  able  to  provide  rooms  for 
only  about  one  student  in  12  in  government 
operated  rooming  houses  where  the  rent  is 
very  chea]).  The  others  have  to  live  as  be.st 
they  can,  usually  j)aying  exorbitant  rates. 

“Only  about  10%  of  the  students  are  Com- 
munists, but  these  10%  exei'cise  an  influence 
far  beyond  their  numbers.  They  are  the 
chosen — the  members  of  the  party  commit- 
tees which  iTin  the  schools,  the  most  likely  to 
get  government  help  and  space  in  the  govern- 
ment rooming  houses,"  Dr.  Korowiez  says. 


More  "March  of  Medicine"  TV  Shows 

Of  special  interest  to  TV-viewing  ])hysicians 
and  patients  afflicted  with  arthritis  or  rheu- 
matism is  the  second  in  the  Si)ring  1954  series 
of  “March  of  IMedicine"  television  programs. 
Sj)onsored  by  Smith,  Kline  and  French  Lab- 
oratories in  cooperation  with  the  AMA,  “A 
Status  Report  on  Arthritis  and  Rheumatism’' 
will  be  carried  Ai>ril  29  over  the  National 
Bi'oadcasting  Company’s  TV  network.  The 
third  program  in  the  series,  on  June  24,  will 
originate  from  the  AMA’s  Annual  Session  in 


San  Franci.sco.  Like  last  year’s  series,  the  new 
“IMarch  of  IMedicine’’  {)rograms  will  be  pre- 
sented at  10  ]).  m.  (EST),  re])lacing  the 
“ [Martin  Kane"  show  usually  seen  at  that 
hour.  The  first  program  in  the  1954  series 
(>n  problems  of  overweight  was  carried 
larch  11. 


SAMA  Convention  Set  For  May  1-3 

“In  spring  a young  man’s  fancy  lightly 
tui'iis  to  thoughts  of  love  ..."  But  this 
spring  the  young  medical  student  also  is  be- 
ginidng  to  make  plans  to  attend  the  Student 
American  [Medical  Association’s  fourth  an- 
nual convention  to  be  held  May  1-3  at  the 
Sherman  Hotel,  Chicago.  Offering  an  out- 
standing ])rogram  of  panel  discus.sions,  si)eak- 
ers  and  exhibits,  this  year’s  meeting  promises 
to  be  the  biggest  ever  .staged  by  SA[MA. 

Convention  highlights  include:  A scientific 
paper — “On  Becoming  a Physician" — deliv- 
ered by  noted  Detroit  ])sychiatri.st,  Leo  11 
Bartemeier,  [M.D.;  A roundtable  discussion 
entitled,  “Tell  me.  Dean,"  moderated  by 
.!ohn  F.  Sheehan,  [M.D.,  dean  of  Stritch  School 
of  Medicine,  Chicago,  and  a forum  on  “The 
Future  of  Internships.’’  In  addition,  more 
Mian  a score  of  technical  exhibitors  will  dis- 
play their  products  at  SAlMA's  second  such 
exhibition.  The  House  of  Delegates,  official 
policy-making  body  of  the  As.sociation,  will 
be  in  session  [\Iay  1 and  3,  with  Sunday,  [May 
2,  to  be  devoted  to  the  program  proper.  Mem- 
bers of  SA[\1A  and  physicians  alike  are  cor- 
dially invited  to  attend. 


Ad  Copy  Plugs  "Family  Doctor" 

Hearty  boost  for  the  “family  doctor"  is 
given  in  a new  Parke,  Davis  & Co.  advertise- 
ment which  will  appear  in  leading  national 
magazines  early  this  year.  Entitled  “How  to 
Select  a Family  Doctor,"  the  ad  offers  sug- 
gestions on  how  to  locate  a doctor  if  you 
haven’t  already  got  one,  how  to  discuss  fees 
with  your  doctor  and  how  to  watch  for  “warn- 
ing symptoms.’’  In  conclusion,  the  ad  states 
that  “your  doctor  is  the  best  ‘ i'i‘('ventive  med- 
icine’ your  family  can  have!"  Watch  for 
this  ad  in  “Life,’’  Jan.  11;  “Saturday  Eve- 
ning Post,"  Feb.  () ; “Woman’s  Home  Com- 
painon,"  “Parents  [Magazine,’’  and  “Today's 
Health,'’  FebiTiary  issues. 
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^Iarch  Is  Red  Cross  Month 

Every  month  in  the  year  thousands  of  peo- 
ple in  need  or  distress  reach  ont  to  the  Red 
Cross  for  the  help  they  must  have,  help  that 
comes  from  the  generous  efforts  and  support 
of  housewives,  businessmen,  industrial  work- 
ers, school  children,  professional  workers  — 
your  nextdoor  neighbors  — and  countless 
others  who  serve  their  fellowman  through 
the  Red  Cross. 

In  a time  of  tension  and  cynicism  it  is  well 
to  be  reminded  of  the  inherent  goodness  of 
people,  to  call  attention  to  their  constant 
voluntary  efforts  to  make  life  a little  better 
for  the  men  and  wmmen  in  the  armed  forces, 
for  hospitalized  veterans,  for  disaster  suffer- 
ers, and  for  those  in  need  in  other  lands. 

Although  the  heart  and  hands  of  the  Red 
Cross  are  provided  by  hundreds  of  thousands 
of  volunteers,  money  is  also  needed  to  collect 
blood ; to  provide  financial  assistance  for 
servicemen,  veterans,  and  their  dependents ; to 


furnish  emergency  aid  and  rehaliilitation  to 
disaster  victims — services  that  can  lie  provid- 
ed only  through  the  voluntary  financial  sup- 
port of  millions  of  Americans. 

Every  hlarch  Red  Cross  volunteers  turn  to 
their  neighliors  and  ask  help  in  answering  the 
call  of  those  in  need.  Let  us  respond  generous- 
ly to  this  appeal  so  that  we  can  answer  the 
call  of  humanity  through  our  Red  Cross. 


Easter  Seals  in  April 

Our  sheet  of  1954  Easter  Seals  will  come  to 
us  in  the  mail  soon. 

We’ve  been  contributing  to  this  annual 
drive  to  “help  crippled  children’’  for  several 
years,  but  when  the  ’54  Seals  came  we  began 
to  think.  Just  where  did  our  money  go? 

Inquiry  brought  us  a good  bit  of  interest- 
ing information.  Here’s  something  of  what 
we  learned : 

This  year  marks  the  21st  year  that  Easter 
Seals  have  been  reaching  the  public,  sent  by 
the  National  Society  for  Crippled  Children 
and  Adults  and  its  affiliated  societies  nation- 
Avide  in  an  effort  to  help  the  handicapped. 
The  organization  is  made  up  of  2,000  chap- 
ters located  in  every  state,  and  the  District 
of  Columbia,  Alaska,  Hawaii,  and  Puerto 
Rico.  Easter  Seals  are  mailed  to  us  by  the 
Delaivare  Society  for  Crippled  Children  and 
Adults,  Avhose  office  is  located  at  1002  AYa.sh- 
ington  Street,  AVilmington. 

Alost  of  the  funds  Ave  contribute  — 91.7  % 
of  the  total  amount  — remain  right  here  in 
Delaware,  financing  services  of  all  kinds  for 
the  crippled  children  and  adults  in  our  midst. 
Last  year  the  organization  directly  helped 
more  than  287  of  these  persons  through  its 
year-round  program  of  case-finding,  direct 
services,  education,  and  recreation.  It  seeks 
out  crippled  persons  avIio  need  care  not  given 
by  other  agencies,  public  or  private.  Any  one 
of  us  can  refer  a crippled  child  or  adult  to 
the  Easter  Seal  Society  for  help. 

Nationally,  Ave  learned  Easter  Seals  finance 
education  of  the  public,  of  parents  of  crip- 
pled, and  of  professional  workers  for  further- 
ing acceptance  and  rehabilitation  of  the  han- 
dicapped. They  also  support  research  into  the 
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causes  of  cTi])])liu«'  conditions,  and  direct 
services  for  aidin”’  the  devcloiiinent  of  in- 
dividual state  programs. 

With  this  information,  we  concluded  that 
it  is  important,  from  both  the  economical  and 
the  hnmanitarian  standpoint,  to  hel])  the  han- 
dicaitped  become  independent,  hapjiy  and  use- 
ful citizens  who  can  earn  their  own  way.  We 
slipi>ed  onr  contribution  to  Ea.ster  Seals  in  the 
return  envelope  — more  this  year  to  meet 
rising  costs.  We  hope  you’ll  do  the  same! 
Easter  — Ajiril  18th  — is  coming  soon. 


Correction  Due 

The  letter-head  of  the  New  Castle  County 
^Medical  Society,  which  goes  to  eighty  per 
cent  of  the  IMedical  Society  of  Delaware,  con- 
tains an  omi.ssion  which  .shonld  be  noted.  At 
the  top  of  the  personnel  column,  under 
“Board  of  Directors,”  apjiear  only  three 
names.  The  By-Laws  of  the  NCCIMS  (Page 
24,  Section  8,  Directors)  plainly  state:  “The 
Board  of  Directors  shall  consist  of  three  mem- 
bers, one  of  whom  shall  be  elected  each  year 
to  serve  for  three  years,  plus  the  President, 
President  - Elect,  Secretanj,  and  Treasurer, 
Ex  ■officio."  (The  italics  are  ours.) 

When  this  Board  of  Directors  meets  there 
should  be  present  seven  members — not  a mere 
three. 


New  Directories 

In  the  February  issue  are  the  new  1954 
Directories  of  the  (1)  Medical  Society  of  Del- 
aware, and  of  the  (2)  County  Societies  and 
other  organizations.  That  these  two  pages 
contain  no  errors  is  too  idealistic  to  expect, 
so  please  notify  us  imnnjitly,  in  writing,  of 
any  errors  of  omission  or  of  commission  that 
j'ou  may  detect.  Dur  thanks  in  advance. 

Keep  the.se  two  Directories:  You’ll  be 

needing  them  all  through  1954. 


MISCELLANEOUS 
Audio-Digest'  Foundation 

San  Francisco,  December  13 — New  horizons 
in  the  field  of  undergraduate  and  postgrad- 
uate medical  education  were  opened  today  as 
the  (.'alifornia  (Medical  As.sociation  voted  to 
establish  a subsidiary,  non-profit  corporation, 
called  the  Audio-Digest  Foundation. 

Action  was  taken  by  the  California  (Medical 


.\ssociation 's  House  of  Delegates  during  its 
Interim  Session  at  the  Fairmont  Hotel. 

Through  a system  of  tape  recordings  and 
synchronized  visual  slides  or  film  strips,  cur- 
rent medical  literature  and  lectures  will  be 
summarized  and  distributed  to  doctoi’S 
throughout  the  world. 

A board  of  editors  will  be  e.stablished-  This 
advisory  group  will  consist  of  leading  physi- 
cians representing  all  specialty  groups.  Three 
types  of  service  will  make  Audio-Digest  of 
e<pial  value  to  the  specialist,  the  general  prac- 
titioner and  the  medical  student. 

These  services  will  be : 

1)  A weekly,  one-hour  taiie  summarizing 
the  current  medical  literature  (approximate- 
ly (iOO  journals)  from  the  standpoint  of  sig- 
nificance and  pracfical  usage.  This  is  designed 
primarily  for  the  general  practitioner  and 
covers  all  fields  of  medicine.  The  tape  sum- 
mary was  started  as  an  exjieriment  in  March 
of  this  year  and  current  subscriptions  are 
going  all  over  the  world.  This  material  is  dis- 
tributed on  a subscription  basis.  Starting 
January  15  a bi-weekly,  one-hour  tape  will 
be  available  for  surgeons.  Starting  February 
15  a similar  service  for  siiecialists  in  intenial 
medicine  will  be  provided.  (March  15,  is  the 
beginning  date  for  a tape-digest  for  obstetri- 
cians and  gynecologists. 

A new  technifiue  has  been  developed  which 
makes  it  jiossible  to  make  taped  literature  of 
lectures  available  in  any  language. 

2)  A complete  medical  lecture  library  is 
being  established.  This  has  been  available  on 
a limited  basis  since  (March.  (Material  is  ac- 
cumulated from  on-the-spot  recordings  at 
medical  conventions,  and  specially  prepared 
lectures  for  the  Audio-Digest  libraiw.  This 
material  is  either  sold  or  rented. 

3j  The  California  (Medical  Association  will 
begin  immediately  to  assemble  “master  ’ lec- 
ture tapes  from  the  leading  medical  school 
professors  in  the  nation’s  79  medical  schools. 
These  tajics,  covering  the  entire  field  of  un- 
ilergraduafe  education,  will  be  made  avail- 
able to  medical  school  libraries  to  supplement 
local  lectures. 

All  lecture  material  will  be  reviewed  each 
six  months  to  be  kept  up-to  date  medically. 

Both  the  taped  literature  digests  and  med- 
ical lectures  can  be  duplicated  and  ready  for 
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distribution  in  less  than  24  hours  after  the 
“master”  tape  has  been  made.  Profits  ac- 
cruing from  the  Audio-Digest  Foundation 
Avill  be  earmarked  for  the  nation’s  medical 
schools. 

i\Iajor  General  Silas  B.  Hays,  Army  ]\Ied- 
ical  Coriis,  has  approved  a pilot  plan  using 
tliis  media  in  both  the  United  States  and  over- 
seas medical-military  installations. 

Dr.  Sidney  J.  Shipman,  San  Francisco, 
chairman  of  the  California  IMedical  Associ- 
ation’s Council  commented:  “By  making 
medical  literature  and  lectures  available  to 
the  world’s  physicians  in  their  own  language 
and  in  this  new,  dramatic  form,  we  hope  to 
contribute  something  to  medical  education.” 

He  concluded  : ‘ ‘ This  will  be  a special  boon 
to  the  doctor  practicing  in  rural  or  isolated 
areas  because  it  wall  take  the  profession’s 
outstanding  teachers  to  him  when  it  is  impos- 
sible for  him  to  go  to  the  medical  center  to 
hear  the  professor.  This  means  that  the  rural 
doctor  can  keep  abreast  of  medicine’s  rapid 
scientific  advances  and  at  the  same  time,  con- 
tinue home  care  for  his  patients.” 


Night  Driving  Hazards 
Increased  By  Tintled  Glass 

Use  of  tinted  glass  in  automobiles  or  the 
wearing  of  colored  glasses  for  night  driving 
is  dangerous  because  it  causes  decreased  vis- 
ual efficiency,  in  the  opinion  of  Dr.  Paul  W. 
IMiles,  St.  Louis. 

“Particularly  unfortunate  is  the  popular 
selection  of  pink  for  the  glasses  and  aqua- 
marine green  for  the  windshields,”  Dr.  Miles 
wrote  in  the  current  Archives  of  Ophthal- 
mology, published  by  the  American  Medical 
Association.  “While  pure  red  and  pure  green 
filters  may  be  quite  transparent,  in  combina- 
tion they  are  opaque.” 

Night  driving  is  a similar  visual  task  to 
walking  into  a dark  movie  theater,  according 
to  Dr.  Miles.  When  a person  first  walks  into 
a dark  movie  theater  there  is  poor  visibility 
of  the  seats  until  the  eyes  have  adapted  them- 
selves to  the  dark  although  the  screen  can  be 
seen  very  well. 

In  night  driving,  every  change  from  light, 
such  as  headlights,  to  dark  and  from  dark  to 
light  requires  a new  adaptation  of  the  eyes. 
This  adaptation  process  is  so  slow  that  if  it 


occurred  in  a dark  movie  theater  the  seats 
forever  would  remain  black  against  black,  just 
as  the  objects  at  a distance  or  the  shadows  ap- 
pear on  the  road. 

“As  the  driver  studies  the  road  at  the  dis- 
tance limits  of  the  headlights,  he  constantly 
tests  his  visual  thre.sholds,  ” Dr.  Miles  said. 
“Objects  come  into  view,  attract  attention, 
and  are  finally  identified,  as  the  automobile 
rapidly  approaches.  Under  threshold  condi- 
tions, an  image  may  form  on  the  retina  50 
times  and  be  so  weak  that  only  25  attention 
responses  follow.  Any  decrement  in  illumina- 
tion or  visual  efficiency  during  high-speed 
night  driving  could  delay  reaction  enough  to 
result  in  a serious  accident. 

“Modern  windshields  were  made  green  be- 
cause large  areas  of  glass  let  in  too  much  heat 
from  the  sun.  A green  filter  cut  out  the  red 
and  infrared  rays  which  carry  heat.  For  pur- 
poses of  night  driving  this  windshield  color 
becomes  the  worst  possible  selection,  because 
automobile  headlight  is  imbalanced.  Almost 
two-thirds  of  headlight  energy  is  concentrated 
in  the  red  end  of  the  spectrum,  and  only  one- 
third  is  in  the  range  to  which  a green  wind- 
shield is  most  transparent.” 

Tinted  glass  becomes  even  more  dangerous 
at  night  when  headlights  are  turned  down  or 
when  the  intensity  is  diminished  by  mud  or 
mechanical  defect,  he  stated.  In  addition,  even 
the  slightest  tinted  glass  adds  to  the  night 
visual  problems  of  color-blind  persons. 

Dr.  Miles  pointed  out  that  tests  have  shown 
that  visual  acuity  is  markedly  decreased  by 
the  use  of  tinted  glass  for  night  driving. 
Normal  vision  is  20/20.  During  night  driving 
visual  acuity  is  20/32  through  colorless  glass, 
20/34  through  light  yellow  glass,  20/40 
through  pink  glass,  20/46  through  green 
windshield  glass,  and  20/60  through  the  com- 
bination of  pink  glasses  and  a green  wind- 
shield. 

‘ ‘ Even  more  damning  is  the  effect  of  tinted 
glass  on  resolving  power  during  night  driv- 
ing,” he  stated.  “A  pair  of  objects  which 
wmuld  appear  separate  at  100  feet  through  a 
clear  windshield,  w’ould  appear  single  through 
a green  windshield  until  the  distance  had  de- 
creased to  25  feet. 

“Green  windshield  glass  should  be  in  a 
separate  layer,  to  be  moved  aside  for  night 
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drivinii'.  Persons  witli  defective  vision,  inclnd- 
ins>'  color  blindness  of  the  connnon  tyj)e,  shonld 
be  advised  to  add  auxiliary  headlights  to  their 
automobiles  and  to  avoid  any  type  of  tinted 
glass  for  night  driving.” 

Dr.  Miles  is  associated  with  the  dei)artment 
of  oi)hthalmology  and  the  Oscar  Johnson  In- 
stitute of  the  Washington  University  School 
of  Medicine. 


82  Percent  of  Delawareans 
Reached  By  Chest  X-Ray  Study 

Here  is  a summary  of  Delaware's  State- 
wide Chest  X-Kay  Survey  activities  to  date : 
Survey  llead(iuarters  at  1213  Walnut  Street 
are  officially  closed.  All  the  operating  staff'  is 
gone,  and  the  final  report  of  Survey  activities 
is  now  in  ])rogress.  It  is  expected  that  the  re- 
])oit  will  he  printed  sometime  during  the  fir.st 
week  in  IMarch.  A brief  summary  of  the  re- 
port shows  that  173,151  people  were  x-rayed 
by  the  Survey  x-ray  mol)ile  units.  During 
the  year  1953,  another  20,909  i)eople  were 
x-rayed  by  Chrysler  and  duPont.  This  makes 
a total  of  194,000,  or  82.2%  of  the  total 
eligible  adult  population  in  Delaware. 

0,897  people  were  referred  to  their  ])rivate 
j^hysicians  because  of  many  kinds  of  susi)ect- 
ed  chest  abnormalities,  indicated  on  Survey 
films.  This  breaks  down  as  follows: 

Suspected  Tuberculosis  2,739 

Suspected  Non-Tuberculosis  Chest 

Disease  3,115 

Susi)ected  ( kirdiovascular  Disease  1,043 
It  has  been  estimated  by  the  5Iedical  Com- 
mittee that  ai)])roximately  150  new,  active 
cases  of  Tuberculosis  in  Delaware  will  be  idti- 
mately  diagnosed  as  the  result  of  Survey  find- 
ings. Apin'oximately  30  fo  35  cases  of  lung 
cancer  may  be  expecfed  to  be  diagno.sed  on 
the  basis  of  the  x-ray  findings.  However,  an 
accurafe  re])oi4  on  the  actual  cases  found 
throughout  the  State  will  not  be  available 
from  private  ])hysicians  for  anothei'  eight  or 
ten  months. 

The  State  Board  of  Health,  private  physi- 
cians, the  Delaware  Anti-Tuberculosis  Society, 
and  various  other  social  agencies  throughout 
the  State  ai‘C  working  cooperatively  on  a 
follow-up  ])roject,  to  insure  the  adequate 
treatment  and  care  of  those  found  to  have  TB. 
The  State  Board  of  Health  is  also  expanding 


its  sanatorium  facilities  to  meet  the  needs  of 
additional  ])atients  who  recpnre  sanatorium 
cai'e  and  treatment  as  a result  of  survey  find- 
ings. 

1C(7.  do.  Xews,  Feh.,  1954 


35-Bed  Osteopathic  Hospital  Opens 

The  Riverside  Hospital  at  Clifton  Park, 
Edge  IMoor,  a new'  $200,000  institution,  w'as 
oi)ened  for  l)usiness  on  February  1.  The  gen- 
eral hospital,  with  a capacity  of  35  beds,  is 
operated  by  the  Osteopathic  Hospital  Associ- 
ation of  Delaware  as  a non-i)rofit  institution. 
^Vd.  Co.  Neu's,  Fch.,  1954 


Delaware  Psychiatric  Society 

In  .May  1953  the  Society  was  organized  and 
the  following  officers  were  elected  for  the  year 
ending  A]>ril,  1954: 


Pre.sident Albert  L.  Ingram,  Jr.,  M.D. 

Vice-President Fritz  A.  Freyhan,  M.D. 

Secretary-Treasurer. William  A.  Bryne,  51. D. 

Councillors Jerome  Kay,  51.  D.  and 

Walter  Davis,  51. D. 


Dr.  51.  A.  Tarumianz  was  named  Honorary 
President  for  life. 

The  ])urpo.se  of  the  Society  is  the  consider- 
ation of  all  matters  i)ertaining  to  psychiatry 
in  our  state.  A minimum  of  four  meetings  per 
year  will  be  held. 


Postgraduate  Institute 

The  18th  annual  Postgraduate  Institute  of 
the  Philadelphia  County  51edical  Society  will 
be  held  at  the  Bellevue-Stratford  Hotel, 
5Iarch  30-Ai>ril  2,  1954.  Among  the  subjects 
to  be  covered  are : viral  he])atitis,  cerebral 
palsy,  juvenile  delimiuency,  surgery  of  valvu- 
lar heart  disease,  i)ulmonary  tuberculosis,  or- 
thoi)edics,  metabolic  diseases,  radioactive  iso- 
toi>es,  pediatrics,  viral  aud  other  infectious, 
diseases  of  the  ear,  no.se  and  throat,  and  the 
newer  drugs. 

The  usual  number  of  technical  exhibits  will 
be  an  important  j)art  of  the  meeting.  Registra- 
tion fee  is  $10.00  for  non-members  of  the 
Philadelphia  Society.  Accepted  tor  credit  by 
the  American  Academy  of  Ceneral  Pi’actice. 
A preliminary  i)rogram  covering  details  of 
the  meeting  will  be  mailed  very  shortly.  The 
director  is  Leandro  51.  Tocantins,  51.  D.,  301 
So.  21st  Street,  Philadelphia  3,  Pennsylvania. 
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Clinical  Results*  with  Bantliine  Bromide 

(Brand  of  Methantheline  Bromide) 


22  Published  Reports  Covering  Treatment  of  1443  Peptic  Ulcer  Patients  with  Banthine 

Comprising  the  reports  published  in  the  literature  to  date  which  give  specific  facts  and  figures  of  the  results  of  treatment 

AUTHORS 

No.  of 
Patients 

Chronic, 
Resistant 
to  Other 
Therapy 

TYPES  OF  ULCERS 

RELIEF  Of  SYMPTOMS 
(Chiefly  Pain) 

Surgery 

Compli- 

cations' 

Side  Effects 
Requiring 
Discontinuance 
of  Drug2 

EVIDENCE  OF  HEALING 

Duodenal 

Jejunal 

Stomal 

Gastric 

Good 

Fair 

Poor 

No 

Report 

Complete 

Moderate 

None 

No  Report 

Crimson,  Lyons,  Reeves 

100 

100 

93 

7 

80 

11 

4 

S 

47 

19 

29 

Friedman 

15 

15 

14 

1 

5 

4 

6^ 

2 

13 

Bechgaard,  Nielsen,  Bang, 
Gruelund,  Tobiassen 

26 

26 

21 

5 

16 

4 

6 

8 

6 

12 

McHardy,  Browne,  Edwards 
Marek,  Ward 

162 

162 

136 

12 

11 

3 

1 

14 

9 

7 

129 

Segal.  Friedman,  Watson 

34 

34 

34* 

14 

13 

7 

2 

5 

8 

14 

Brown,  Collins 

117 

99 

117 

97 

7 

8 

5 

8 

55 

9 

8 

40 

Asher 

77 

65 

7 

5 

52 

9 

16 

16 

9 

21 

47 

Rodriguez  de  la  Vega, 
Reyes  Diaz 

5 

4 

5 

4 

1 

3 

2 

Winkelstein 

116 

116 

102 

8 

6 

102 

14 

53 

18 

45 

Hall.  Hornisher,  Weeks 

18 

18 

18 

11 

1 

6» 

18 

Maier,  Meili 

38 

38 

24 

146 

27 

7 

4? 

10 

2 

5 

21 

Meyer.  Jarman 

25 

18 

25 

21 

4 

25 

Poth,  Fromm 

37 

37 

37 

33 

3 

1 

33 

3 

1 

Plummer.  Burke,  Williams 

41 

41 

41 

36 

5 

38 

3 

McDonough,  O'Neil 

104 

100 

104 

63 

10 

31 

11 

4 

11 

89 

Broders 

60 

60 

58 

1 

1 

35 

19 

6 

10 

1 

49“ 

Legerton,  Tenter,  Ruffin 

11 

11 

11 

11 

Holoubek,  Holoubek, 
Langford 

76 

69 

76 

35 

27 

10 

4 

10 

26 

10 

36 

Ogborn 

42 

39 

2 

1 

42» 

42 

Shaiken 

48 

48 

48 

33 

10 

3 

2 

33 

10 

3 

Johnston 

145 

145 

145 

143 

2 

2 

143 

2 

Rossett,  Knox,  Stephenson 

146 

141 

5 

146 

410 

53 

93 

TOTALS 

1443 

968 

1380 

17 

8 

38 

1 142 

132 

I3I 

12 

26 

54 

552 

52 

179 

634 

PERCENTAGES 

67.8 

95.6 

1.2 

0.6 

2.6 

81.3 

9.4 

9.3 

3.7 

70.5 

6.6 

22.9 

1.  Not  included  in  tabulations.  6.  Two  with  symptoms  only;  no  demonstrable  ulcer. 

2.  Included  in  "Relief  of  Symptoms”  as  ‘‘Poor"  and  7.  Three  were  psychopathic  patients  and  one  had  a ventricular  ulcer  of  the  lesser  curvature. 

in  "Evidence  of  Healing"  as  "None."  8.  Roentgen  findings  after  treatment  period  of  two  weeks;  forty-seven  had  duodena]  deformity. 

3.  Four  had  no  symptoms  when  Banthine  therapy  was  begun.  9.  All  returned  to  work  within  a week. 

4.  Of  which  seven  were  penetrative  lesions  and  five  partially  obstructive.  10.  In  these  four,  after  relief  of  symptoms,  Banthine  was  discontinued 

5.  No  symptoms  were  present  in  four.  because  of  urinary  retention. 

During  the  past  three  years,  more  than  250 
references  to  Bantliine  therapy  in  peptic  ulcer 
and  other  parasympathotonic  conditions  have 
appeared  in  medical  literature.  Of  these  re- 
ports, 22  have  presented  specific  facts  and 
figures  on  the  results  of  treatment  in  a total  of 
1,443  peptic  ulcer  patients,  67.8  per  cent  of 
whom  were  reported  as  chronic  or  resistant 
to  otlier  therapy.  These  results  are  tabulated 
above  and  show: 

"Good”  relief  of  symptoms  was  obtained  in 
81.3  per  cent  of  the  1,405  patients  on  whom 
reports  were  available. 

"Complete”  evidence  of  healing  was  ob- 
tained in  70.5  per  cent  of  the  783  patients  on 
whom  reports  w'ere  available. 

In  all  but  9.3  per  cent,  relief  of  pain  was 
"good”  or  "fair.”  In  all  but  22.9  per  cent,  evi- 
dence ofhealing  was  "complete”  or  "moderate.” 


During  treatment,  26  patients  required 
surgery  or  developed  complications  otlier 
than  ulcer  which  required  discontinuance  of 
the  drug  before  results  could  be  evaluated. 

Of  the  remaining  1,417  patients,  only  3.7 
per  cent  experienced  side  effects  sufficiently 
annoying  to  require  discontinuance  of  the  drug. 


*VoIume  containing  complete  references,  with  abstracts 
of  39  additional  reports,  will  be  famished  on  request  by 

G.  D.  Searle  Sc  Co. 

P.  O.  Box  5110,  Chicago  80,  Illinois 
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[AS  ADVERTISED  IN  THE  JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION] 

Income'"  for  members  of  the 
Delaware  Medical  Profession 
from  the  brst  day** 
of  sickness  or  injury... 


now! 

Not  for  only  26  weeks — Not  for  only  52  weeks 


but  even  for  your  entire  lifetime 

Mouse  Confinement  is  not  required  at  any  time 
.Accidental  loss  of  hands,  feet  or  eyesight  pays 
monthly  benefits — not  just  lump  sum. 

tax  free  dollars 

Disability  income  is  not  taxable.  For  example:  $3600.00  a year 
from  our  policy  is  equivalent  to  about  $5000.00  regular  income. 

extra  benefits 

Double  monthly  benefits  when  vou 

are  hospitalized  for  as  long  as  three  months. 

Unusually  large  accidental  death  benefits 
Double  benefits  for  specified  travel  accidents 

plus  important  features 

Waiver  of  Premium  Provision 
Commercial  Air  Fravel  Passenger  Coverage 
No  automatic  termination  age 


*/n  the  event  of 
total  disability  and 
Total  Loss  of  Time 

**Benefit  payments 
start  from  first  day 
of  medical  attention 

Mail  Coupon 
today  while  you 
are  still  healthy 


UNITED  INSURANCE  COMPANY,  Lifetime  Dept. 

Eig  Building,  Silver  Spring,  Maryland. 

I would  like  to  know  more  about  your  lifetime  income  pro- 
tection. 

NAME  AGE 

ADDRESS  

or  clip  to  your  letterhead 
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How  to  control 
itching  and  scaling 
for  1 to  4 weeks 


You  can  expect  results  like  these 
with  Selsun:  complete  control  in  81 
to  87  per  cent  of  all  seborrheic  der- 
matitis cases,  and  in  92  to  95  per  cent 
of  common  dandruff  cases.  Selsun 
keeps  the  scalp  free  of  scales  for  one 
to  four  weeks— relieves  itching  and 
burning  after  only  two  or  three 
applications. 

Your  patients  just  add  Selsun  to 
their  regular  hair-washing  routine. 
No  messy  ointments  ...  no  bedtime 
rituals  ...  no  disagreeable  odors. 
Selsun  leaves  the  hair  and  scalp 
clean  and  easy  to  manage. 

Available  in  4-fluidounce  bottles, 
Selsun  is  ethically  promoted  and 
dispensed  only  on 
your  prescription. 


(X&tjott 


'prescribe 

S E LS  U 

Sulfide  Suspension 

{Selenium  Sulfide,  Abbott) 


II 

|i 


I I 


i 


1 


Physiological  test 

compares  Kents 

“Micronite”  Filter  with  other  cigarette  tilt 


"KENT"  AND  "MICRO 
ARE  REGISTERED  TRAl 
OF  P.  LORILLARD  COF 


To  compare  the  efficiency  of  various 
filters  as  they  affect  physiological  re- 
sponses in  the  cigarette  smoker,  drop 
in  surface  skin  temperature  at  the  last 
phalanx  was  measured. 

Using  well-established  procedures, 
the  subject  smoked  conventional  filter 
cigarettes  and  the  new  KENT  with 
the  exclusive  Micronite  Filter. 

For  every  other  filter  cigarette,  the 
drop  in  temperature  averaged  over  6 
degrees.  For  KENT’S  Micronite  Filter, 
there  was  no  appreciable  drop. 

These  findings  confirm  the  results  of 
other  scientific  measurements  that 
show  these  facts:  1)  KENT’S  Micronite 
Filter  takes  out  far  more  nicotine  and 


tars  than  any  other  cigarette,  old  or 
new.  2)  Ordinary  cotton,  cellulose  or 
crepe  paper  filters  remove  a small  but 
ineffective  amount  of  nicotine  and  tars. 

Thus  KENT,  with  the  first  filter  that 
really  works,  gives  the  one  smoker  out 
of  every  three  who  is  susceptible  to 
nicotine  and  tars  the  protection  he 
needs  . . . while  offering  the  satisfac- 
tion he  expects  of  fine  tobacco. 

For  these  reasons,  smokers  have 
made  the  new  KENT  the  most  popular 
new  brand  of  cigarette  to  be  introduced 
in  the  last  20  years. 

I f you  have  yet  to  try  the  new  KENT 
with  the  exclusive  Micronite  Filter,  may 
we  suggest  you  do  so  soon? 
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WEST  CHESTER,  PA. 

% 


® A recognized  private  psychiatric  hos- 
pital for  the  treatment  of  all  nervous  and 
mental  illness,  including  alcoholism  and 
senility.  Complete  facilities  for  electro- 
shock therapy,  insulin  therapv,  physio- 
theraphy,  hydrotherapy  and  a well  organ- 
ized program  of  occupational  and  social 
theraphy  under  a certified  therapist. 
Referring  physicians  may  retain  super- 


vision of  patients.  Located  on  a beautiful 
28-acre  tract  . . . buildings  are  well 
equipped  and  attractively  appointed. 
Capacity:  75  beds,  single  room  occupancy. 
Complete  information  upon  request. 

A \)hj — /S'  uperintendent 

DARLINGTON  SANITARIUM.  INC. 
WEST  CHESTER.  PENNSYLVANIA 

Telephone:  West.  Chester  3120 


I/KLAWAHK  StATK  MeDK'AL  .lorKXAl, 
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PARKE 

^nsti  inttonai  -^uppii' 


COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 
• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd„  Philadelphia  11,  Penna. 


ECKERD'S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 

900  Orange  Street  Manor  Park 

WILMINGTON,  DELAWARE 


PRIVATE  PSYCHIATRIC  SANITARIUM" 

DAYBREAK  LODGE 

SANFORD  G.  ROGG,  M.  D. 

Diplomate  In  Psychiatry 
Medical  Director 

Complete  Psychiatric  Care  For 
DIAGNOSTIC  PROBLEMS 
MENTAL  DISORDERS 
NERVOUS-EMOTIONAL 
ALCOHOL-ADDICTION 
FATIGUED  ADULTS 

, , Electric  Therapy 

Psychotherapy-, Therapy 

Registered  Nurses  In  Attendance 
Licensed  By  The  State  of  Delaware 

2801  W.  6TH  STREET,  WILMINGTON,  DEL  WILM.  8-2251  — 5-3702 
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r Oil  Am 


Nudx-' 

Phone:  LA  4-7695 


• Collected  for 
members 
of  the 
STATE 
MEDICAL 
SOCIETY 
230  W.  41st  ST. 
NEW  YORK 


FRAIMS  DAIRIES 

Quaiiti^  2^airi^  f-^roductd 

^ince  1900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Delaware  Phone  6-8225 


To  keep 

your  car  running 

Better  - Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 


Service 

Station 


DL 


ovuer6 


• • • 


Geo.  Carson  Boyd 

at  t2l6>  1/iJeit  lOlli  Street 

Phone:  4388 


JOHN  G.  MERKEL 
& SONS 

jPlu^siciani  — ^Jdoipit  a {■ — 
cyCaLoratori^ — ^nuaiid  ^uppliei 


PHONE  4-8818 


801  N.  Union  Street 


Wilmington,  Delaware 


George  T.  Tobin  & Sons 

BUTCHER'S 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


A Store  for  . . . 

Qauk^  Winded  JJl 
lA/fio dre  dJliri^t  Cdonicious 

LEIBOWITZ^S 

224-226  MARKET  STREET 
Wilmington,  Delaware 
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There's  a complete  summary  of  the 
week's  news  in  Delaware  on  one 
compact  page  . . . there's  a business 
page  that  presents  the  top  local  and 
national  business  news  each  week 
. . . there's  commentary  by  H.  V. 
Kaltenborn  end  Drew  Pearson  on 
significant  national  and  international 
news  . . . there  are  complete  sports, 
magazine  and  entertainment  sections 
for  more  leisurely  Sunday  reading. 


Wilmington 
Sunday  Star 

^l^eii^ned  dJor  dldetavuareani 


Physicians'  and  Surgeons' 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Pro- 
tection, Avoids  Unpleasant  Situations 
By  Immediate  Thorough  Investigation 
And  Saves  You  The  High  Costs  Of 
Litigation. 

The  Only  Plan  W hich  Is  Officially  Spon- 
sored By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 
Phone  Wilmington  5-6561 

If  it's  insurable  we  can  insure  it 


Serve  it  hot 
it  hits  the  spot ! 


just  heat 


CHOCOLATE 

DRINK 


Look  for  the  Sealtest  trademark 
and  the  brown  tile  pattern 
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ACCIDENT  # HOSPITAL  • SICKNESS 

INSURANCE 

For  Physicians,  Surgeons,  Dentists  Exclusively 


$5,000  accidental  death  Quarterly  $8.00  $15,000  accidental  death  Quarterly  $24.00 

$25  weekly  indemnity,  accident  and  sickness  $75  weekly  indemnity,  accident  and  sickness 


$10,000  accidental  death  Quarterly  $16.00  $20,000  accidental  death  Quarterly  $32.00 

$50  weekly  indemnity,  accident  and  sickness  $100  weekly  indemnity,  accident  and  sickness 


GOST  HAS 

NEVER  EXCEEDED  AMOUNTS 

SHOWN 

ALSO  HOSPITAL 

INSURANCE 

Single 

Double 

Triple 

Quadruple 

60  days  in  Hospital  

5.00  per  day 

10.00  per  day 

15.00  per  day 

20.00  per  day 

30  days  of  Nurse  at  Home  

5.00  per  day 

10.00  per  day 

15.00  per  day 

20.00  per  day 

Laboratory  Fees  in  Hospital  

5.00 

10.00 

15.00 

20.00 

Operating  Room  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Anesthetic  in  Hospital  

10.00 

20.00 

30.00 

40.00 

X-Ray  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Medicines  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Ambulance  to  or  from  Hospital 

10.00 

20.00 

30.00 

40.00 

COSTS  (Quarterly) 

Adult  

2.50 

5.00 

7.50 

10.00 

Child  to  age  19  

1.50 

2.00 

4.50 

6.00 

Child  over  age  19  

2.50 

5.00 

7.50 

10.00 

S4  000  000  00  PHYSICIANS  CASUALTY  ASSOCIATION 

INVESTED  ASSETS  PHYSICIANS  HEALTH  ASSOCIATION 


810,500,000.00 
PAID  FOR  CLAIMS 


51  years  under  the  same  management 


400  First  National  Bank  Building  Omaha  2,  Nebraska 

S200.00n.00  deposited  with  State  cf  Nebraska  for  protection  of  our  members 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

I 61380  4 

6-1380  is  Brittingham's  unlisted  telephone  num- 
ber for  the  use  of  doctors  only  ....  Phone  your 
prescriptions  to  us  and  we  will  deliver  them  by 
fast  motorcycle  to  any  point  in  the  city  or  sub- 
urbs. . . . No  charge,  of  course! 

BRITTINGHAM'S 

PHARMACY 

Medical  Arts  Bldg.  Del.  Trust  Bldg. 


XXX  11 
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Bavnard  OjJtical 
Compaiiv 

Pi  •escriptioii  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


.")th  and  Market  Sts. 
Wilmington,  Delaware 


Enjoy  instant,  plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  have  an  ample, 
reliable  supply  of  hot 
water!  With  an  Auto- 
matic Gas  Water  Heat- 
er in  your  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  house- 
hold tasks,  bathing, 
cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


lElAWARE  POWER  UIGHI  CO. 


With  an  Automatic  Gas 

WATER  HEATER 
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"the  ideal  detection  center  is  the  office  of  the  family  physician"' 


Found:  20,255  “new”  diabetics  in  one 
year  in  the  private  practice  of  5000  physi- 
cians responding  to  a nationwide  poll.*  Of 
these,  8 1 % were  detected  by  urine-sugar 
analysis;  62%  of  the  physicians  used 
Clinitest. 


Only  19%  of  the  diabetics  in  this  survey 
were  detected  by  findings  other  than  glyco- 
suria. “Every  patient  therefore, should  have 
at  least  one  urinalysis  as  part  of  his  exam- 
ination, even  if  the  purpose  of  his  visit  is 
only  the  removal  of  wax  from  the  ears.”- 


for  detection  of  urine-sugar 


1.  Blotner,  H.,  and  Marble,  A.:  New  England  J. 

Med.  245:561  (Oct.  11)  1951. 

2.  Steine,  L.:  GP  8:45  (July)  1953. 

Ames  Diagnostics 

Adjuncts  in  clinical  management 

AMES 

COMPANY,  INC.  ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


eitS4 
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Only  Dextri-Maltose  enjoys  a record 
of  forty-three  years  of  consistent  and 
outstanding  clinical  success.  No  other 
carbohydrate  for  infant  feeding  has 
earned  such  worldwide  acceptance  and 
confidence  in  its  constant  dependability. 
Research  continues  to  establish  that  whole 
milk  and  Dextri-Maltose  formulas 
provide  optimal  nutrition  for  uncomplicated 
growth  and  development  of  infants. 


DEXTRI-MALTOSE 

THE  CARBOHYDRATE  OF  CHOICE  FOR  INFANT  FORMULAS 


MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA,  U.S.A. 


MEMORIAL  HOSPITAL  NUMBER 


DELAWARE  STATE 
MEDICAL  JOURNAL 

Official  Organ  of  the  Medical  Society  of  Delaware 

INCORPORATED  1789 
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Given  social  acceptance, 
the  great  majority  of 


epileptic  patients 
can  lead  normal  lives 


DILANTIN,  after  more  than  15  years  of  clinical 
experience,  is  an  established  anticonvulsant 
of  choice.  Its  abihty  to  control  grand  mal  and 
psychomotor  seizures,  without  the  handicap 
of  hypnosis,  helps  many  epileptic  individuals 
participate  in  normal  educational,  economic, 
and  social  activities. 


Dila.ntin'^  Sodium 


DILANTIN  Sodium  is  supplied  in  a variety  of  forms— including  Kapseals® 
of  0.03  Gm.  (%  gr.)  and  0.1  Gm.  (1%  gr.)  in  bottles  of  100  and  1000. 


(diphenylhydantoin  sodium,  Parke-Davis) 


DETROIT,  MICHlGAh 


IV 


Dklaware  State  Medical  Joeknal 


April,  1954 


ME  B ARAL 


1 


for  the  hyperexcitability 
so  often  found  in 


BRAND  OF  M E P H O B A R 6 I T A L 

hypertension 
hyperthyroidism 

convulsive  disorders 

i 

I difficult  menopause 
I I psychoneurosis 

I I 

^ hyperhidrosis 


\\  i l / 

WINTHROP 


Mebaral's  soothing  sedative  effect  is  obtained  without  significantly 
clouding  the  patient's  mental  faculties. 


Average  Dose: 

Adults  — 32  mg.  to  0.1  Gm.  (optimal  50  mg.), 

3 or  4 times  daily. 

Children  — 16  to  32  mg.,  3 or  4 times  daily. 

Tasteless  tablets  of  32  mg.  (’/j  grain) 

50  mg.  (%  grain) 

0.1  Gm.  (ly?  grains) 

0.2  Gm.  (3  grains)  scored. 
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Upjohn 


Depo-Testosterone 


Trademark  H R( 


Reg.U.S.  Pat.  Off. 


CYCLOPENTYLPROPIONATE 


Each  cc.  contains: 


Testosterone  Cyclopentylpropionate 
50  nig.  or  100  mg. 


Chlorohutanol 5 mg. 

Cottonseed  Oil q.s. 


50  mg.  per  cc.  available  in  10  cc.  vials 

100  mg.  per  cc.  available  in  1 cc.  and 
10  cc.  vials 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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I ‘‘..when  the 


I patient  is  in 

I 

acute  distress 
from 

waterlogging..'.’ 

“Meralluride  sodium  solution 
(mercuhydrin)  in  1 to  2 cc.  doses 
intramuscularly  has  been  very 
effective  and  is  not  painful.”*  In  acute 
congestive  failure,  mercuhydrin 
characteristically  curbs  tissue 
inundation  and  relieves  dyspnea, 
orthopnea  and  cardiac  asthma. 

Ampuls  of  1 cc.,  2 cc.,  and  10  cc.  vials. 

*Stead,  E.  A.,  Jr.,  in  Cecil,  R.  L.,  and 
Loeb,  R.  E:  Textbook  of  Medicine,  ed.  8, 
Philadelphia,  W.  B.  Saunders  Co., 

1951,  p.  1065. 


ClJ^e^ic/e  laboratories,  INC.,  MILWAUKEE  1,  WISCONSIN 
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SUSTAINED 
PENICILLIN 
LEVELS  IN 

STREPTOCOCCAL 


® 

Philadelphia  2,  Pa. 


INFECTIONS 

. . it  has  been  shovv'n  that  the  treatment  of 
streptococcic  infections  by  adequate  amounts 
of  penicillin  will  prevent  rheumatic  fever  . . . 
On  the  basis  of  our  experience,  we  feel  that 
Bicillin  for  injection  more  nearly  supplies  the 
need  than  any  other  product  available  at 
present. 

“Following  the  injection  of  600,000  units  of 
this  drug  in  aqueous  suspension,  100  per  cent  of 
ambulatory  adult  males  show  blood  concentra- 
tions of  0.105  to  approximately  0.03  unit  per 
ml.  for  10  days,  and  about  50  per  cent  of  these 
subjects  maintain  demonstrable  concentrations 
for  14  days  . . . The  development  of  Bicillin 
is  one  of  the  important  milestones  in  anti- 
biotic therapy. ”2 

“The  demonstration  of  detectable  amounts 
of  penicillin  in  the  serum  of  most  patients  for 
four  weeks  following  the  administration  of 
1,250,000  units  of  Bicillin  suggests  the  feasi- 
bility of  maintaining  continuous  drug  pro- 
phylaxis against  recurrences  [of  rheumatic  fever] 
by  administration  of  single  monthly  intra- 
muscular injections. ”3 

Bicillin  is  available  in  oral  suspension,  tablet, 
and  injectable  forms 

1.  Breese,  B.  B.:  J.A.M.A.  152:10  (May  2)  1953 

2.  Welch,  H.:  Antibiot.  & Chemo.  3:347  (April)  1953 
3.Stollerman,G.H.,andRusoff,J.H.;J.A.M.A.750;I571(Dec.20)1952 


Streptococcus  haemolyticus. 
Right:  Electron  micrograph 
( from  Mitdd,  S. , and  Lack  man, 
D.  B.:  J.  Bacterial.,  Williams 
& Wilkins  Co.).  Above: 
Blood-agar  plate,  showing 
hemolysis. 


BICILLIN 

Benzathine  Penicillin  G 
Dibenzylethylenediainine  Dipenicillin  G 
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NOT  ARTHRITIS  BUT  ARTHRALGIA... 


If  the  patient  complaining  of  aching  joints  is  a woman  Ijetween  37  and  54  years  of  age,  it 
is  highly  possible  that  she  is  suffering  from  arthralgia  rather  than  arthritis.’  It  has  been  esti- 
mated that  arthralgia  occurs  in  about  40  per  cent  of  women  with  estrogen  deficiency,  and  is 
exceeded  in  frequency  oidy  by  symptoms  of  emotional  or  vasomotor  origin."  In  fact,  arthralgia 
may  be  as  indicative  of  declining  ovarian  function  as  the  classic  menopausal  hot  flushes. 

Arthralgia,  however,  is  just  one  of  a vast  number  of  distressing  but  ill-defined  symptoms 
that  may  be  precipitated  by  the  loss  of  estrogen  as  a “metabolic  regulator.”  Other  good  examples 
are  insomnia,  headache,  easy  fatigability,  and  tachypnea. 

Because  these  syni])toms  sometimes  occur  years  before  or  even  long  after  cessation  of 
menstruation,  they  are  not  always  readily  associated  with  estrogen  deficiency,  and  the  tendency 
may  be  to  treat  them  w ith  medications  other  than  estrogen.  Obviously,  sedatives  and  other  pallia- 
tives cannot  be  expected  to  produce  a satisfactory  res])onse  if  an  estrogen  deficiency  exists.  Only 
estrogen  replacement  therapy  will  correct  the  basic  cause  of  the  disorder. 

“Premarin”  is  an  excellent  preparation  for  the  replacement  of  body  estrogen.  In  “Prem- 
arin”  all  comjjonents  of  the  complete  equine  estrogen-complex  are  meticulously  })reserved 
in  their  natural  form.  “Premarin”  produces  not  only  ])rompt  sym])tomatic  relief  but  a distinctive 
“sense  of  well-being”  which  is  most  gratifying  to  the  patient. 

1.  (»reenblatl.  R.  B..  and  Kupperman.  H.  S. : M.  Clin.  North  .\merica  30:576  (May)  1046.  2.  McGavack,  T.  H.,  in  Coldzieher,  M.  A.,  and 

(ioldzieher,  J.  W.:  Endocrine  Treatment  in  General  Practice,  New  York,  Springer  Publishing  Company.  Inc.,  1953,  p.  225. 
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tPREMARIM: 


Estrogenic  substances  (uater-soluble)  also  knoivn  as  conjugated  estrogens  (equine) 

A lailable  in  tablet  and  liquid  form 

has  no  odor  . . . imparts  no  odor 


NEW  YORK,  N.  Y. 


MONTREAL,  CANADA 


Which  filter-tip  cigarette  is  the  most  effective? 


ntinuing  and  repeated  impartial 
ific  tests,  smoke  from  the  new 
r consistently  proves  to  have  much 
licotine  and  tar  than  smoke  from 
•ther  filter  cigarette — old  or  new. 

e reason  is  Kent’s  exclusive  Mi- 
le Filter. 

is  new  filter  is  made  of  a filtering 
'ial  so  efficient  it  has  been  used  to 
J the  air  in  atomic  energy  plants 
Toscopic  impurities. 

apted  for  use  as  a cigarette  filter, 


it  removes  nicotine  and  tar  particles  as 
small  as  2/10  of  a micron. 

And  yet  KENT’S  Micronite  Filter, 
which  removes  a greater  percentage  of 
nicotine  and  tar  than  any  other  filter 
cigarette,  lets  through  the  full  flavor  of 
KENT’S  fine  tobaccos. 

Because  so  much  evidence  indicates 
KENT  is  the  most  effective  filter-tip 
cigarette,  shouldn’t  it  be  the  choice  of 
those  who  want  the  minimum  of  nico- 
tine and  tar  in  their  cigarette  smoke? 


with  the  exclusive  Micronite  Filter 


"KENT"  AND  "MICRONITE"  ARE  REGISTERED  TRADEMARKS  OF  P.  LORILLARD  COMPANY 


A nucleus  of  modern 
broad- spectrum  activity 


Wide  antimicrobial  range 
Prompt  response 
Unexcelled  tolerance 
High  blood  levels 
Outstanding  stability 


ver  you  fake  a femperafure 

think  of  Tefracyn 


. in  patients  with  pneumococcal  pneumonia, 
surgical  infections,  or  urinary  tract 
infections . . . oral  administration ...  is  followed 
by  rapid  clinical  response.  Symptoms, 
including  fever,  largely  cleared  up  within 
2Jf  to  48  hours.”'*" 


brand  of  tetracycline  hydrochloride 


*English,  A.  R,,  et  al.:  Antibiotics  Annual  (1953-195i), 
New  York,  Medical  Encyclopedia,  Inc.,  1953,  p.  70. 


Supplied*  Tetracyn  Tablets  (sugar  coated) 
250  mg.,  100  mg.,  50  mg. 


556  Lake  Shore  Drive, 


Chicago  11,  Illinois 
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...use  a little  wine  for  thy  stomach's  sake 
and  thine  often  infirmities...” 

-Paul 

^P'he  use  of  wine  in  nutrition  and  in  medicine  dates 
A back  to  the  beginning  of  history.  It  is  recorded  in 
the  ancient  Egyptian  papyri,  in  the  Bible — as  in  the 
oft-quoted  admonition  from  Paul  to  Timothy — and  in 
epicurean  and  medical  annals  from  Hippocrates  down 
to  our  own  times. 

In  recent  years  there  has  developed  a demand  within 
the  medical  profession  that  the  true  values  of  wine  be 
determined,  and  that  fact  be  separated  from  folklore. 
Accordingly,  fifteen  years  ago,  research  projects  in 
many  American  medical  centers  were  initiated  to 
determine  by  modern  scientific  techniques  the  food 
values  and  medical  uses  of  wine.* 

The  investigations  have  brought  forth  evidence 
which  may  be  of  interest  and  practical  value  . . . 

...Wine  stimulates  the  appetite  in  anorexia,  and 
gently  Increases  gastric  secretion. 

...Wine  serves  as  a quick-energy  food.  Its  small 
amount  of  hexose  is  speedily  absorbed,  and  its  mod- 
erate content  of  alcohol  is  metabolized  readily,  even 
by  diabetics.  Its  B-vitamlns  and  absorbable  iron  make 
it  a useful  supplementary  source  of  these  substances. 

...W'lne  possesses  significant  diuretic,  vasodilating 
and  rela.xing  properties.  The  gentle  sedation  provided 
by  a small  amount  of  wine  at  bedtime  is  a pleasant 
aid  in  inducing  restful  sleep. 

...  A little  wine  before  or  with  the  meal  can  offer  a 
needed  element  of  “graceful  living”  to  the  patient . . . 
it  can  help  in  the  psychological  care  of  the  elderly  and 
the  convalescent. 

In  California  (and  in  other  regions,  too)  a combi- 
nation of  soils,  climates  and  modern  wine-making  skills 
makes  it  possible  to  grow  the  world’s  finest  wine 
grapes  of  every  variety,  and  to  produce  wine  of  strict 
quality  standards,  true  to  type,  moderate  in  price. 

*Research  information  on  wine  is  available  upon  request. 

Wine  Advisory  Board  • San  Francisco  3,  California 


a new,  superior,  broad-spectrum  antibiotic 

with  fewer  side  effects,  wide  antimicrobial  range, 
increased  tissue  diffusion 


Hydrochloride  Tetracycline  HCl  Lederle 


Developed  by  Lederle  research,  Achromycin 
is  a new  broad-spectrum  antibiotic  which  has 
already  demonstrated  notable  effectiveness  in 
clinical  trials. 

Several  investigators  have  reported  defi- 
nitely fewer  side  reactions  with  Achromycin 
than  those  experienced  with  certain  other 
broad-spectrum  antibiotics. 

In  addition,  Achromycin  has  shown  quicker 
diffusion  in  tissues  and  body  fluids.  It  also 
has  greater  stability,  which  prolongs  high 
blood  levels. 


CLINICAL  INDICATIONS 

Achromycin  exhibits  a broad  range  of  activity  against  beta 
hemolytic  streptococcic  infections,  E.  colt  infections  (including 
urinary  tract  infections,  peritonitis,  abscesses),  meningococcic, 
staphylococcic,  pneumococcic  and  gonococcic  infections,  otitis 
media  and  mastoiditis,  acute  bronchitis  and  bronchiolitis,  and 
certain  mixed  infections. 

DOSAGE  FORMS 

Capsules  — 250  mg.,  100  mg.,  and 
50  mg. 

Spersoids*  Dispersible  Powder — 

50  mg.  per  teaspoonful  (3,0  Gm.) 


Intravenous — 500  mg.,  250  mg., 
and  100  mg. 

Other  dosage  forms  will  soon  be 
available.  'Reg  U S.  Pat.  Off. 


LEDERLE  LABORATORIES  DIVISION  AMER/CAJV 


Gj/mamul 


COMPAMV  PEARL  RIVER,  NEW  YORK 
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1 . Cowart , E.  C.,  Jr.:  Mississippi  Doctor  278  (April)  1952. 
2 . Sayer-,  R.J.,etal.:Am.J.M  Sc.  221 ; 256  (March ) 1951 . 

3.  Knight.  V.  : New  York  State  J.  Med.  50:2173  (Sept.  15)  1950. 

4.  Trafton,  H.  M.  , and  Lind,  H.  E.  : J.  Ujol.  ^ :315  (Feb.)  1953. 

PFIZER  LABORATORIES,  Brool<lyn  6,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 


Film  Sealed 


ERYTHROCIN  Stearate 

TRADE  MARK 

(Erythromycin  stearate,  Abbott) 


FASTER  DRUG  ABSORPTION 

New  Erythrocin  Stearate  tablets  provide  excellent  drug  protection 
from  gastric  secretions  with  the  new  Film  Seal*  marketed  only  by 
Abbott — plus  a special  buffer  system.  Result:  Because  the  need  for  an 
enteric  coating  is  eliminated,  the  drug  is  more  rapidly  absorbed. 

EARLIER  BLOOD  LEVELS 

Because  of  the  swift  absorption,  high  blood  concentrations  of 
Erythrocin  are  reached  within  2 hours.  (Enteric-coated  erythromycin 
affords  little  or  no  blood  level  at  2 hoims.)  Peak  level  is  reached  at  4 hours, 
with  significant  concentrations  for  8 hours. 

LOW  TOXICITY 

Erythrocin  is  less  likely  to  alter  normal  intestinal  flora  than  most  other 
widely-used  antibiotics.  Gastrointestinal  disturbances  are  rare,  with  no 
serious  side  effects  reported. 

EFFECTIVE  AGAINST  RESISTANT  COCCI 

Erythrocin  Stearate  is  highly  effective  against  coccal  infections. 
Especially  recommended  when  the  infecting  organism  is  staphylococcus— 
because  of  the  high  incidence  of  staphylococci  resistant  to  penicillin  and 
other  antibiotics.  Advantageous,  too,  when  patients  are  allergically 
sensitive  to  other  antibiotics. 

Erythrocin  Stearate  (100  and  200  mg.)  comes  ^ n n 
in  bottles  of  25  and  100  Film  Sealed  tablets.  CXOlJCytt 

*patent  apphed  for 

FOR  CHILDREN: 

Pediatric  Erythrocin  Stearate  Oral  Suspension. 

Tasty,  stable,  ready-mixed. 
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in  arthritis 

and  allied  disorders 


Its  therapeutic  effectiveness  substantiated  by  more  than  fifty 
published  reports,  Butazolidin  has  recently  received 
the  Seal  of  Acceptance  of  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association. 

In  the  treatment  of  arthritis  Butazolidin  produces  prompt  relief 
of  pain.  In  many  instances  relief  of  pain  is  accompanied 
by  diminution  of  swelling,  resolution  of  inflammation  and  increased 
freedom  and  range  of  motion  of  the  affected  joints. 

Butazolidin  is  indicated  in: 

Gouty  Arthritis  Rheumatoid  Arthritis 

Psoriatic  Arthritis  Rheumatoid  Spondylitis 

Painful  Shoulder  (including  peritendinitis,  capsulitis,  bursitis,  and  acute  arthritis) 

Since  Butazolidin  is  a potent  agent,  patients  for  therapy  should 
be  selected  with  care;  dosage  should  be  judiciously  controlled; 
and  the  patient  should  be  regularly  observed  so  that  treatment  may  be 
discontinued  at  the  first  sign  of  toxic  reaction. 

Physicians  unfamiliar  with  the  use  of  Butazolidin  are  urged  to  send 
for  complete  descriptive  literature  before  employing  it. 

Butazolidin®  (brand  of  phenylbutazone),  coated  tablets  of  100  mg. 

CEIGY  PHARMACEUTICALS 

Division  of  Ceigy  Chemical  Corporation 
220  Church  Street,  New  York  13,  N.  Y. 

In  Canada;  Ceigy  Pharmaceuticals,  Montreal 
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Impressive  response  in  acute  rheumatic  fever 

HydroCortom" 

(HYDROCORTISONE.  MERCK) 


BENEFITS:  Hydrocortone,  like  cortisone,  readily 
overcomes  the  acute  toxic  manifestations  of  rheu- 
matic fever.  Clinical  improvement  is  usually  ap- 
parent within  twenty-four  hours  and  the  tempera- 
ture generally  is  reduced  to  normal  limits  within 
several  days.  Favorable  effect  on  acute  carditis 


accompanied  by  congestive  failure  may  be  life- 
saving. Cost  of  therapy  is  now  comparable  to 
that  of  cortisone. 

SUPPLIED:  ORAL— Hydrocortone  Tablets;  20 
mg.,  bottles  of  25  tablets;  10  mg.,  bottles  of  50 
and  100  tablets;  5 mg.,  bottles  of  50  tablets. 


All  Hydrocortone  Tablets  are  oval-shaped  and  carry  this  trade-mark: 
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better  control  for  the  majority  of  diabetics . . . 


NPH  INSULIN 


NPH  lletin 
Insulin, 


a moderately  long-acting  Insulin, 
is  a carefully  standardized 
preparation  of  this  type 


FOR  INTERMEDIATE  EFFECT : (affords  best  Control  for  most  patients) 
NPH  lletin  (Insulin,  Lilly),  U-40  and  U-80 


FOR  RAPID  EFFECT:  lletin  (Insulin,  Lilly),  U-40,  U-80,  and  U-100 
lletin  (Insulin,  Lilly)  made  from  Zinc-Insulin  Crystals,  U-40  and  U-80 


FOR  PROLONGED  EFFECT:  Protamine,  Zinc  & lletin  (Insulin,  Lilly)— 
Protamine  Zinc  Insulin— U-40  and  U-80 

IN  10-CC.  VIALS 
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ANESTHESIA  SERVICES  IN  DELAWARE 

R.  Douglas  Sanders,  M.D.,* ** 
Wilmington,  Del. 

Anesthesia  departments  directed  and 
staffed  by  full  time  specialists  are  relative- 
ly recent  acquisitions  in  this  state.  The 
first  one  was  established  about  seven  years 
ago. 

Prior  to  this,  several  physicians  were  de- 
voting part  time  to  this  field  on  an  in- 
dividual case  basis,  and  nurse  technicians, 
employed  by  the  hospitals,  were  doing  the 
bulk  of  the  work. 

Today  there  are  ten  physicians  devoting 
full  time  to  the  specialty.  Three  of  these 
are  on  a residency  status.  They  work  in 
four  hospitals  which  have  organized  de- 
partments and  serve  as  working  consult- 
ants in  three  others  which  have  small 
scheduled  case  loads  and  few  emergencies. 

We  are  rather  proud  of  the  fact  that  two 
hospitals  in  this  area  enjoy  the  services 
of  more  trained  men  in  the  field  than  at 
least  three  medical  schools  of  our  ac- 
quaintance within  a radius  of  100  miles. 

The  primary  impetus  for  establishing 
these  departments  came  from  surgeons, 
but  much  of  the  supporting  good  will  came 
from  internists,  obstetricians,  pedi- 
atricians and  general  practitioners  who 
recognized  that  the  specialty  had  more  to 
contribute  to  their  patients  than  clinical 
anesthesia  at  the  operating  table.  We  are 
grateful  to  them  for  this,  as  well  as  for 
the  variety  of  information  we  have  ac- 
quired from  them  of  diseases  in  their  fields 
which  is  of  aid  to  us  in  our  work. 

In  this  connection  and  hereafter  I use 
the  term  “we”  in  its  broader  sense  and 
imply  all  of  us  who  are  specializing  in 
anesthesia  here. 

The  obligations  of  an  anesthesia  depart- 

*Read before  the  Medical  Society  of  Delaware,  Wilmington, 
October  13,  1953. 

♦♦Director  of  Anesthesiology;  Delaware  Hospital. 


ment  are  threefold : clinical  practice,  teach- 
ing and  development. 

The  first  clinical  practice  embraces  a 
variety  of  functions: 

1.  Anesthesia  for  surgery. 

2.  Diagnostic  and  therapeutic  blocks. 

3.  Direction  of  the  recovery  room  and 
training  of  the  nurses  who  work 
there. 

4.  Consultation  on  oxygen  therapy. 

5.  Treatment  of  respiratory  emergen- 
cies and  drug  poisoning. 

6.  Administration  of  intravenous  fluids 
and  blood — during  and  shortly  after 
surgery. 

As  to  the  first,  administration  of  anes- 
thesia for  surgery  presupposes  that  there 
are  a sufficient  number  of  capable  men  to 
do  the  work.  Some  doctors  entertain  the 
unfortunate  fallacious  opinion  that  one 
man  can  do  the  more  difficult  cases  and 
direct  a group  of  technicians  in  doing  the 
simpler  cases. 

When  this  thought  is  expounded  to  me, 
I am  reminded  of  my  friend’s  comment 
when  his  wife  had  given  a patient  of  his 
a singularly  bad  piece  of  therapeutic  ad- 
vice. “My  wife,”  he  said  thoughtfully,  “is 
a great  doctor  in  her  own  estimation,  for 
she  is  not  handicapped  by  any  knowledge 
of  the  condition  she  is  treating.” 

If  such  a savant  is  pressed  for  a defi- 
nition of  a simple  case,  he  usually  replies, 
“Tonsillectomy,  D & C,  things  like  that.” 
I disagree,  for  there  is  no  such  thing  as  a 
simple  case  or,  for  that  matter,  minor 
surgery.  Untoward  complications  may 
arise  to  confound  one  during  apparently 
trivial  surgical  operations. 

One  of  the  significent  advances  in  anes- 
thesia in  recent  years  has  been  in  the 
handling  of  infants  and  children.  Premedi- 
cation according  to  carefully  graded  tables 
of  dosage  is  now  given  to  the  very  young- 
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est.  with  desirable  effect,  whereas  once 
it  was  regarded  as  dangerous. 

Sequences  and  mixtures  of  agents  are 
used  where  only  straight  ether  was  once 
applied. 

Instruments  scaled  realistically  to  the 
size  of  these  wee  patients  have  been  de- 
vised. Compare,  if  you  will,  this  laryngo- 
scope for  an  adult  and  this  for  a newborn ; 
this  trachea  tube  for  an  adult  and  this  for 
a newborn ; or,  for  that  matter,  this  ether 
mask  for  an  adult  and  this  one  for  an  in- 
fant. There  are  still  areas  where  this  last 
adult  item  is  used  indiscriminately  for  all 
sizes. 

iMore  important  than  these  things  you 
can  see,  though,  has  been  the  understand- 
ing of  the  physiology  of  the  infant  which 
has  come  from  many  pediatricians  and 
from  such  anesthesiologists  as  Digby 
Leigh,  Margery  Deming,  and  R.  M.  Smith. 
The  facts  they  have  gleaned  are  being  ap- 
plied to  improve  the  condition  of  the  child 
undergoing  the  so-called  simple  operation 
of  tonsillectomy,  as  well  as  the  gravely  ill 
newborn. 

Undoubtedly,  the  most  important  addi- 
tion to  our  store  of  useful  drugs  in  the  last 
decade  has  been  the  group  of  muscle  par- 
alyzers.  Tubo  curarine,  decamethonium, 
and  succinyl  choline  each  act  in  a slightly 
different  way,  but  each  is  capable  of  pro- 
ducing complete  paralysis  of  voluntary 
musculature.  They  make  possible  extensive 
operations  under  light  anesthesia. 

We  now  know  that  the  theory  once  held 
that  light  anesthesia  promoted  shock  from 
surgical  trauma  is  not  true  and  that  an  ex- 
cessively deep  effect  is  in  itself  conducive 
to  shock. 

The  first  application  of  curare  as  an  aid 
in  anesthesia  w'as  made  by  Dr.  Harold 
Griffith  in  a hospital  of  but  125  beds.  There 
is  a lesson  for  us  here  in  Delaware,  where 
the  population  is  small.  New  ideas  do  not 
require  great  masses  of  people  for  devel- 
opment. 

The  patient  paralyzed,  or  partly  so,  by 
these  drugs  needs  skilled  attention.  Ilis 
respiration  must  be  maintained  manually 
frequently  with  an  endotracheal  tube  in 
place.  Anesthetics  must  be  given  during 


this,  for  the  curare-like  drugs  have  little 
or  no  narcotic  effect.  The  physical  signs 
associated  with  the  effect  of  these  other 
agents  are  masked  requiring  far  closer 
attention  to  the  small  reactions  that  re- 
main as  guides  to  depth.  During  recovery 
the  patient  must  be  observed  for  any  signs 
of  residual  effect,  for  serious  anoxia  could 
result  if  he  were  left  unattended. 

For  the  care  of  patients  in  the  imme- 
diate postoperative  period,  three  hospitals 
in  Wilmington  have  recovery  rooms.  The 
nurses  in  charge  are  especially  trained, 
and  their  work  directed  by  the  anesthesia 
departments.  Thus,  in  a central  location, 
skilled  attention  is  given  to  several  pa- 
tients at  the  same  time,  and  respiratory  or 
circulatory  emergencies  are  handled 
promptly  if  they  arise. 

This  is  one  of  the  few  instances  in  my 
experience  where  improved  service  has  re- 
sulted in  an  economy  for  the  hospital. 

It  often  falls  to  our  lot  to  treat  patients 
with  narcotic  drug  poisoning.  A recent 
drug  of  value  in  treating  overdosage  with 
morphine  and  related  narcotics  is  N-allyl- 
Normorphine  or  Nalline.  It  is  a morphine 
derivative  without  narcotic  effect,  having 
the  apparent  ability  to  nullify  the  effect  of 
the  more  depressing  narcotic.  It  is  useless 
against  any  other  group  of  hypnotics. 

Many  of  our  hospitals  have  interneship 
programs.  It  is  part  of  our  obligation  to 
see  that  these  internes  are  given  an  op- 
portunity to  learn  something  of  the  funda- 
mentals of  anesthesia.  They  will  be  better 
physicians  for  it,  and  some  state  licensing 
boards  require  a certain  amount  of  ex- 
perience in  this  field. 

There  will  be  a continuing  need  in  this 
state  for  trained  men  in  this  specialty,  not 
only  to  supply  new  areas  but  to  provide  for 
expansion  in  departments  already  esta- 
blished. It  is  another  part  of  our  obliga- 
tion to  provide  this  training. 

One  hospital  offers  resident  training  in 
anesthesia.  Training  is  also  offered  in  two 
hospitals  to  selected  candidates  w’ho  wish 
to  do  the  work  on  a part  time  basis.  This 
latter  form  of  postgraduate  work  is  part 
of  a program  instituted  several  years  ago 
by  the  American  Society  of  Anesthesiol- 
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ogists.  The  Delaware  Society  is  a com- 
ponent body  of  that  organization. 

Partial  specialization  might  be  the  solu- 
tion to  the  needs  of  some  areas  where  the 
amount  of  surgery  is  very  small.  The  pro- 
gram was  established  to  meet  this  need. 
There  have  been  three  physicians  who 
have  availed  themselves  of  this  oppor- 
tunity so  far.  They  have  come  from  other 
states. 

Our  third  obligation  is  development  or 
research. 

Since  we  have  no  physiologists  or 
pharmacologists,  we  are  not  in  on  the 
ground  floor  in  the  fields  that  have  sup- 
plied much  of  the  new  thought  in  anes- 
thesia over  the  years.  Our  interest,  it 
seems,  should  be  in  application  research, 
seeking  out  the  best  methods  and  agents 
for  use  in  given  patients  or  groups  of  pa- 
tients. The  field  for  such  development  is 
very  large. 

Discussion 

Dr.  C.  L.  Munson  (Wilmington)  : 
There  is  really  very  little  that  I can  say  in 
a discussion  of  a paper  of  this  type.  Those 
of  us  who  do  surgery  in  the  various  Wil- 
mington hospitals  have  had  ample  oppor- 
tunity in  the  past  five  or  six  years  to  see 
the  present  setup  of  anesthesiology  as  Dr. 
Sanders  has  outlined  it  to  us. 

We  know  that  we  can  feel  sure  of  our 
patient  and  his  condition  regardless  of  the 
age  or  the  general  condition  when  he  goes 
to  the  operating  table,  and  we  know  that 
the  administration  of  anesthesia  and  the 
administration  of  other  drugs  and  fluids 
are  certainly  in  capable  hands. 

It  has  been  my  observation,  and  that  of 
most  of  us,  that  the  choices  of  our  various 
anesthetists  of  the  anesthetic  to  be  used 
have  always  been  good.  We  have  found, 
without  exception,  that  the  surgeon  who 
knows  the  past  medical  history  of  the  pa- 
tient and  can  make  some  suggestions  has 
always  had  those  suggestions  welcomed 
by  the  department  of  anesthesiology,  and 
frequently  our  suggestion  is  accepted. 

There  certainly  seems  to  be  consider- 
ably less  strain  during  the  surgery  on  the 
operator  when  he  is  able  to  know  that  he 
doesn’t  have  to  watch  the  anesthesia  as 


well  as  the  operative  field.  Most  of  us  know 
that  not  very  many  years  ago  the  surgeon 
was  frequently  the  one  who  noted  a 
change  in  the  condition  of  the  patient  be- 
fore it  was  called  to  our  attention  by  the 
anesthetist,  but  now  we  can  work  with 
the  knowledge  that  if  anything  happens 
at  the  upper  end  of  the  table,  the  anes- 
thetist will  note  it  promptly  and  we  will 
be  notified  of  it  promptly. 

As  I say,  it  does  take  a good  deal  of 
strain  off  the  surgeon  working  on  the  lower 
part  of  the  patient. 

Advances  in  anesthesia  have  certainly 
been  made  available  to  us  as  rapidly  as 
they  have  been  brought  out  and  evaluated, 
and  I feel  certain  that  we  can  depend  upon 
our  departments  of  anesthesiology  to  con- 
tinue to  be  progressive. 

I would  like  to  pay  a bit  of  tribute  to 
the  excellent  work  done  in  the  post-opera- 
tive recovery  rooms  in  the  various  hos- 
pitals. These  rooms,  which  are  set  up  and 
run  and  supervised  by  the  department  of 
anesthesiology,  have  very  certainly  done 
a tremendous  service  to  the  surgical  staff 
as  well  as  to  the  other  departments  of  the 
hospital.  Our  patients  are  now  returned 
to  their  rooms  at  a time  when  the  danger 
of  m.ost  immediate  complication  is  over, 
and  the  patient  does  not  represent  too  com- 
plicated a nursing  problem  on  the  floor. 

I don’t  say  that  in  any  spirit  of  detract- 
ing from  the  nursing  care  that  we  get  at 
our  hospitals,  but  as  you  know  we  do  have 
a shortage  of  nurses  and  if  the  floor  has 
four  or  five  immediate  post-operatives 
coming  down  directly  from  the  operating 
room,  the  nursing  problem  does  become 
heavy. 

I think  one  of  the  advantages  of  the  re- 
covery room  which  cannot  be  minimized 
is  the  lessened  wear  and  tear  on  the 
families  of  the  patients,  who  frequently 
had  to  sit  around  and  listen  to  the  yelling 
— and  occasionally  swearing — and  thrash- 
ing around  of  a patient  who  was  just  com- 
ing out  of  anesthetic.  At  the  present  time 
these  people  come  down  from  the  opera- 
ting room  adequately  awake  so  that  they 
can  be  of  some  help  in  handling  their  own 
post-operative  state. 

Certainly  we  of  the  surgical  group,  and 
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I am  sure  the  same  applies  to  the  other 
groups  in  the  hospitals,  have  much  to  be 
grateful  for  to  Dr.  Sanders  and  his  de- 
partment, and  the  department  of  anesthe- 
siology in  other  Wilmington  hospitals.  We 
have  received  excellent  treatment  from  the 
anesthetic  department.  Our  work  is  cer- 
tainly simplified,  and  we  are  now  doing 
a great  many  cases  that  we  felt  a few 
years  ago  had  to  be  tackled  with  a con- 
siderable amount  of  fear  and  trepidation. 

Dr.  Richard  E.  Allen  (Wilmington)  : 
In  opening  my  few  remarks  about  Dr. 
Sanders’  paper,  I should  first  like  to  point 
out  something  about  the  development  of 
the  equipment  that  he  spoke  of  which  has 
taken  place  over  the  last  few  years. 

We  have  been  very  fortunate,  as  a part 
of  a specialty  in  Wilmington,  to  have  had 
the  new  developments  in  endotracheal 
equipment  which  Dr.  Sanders  has  been 
responsible  for.  This  is  particularly  true 
in  the  field  of  infant  endotracheal  equip- 
ment, as  well  as  the  modifying  of  already 
existing  equipment  in  other  fields.  His 
efforts  and  ingenuity  have  certainly  been 
marvelous  to  all  of  us. 

Dr.  Sanders  has  very  well  outlined  the 
growth  of  anesthesiology  in  Delaware,  and 
more  particularly  in  Wilmington.  As  a 
result  of  the  interest  and  support  of  the 
profession  in  this  young  and  growing 
specialty,  four  years  ago  the  Delaware 
Society  of  Anesthesiologists  was  founded. 
This  association  has  afforded  the  group  an 
opportunity  for  the  exchange  of  ideas  and 
the  discussion  of  mutual  problems,  as  well 
as  invaluable  help  and  advice  on  individual 
cases. 

This  has  been  especially  true  in  the  de- 
velopment of  anesthesiology  for  neuro, 
thoracic  and  plastic  surgery,  all  of  which 
has  become  a new  part  of  the  practice  of 
medicine  in  Delaware  in  the  past  few 
years. 

I feel  also  that  the  training  of  internes 
in  the  basic  fundamentals  is  extremely  im- 
portant, whether  they  go  into  specialty 
training  or  into  general  practice.  A work- 
ing knowledge  of  problems  encountered  at 
the  head  of  the  table  cannot  help  but  aid 
in  the  evaluation  of  future  patients  whom 
they  must  advise  and  care  for. 

And  in  passing,  it  has  been  encouraging 


to  find  so  many  of  the  recent  graduates 
eager  to  learn  something  about  anesthesia. 
It  is  hoped  that  we  may  have  more  oppor- 
tunity to  help  those  in  small  institutions 
who  are  practicing  part  time  anesthesia, 
either  by  consultation  or  by  spending  time 
in  our  various  departments. 

Safe  and  adequate  anesthesia  need  not 
be  limited  to  those  institutions  having 
Board  certified  members. 

In  closing,  the  present  situation  in 
anesthesiology  will  only  continue  to  ex- 
pand and  progress  with  the  continued  sup- 
port of  the  general  practitioner,  various 
allied  specialties,  and  particularly  the  sur- 
geons. A considerable  amount  of  writing 
in  the  lay  press  has  focused  the  attention 
of  many  patients  on  anesthesia  and 
anesthesiologists.  A few  moments  of  ex- 
planation by  those  who  first  come  in  con- 
tact with  these  patients  can  do  much  in 
aiding  our  subsequent  care  and  safe  con- 
duct through  an  individual  critical  period. 

Dr.  E.  R.  Mayerberg  (Wilmington)  ; 
Dr.  Sanders  really  brought  modern 
anesthesia  into  the  state  of  Delaware. 
These  instruments  he  showed  to  you  here 
he  was  too  modest  to  tell  you  were  his 
own.  The  laryngoscope  is  quite  different 
from  the  other  laryngoscopes.  It  is  much 
easier  to  handle  and  gives  you  much  better 
visibility  of  the  larynx. 

You  can  see  that  in  the  type  of  work 
that  I do,  for  instance,  where  you  have 
the  possibility  of  a large  amount  of  blood 
going  into  the  larynx,  it  is  kept  out  of  the 
larynx  and  trachea  and  bronchi  by  the 
endotracheal  tube  and  balloon.  That  very 
fact  prevents  a lot  of  cases  of  atelectasis 
during  and  after  operation. 

After  operating  for  about  30  years  with- 
out the  benefit  of  this  particular  type  of 
anesthesia,  I can  tell  you  that  I do  ap- 
preciate the  fine  anesthesia  that  we  get 
in  all  of  the  hospitals  in  Wilmington. 

There  is  just  a word  of  caution  to  Dr. 
Sanders  and  to  other  anesthesiologists. 
There  is  still  room  for  the  simple  anes- 
thetic. 

So  Dr.  Sanders,  I say  to  you  teach  all 
of  your  students  to  give  the  simple  ether 
anesthesia.  For  instance,  in  a child  three 
or  four  years  old,  the  simple  ether  anesthe- 
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sia,  with  oxygen  used  with  it,  is  adminis- 
tered by  means  of  a little  tube  set  up  to 
furnish  oxygen  during  the  operation,  and 
with  modern  aspiration  apparatus  and  the 
short  period  of  time  that  is  required  to 
do  those  cases,  we  can  do  them  quite  suc- 
cessfully with  the  simple  thing,  without 
the  need  of  the  complicated  intravenous 
and  endotracheal  tube. 

Dr.  Sanders:  Thank  you.  Dr.  Mayer- 

berg,  for  your  very  sound  advice. 

You  certainly  have  a point  in  that  cases 
should  be  individualized.  Some  of  our 
people  have  come  from  places  where 
endotracheal  is  routine  in  tonsillectomy, 
and  it  bothers  them  terribly  to  have  blood 
bubbling  back  and  forth  in  the  larynx. 
But  we  know  that  there  are  times  when 
you  can  get  by  perfectly  well  with  ether. 

I should  like  to  repeat  our  offer,  that 
our  facilities  here  are  open  to  those  per- 
sons who  seriously  desire  to  gain  more 
knowledge  in  this  field. 


GASTRO-COLIC  FISTULA  WITH 
COMPLETE  OBSTRUCTION 

Case  Report 

Harold  S.  Rafal,  M.  D., 
and 

Paul  A.  Shaw,  M.  D.,** 
Wilmington,  Del. 

In  the  reports  of  gastro-colic  and 
gastro-jejuno-colic  fistula  which  appear  in 
the  medical  literature,  the  prominence  of 
diarrhea  as  a symptom  is  repeatedly  em- 
phasized. Recently,  a case  of  gastro-colic 
fistula  was  encountered  in  which  complete 
constipation,  rather  than  diarrhea,  was 
one  of  the  most  striking  symptoms. 

The  purpose  of  this  paper  is  three-fold : 

(1)  to  report  this  case  of  gastro-colic 
fistula  with  complete  obstruction, 

(2)  to  attempt  to  explain  this  phe- 
nomenon, 

(3)  to  suggest  that  gastro-colic  fistula 
accompanied  by  constipation  is  strongly 
suggestive  that  malignancy  is  the  cause 
of  the  fistula. 

Case  Report 

Memorial  Hospital  case  record  #100607- 
E.P.C.,  a 28  year  old  white  male  was  ad- 

♦Attending  Surgeon,  Memorial  Hospital. 

♦♦Director,  Department  of  Roentgenology,  Memorial  Hos- 
pital. 


mitted  to  the  Memorial  Hospital  on  April 
14,  1953  with  the  chief  complaint  of  daily 
nausea  and  vomiting  of  about  2 months 
duration. 

In  August,  1952,  the  patient  began  to 
complain  of  “gas  pains”  with  pressure  and 
“soreness”  over  lower  right  anterior  chest 
wall.  An  x-ray  of  the  chest  revealed  no 
pathology  and  his  right  lower  ribs  were 
strapped  with  adhesive  tape.  The  gas 
pains  persisted  however,  and  were  a daily 
occurrence.  He  also  noticed  “gagging” 
with  the  gas  pains  but  he  experienced  no 
true  nausea  nor  did  he  vomit. 

An  upper  gastro-intestinal  x-ray  study 
was  performed  in  November,  1952,  at 
which  time  “an  abnormality  of  the  greater 
curvature  of  the  stomach  was  noted  and 
a suspicion  of  a malignant  lesion  was 
entertained.”  Re-examination  was  re- 
quested by  the  roentgenologist  but  the  pa- 
tient did  not  return  for  this  examination. 
He  was  given  an  ulcer  diet  and  received 
antacid  and  anti-spasmodic  medication. 
He  stated  that  on  this  regime  his  symp- 
toms completely  subsided  and  that  he  “felt 
A #1.” 

Early  in  February,  1953,  after  eating 
a large  meal,  he  experienced  vague  ab- 
dominal discomfort  followed  by  nausea 
and  vomiting.  From  this  time  until  ad- 
mission to  the  hospital,  nausea  and  vomit- 
ing occurred  daily.  Gas  pains  recurred, 
and  persisted  for  a few  days,  after  which 
they  disappeared.  Approximately  one 
month  after  the  onset  of  daily  nausea  and 
vomiting,  a change  in  bowel  habit  pattern 
was  noted.  Though  daily  stools  occurred, 
they  were  small,  broken-up,  and  accom- 
panied by  much  straining  and  a sense  of 
incomplete  evacuation.  On  March  31,  1953 
complete  cessation  of  bowel  evacuation  per 
rectum  occurred  which  was  unrelieved  un- 
til after  operation.  No  diarrhea  was  noted 
at  any  time.  Careful,  repeated  questioning 
did  not  elicit  a history  of  tarry  or  bloody 
stools.  It  is  estimated  that  approximately 
twenty  pounds  in  weight  were  lost  in  two 
and  one-half  months. 

The  patient  did  not  volunteer  the  history 
of  feculent  vomiting  or  belching.  On  di- 
rect questioning  however,  it  was  specific- 
ally recalled  that  fecal  vomiting  had  been 
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present  for  four  or  five  clays,  and  feculent 
belching-  for  eight  or  nine  days  preceding 
admission  to  the  hospital. 

Systemic  review  was  non-contributory. 

Physical  examination  revealed  a well- 
developed,  malnourished  white  male,  pale 
and  very  weak,  appearing  chronically  ill. 
On  admission  his  temperature  was  98. 6F, 
pulse  90/min,  respirations  20/min.  and 
B P 118/76.  Examination  of  the  head 
and  neck  was  negative  except  for  a 
sebaceous  cyst  at  the  ramus  of  the  right 
mandible.  The  tongue  was  coated.  The 
chest  was  negative  to  physical  examina- 
tion. 

Abdominal  examination  revealed  the 
scars  of  previous  bilateral  hernior- 
rhaphies. The  abdomen  was  only  slightly 
full.  Hyperperistalsis  was  audible  with- 
out the  aid  of  a stethoscope.  There  was 
no  abdominal  pain  or  tenderness.  No 
masses  were  palpable.  Rectal  examina- 
tion was  negative.  There  was  no  stool 
present  in  the  rectal  ampulla. 

An  upper  gastro-intestinal  x-ray  study 
on  April  16,  1953  was  reported  as  follows: 
“The  esophagus  was  normal.  The  stomach 
shows  evidence  of  moderately  severe  gas- 
tritis. The  duodenal  cap  shows  evidence 
of  ulceration.  An  ulcer  crater  is  clearly 
visible  in  this  cap.  Gastric  emptying  was 
adequate.  Small  intestinal  patterns  show 
evidence  of  rapid  passage  of  barium 
through  the  small  intestine  indicating 
some  irritability.” 

The  following  day  a barium  enema  x-ray 
examination  was  attempted  and  reported 
as  follows : 

“Twenty-four  hours  after  the  upper  G.I. 
examination  the  entire  small  intestine  is 
filled  with  barium.  This  is  a distinctly 
abnormal  situation  and  suggests  partial 
intestinal  obstruction.  We  were  unable  to 
fill  the  colon  completely.  A possible  colon 
lesion  was  suspected  in  the  hepatic  flexure, 
although  the  condition  of  the  small  intes- 
tine prevented  adequate  colon  filling.  A 
48  hour  film  will  be  taken  on  this  patient 
and  a further  report  will  be  made.” 

A flat  film  of  the  abdomen,  taken  the 
following  day  revealed  that  “48  hours 
after  the  administration  of  oral  barium, 
barium  is  scattered  throughout  the  small 


intestine.  It  is  pretty  evenly  distributed 
throughout  a moderately  dilated  small  in- 
testine. Partial  obstruction  of  the  small 
intestine  in  its  distal  zone  is  suggested  by 
these  findings.”  It  was  also  noted  that 


FIG.  1 


Stomach,  small  intestine  and  part  of  colon  filled  by 
oral  barium  in  3 V2  hours. 

the  stomach  had  refilled  with  barium  at 
the  time  of  this  examination. 

Two  days  later,  on  April  20,  1953,  sur- 
gical consultation  was  requested.  A Can- 
tor tube  was  passed.  Approximately  24 
hours  after  passage  of  the  tube,  x-ray 
examination  revealed  that  the  small  intes- 
tine was  cleared  of  barium. 

A repeat  barium  enema  showed  “an  ob- 
structing lesion  of  the  left  transverse  colon 
with  a gastro-colic  fistula  on  the  proximal 
side  of  the  obstruction.  I am  unable  to 
determine  whether  this  patient  has  a pri- 
mary gastric  or  primary  colic  malig- 
nancy.” 

X-Ray  Commentary 
The  first  x-ray  examination  on  this  in- 
dividual was  made  with  oral  barium.  A 
duodenal  ulcer  was  found.  A film  taken 
31/2  hours  after  the  administration  of  bar- 


APRESOLINE  REDUCES  DIASTOLIC  PRESSURE 

Diastolic  pressure  reduced  to  level 
considered  normal  in  one-quarter  and  to 
110  mm.  Hg  or  less  in  one-third  of  97 
patients  receiving  oral  Apresoline  for  periods 
ranging  from  3 months  to  1 year  or  longer;! 
hypertension  in  which  neurogenic  or 
psychogenic  mechanisms  predominated 
most  improved;  patients  with  severe  as  well 
as  moderate  hypertension  benefited. 


APRESOLINE  LESSENS  RETINAL 
ARTERIOLAR  CONSTRICTION, 

RETINAL  HEMORRHAGES* 

Lessening  of  retinal  arteriolar  constriction; 
disappearance  of  retinal  hemorrhages; 
remittance  of  hypertensive  headaches, 
giddiness,  paresthesias,  transient  pareses, 
and  encephalopathies;  some 
evidence  of  improved  mental  alacrity. 


APRESOLINE  INCREASES  RENAL  BLOOD  FLOW 

Renal  improvement  less  marked  than  cerebral  improvement,  but  renal  blood  flow 
and  filtration  rate  increased  and  hematuria  and  proteinuria  remitted  in  some 
cases;  hypertensive  heart  disease  little  improved  and,  in  some  cases,  worsened. 
Side  Effects:  Side  effects  "minor,  transient,  or  remediable”  in  most  cases. 
Headache,  gastrointestinal  upset,  periorbital  and  ankle  edema,  and  a "grippe-like 
syndrome”— involving  malaise  and  muscle  and  joinrpain  (see  note)— observed. 


NOTE : Appearance  of  arthritis-like  symptoms  during  Apresoline  therapy  is  an  indication  for  cessation  of  treatment. 
Experience  has  shown  that  the  phenomenon  remits  spontaneously  on  withdrawal  of  the  drug.  These  symp- 
toms are  not  likely  to  occur  in  patients  who  receive  a daily  dose  of  400  mg.  or  less. 

FOR  COMPLETE  INFORMATION  on  Apresoline  ask  your  CIBA  representative  or  write  Medical  Service  Division, 
CIBA  Pharmaceutical  Products,  Inc.,  Summit,  N.  J.  SUPPLIED:  Apresoline  hydrochloride  (hydralazine 
hydrochloride  CIBa)  10-mg.  tablets  (yellow,  double-scored),  25-mg.  tablets  (blue,  coated),  and  50-mg. 
tablets  (pink,  coated)  in  bottles  of  100,  500,  and  1000;  100-mg.  tablets  (orange,  coated)  in  bottles  of 
100  and  1000. 

1.  TAYLOR,  R.  D.,  DUSTAN,  H.  P.,  CORCORAN,  A.  C.,  AND  PAGE,  1.  H.:  ARCH.  INT.  MED.  90:734  (DEC.)  1952. 
*THE  NORMAL  FUNDUS  (RIGHT)  AS  COMPARED  WITH  THE  FUNDUS  IN  HYPERTENSION  SHOWING  EDEMA,  EXUDATES,  AND  HEMORRHAGES  (LEFT); 
ILLUSTRATIONS  FROM  "THE  FUNDUS  OF  THE  EYE":  BEDELL,  A.  J.:  CIBA  CLINICAL  SYMPOSIA  4:135  (JULY)  1952.  THESE  ILLUSTRATIONS  ARE 
FOR  DEMONSTRATION  PURPOSES  ONLY  AND  DO  NOT  REPRESENT  APRESOLINE-TREATED  PATIENTS. 


CIBA 


REPORT  ON  EFFECTIVE  ANTIHYPERTENSIVE  PRODUCT  OF  CIBA  RESEARCH 


ALLEVIATES  HAY  FEVER.  OTHER  RESPIRATORY  ALLERGIES 

The  above  photos  show  a case  of  allergic  rhinitis  before  and 
after  Pyribenzamine  therapy.  Many  such  cases  have  been 
reported  in  the  literature.  A few  examples:  Loveless  and  Dworin^ 
found  Pyribenzamine  beneficial  in  82%  of  107  patients; 
Feinberg^  noted  relief  in  82%  of  234  cases;  Gay  and  associates^ 
in  76%  of  51  cases;  Arbesman  and  colleagues^  in  84%  of 
106  cases.  In  a later  study  Arbesman^  rated  Pyribenzamine  one 
of  "the  most  effective  of  all  the  drugs  studied  in  allergic 
rhinitis.  . . .”  Side  effects:  It  has  been  stated  that  "undesirable 
symptoms  from  the  use  of  50  to  100  mg.  doses  of  Pyribenzamine 
were  rarely  of  sufficient  severity  to  interfere  with  its  use.”® 
Drowsiness,  nausea,  epigastric  distress,  vertigo  and 
other  side  effects— rarely  severe— may  occur  in  some  patients. 

CONTROLS  PENICILLIN  REACTIONS 

Pyribenzamine  has  been  used  successfully  to  control 
penicillin  reactions— especially  urticaria  and  itching.  For  example, 
Kesten"  found  that  oral  Pyribenzamine  relieved  or 
suppressed  post-penicillin  urticaria  in  16  of  18  cases;  she  termed 
it  "a  most  useful  agent  in  allergic  symptoms 
which  follow  the  administration  of  antitoxin  or  penicillin.” 

RELIEVES  ALLERGIC  DERMATOSES 

Foster®  reported  good  results  with  oral  Pyribenzamine  in 
patients  with  various  allergic  dermatoses.  In  another  study®  of 
241  such  patients,  Pyribenzamine  was  found  effective. 


C I B A 


Pmbenzamine  25-mg. 
tablets  now  available — 
for  children  and  for  adults 
who  can  be  mamtamed 
on  low  dosage  or 
who  experience  side  effects 
from  the  usual  dosage 
of  antihistamines 


PUBLISHED  CLINICAL  STUDIES 
SHOW  THOUSANDS  OF 

ALLERGIC  PATIENTS 
RELIEVED  BY 


Supplied:  Pyribenzamine  hydrochloride  25-mg. 
and  50-mg.  tablets;  Pyribenzamine  Elixir,  30  mg. 
Pyribenzamine  citrate  (equivalent  to  20  mg. 
tripelennamine  hydrochloride)  per  4-ml.  teaspoonful; 
Pyribenzamine  hydrochloride  solution  (for 
parenteral  use),  25  mg.  per  ml.,  in  1-ml.  ampuls. 


PYRIBENZAMINE  HYDROCHLORIDE  (TRIPELENNAMINE  HYDROCHLORIDE  CIBA) 
PYRIBENZAMINE  CITRATE  (TRIPELENNAMINE  CITRATE  CIBA) 
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REPORT  ON  EFFECTIVE  ANTIHISTAMINE  PRODUCT  OF  CIBA  RESEARCH 


INCREASES  PERIPHERAL  BLOOD  FLOW! 

Priscoline  reported  to  be  a valuable  aid  to  conventional 
therapy  in  peripheral  ischemia  and  its  sequelae— 
pain,  loss  of  function,  ulceration,  gangrene,  other  trophic 
manifestations;  Priscoline  most  effective  when  vasospasm 
is  prominent  but  may  prove  limb-saving  even  when 
vasospasm  is  minimal  because  it  decreases  vascular  tone, 
promotes  establishment  of  collateral  circulation. 


MULTIPLE  action: 

Priscoline  exerts  direct  vasodilating  effect  on  vessel 
wall,  blocks  sympathetic  nerves  (probably  at  their 
terminations  in  vascular  muscle) , blocks  vasoconstrictive 
action  of  circulating  epinephrine-like  substances. 


Side  Ejfects:  Certain  side  effects  of 
Priscoline— "crawling”  cutaneous  sensation, 
chilliness  with  resultant  gooseflesh 
or  feeling  of  warmth— indicate  attainment 
of  effective  dosage  level;  occasionally 
tachycardia,  tingling,  nausea 
and  epigastric  distress,  slight  hypotensive 
effect  or  slight  rise  in  blood  pressure 
may  be  experienced. 


age  75.  Arteriosclerotic 
ulceration  with  erysipeloid 
reaction  and  marked  inflam- 
mation; after  administration 
of  oral  Priscoline,  25  mg. 
three  times  daily,  for  one 
week— increased  thereafter  to 
50  mg.  four  times  daily— 
there  is  steady  improvement, 
healing  in  eight  weeks. 

No  other  medication  used. 


FOR  COMPLETE  INFORMATION  on  Priscoline  ask  your  CIBA  representative 
or  write  Medical  Service  Division,  CIBA  Pharmaceutical  Products,  Inc., 
Summit,  N.  J.  SUPPLIED!  Priscoline  hydrochloride  (tolazoline  hydrochloride 
CIBA)  is  available  as  25-mg.  tablets  (scored),  bottles  of  100  and  1000; 
elixir,  25  mg.  per  4 ml.,  in  pints;  lO-ml.  multiple-dose  vials,  25  mg.  per  ml. 


Photographs  and  accompanying  clinical  data  by  courtesy  of  R.  I.  Lowenberg,  M.D., 
Consultant  in  Vascular  Surgery,  Connecticut  State  Hospital,  Middletown,  Connecticut. 


AGE  68.  Arteriosclerosis 
obliterans  cellulitis;  sluggish 
response  to  saline  dressings 
and  procaine  penicillin 
300,000  units  daily;  healing 
speeded  by  oral  Priscoline, 
25  mg.  four  times  daily 
tor  one  week,  25  mg.  every 
three  hours  thereafter; 
healing  within  six  weeks. 
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ium  gave  the  first  important  finding.  Bar- 
ium was  still  present  in  the  stomach ; the 
small  intestine  was  filled  with  barium  mix- 
ed with  intestinal  contents  and  about  two- 
thirds  of  the  colon  was  filled  with  barium. 


FIG.  2 

Identical  pattern  as  in  piste  No.  1 in  48  hours. 


This  film  was  considered  distinctly  ab- 
normal, with  a strong  indication  of  in- 
testinal obstruction.  It  was  considered 
that  the  stomach  had  not  completely 
emptied. 

Without  any  further  administration  of 
barium,  the  case  was  followed  with  serial 
abdominal  films.  Fig.  1 represents  the 
appearance  31/2  hours  after  administration 
of  oral  barium.  Fig.  2 is  the  appearance 
48  hours  after  oral  barium.  At  this  time 
it  was  quite  evident  that  the  stomach  was 
refilling  from  the  colon,  indicating  the 
presence  of  a gastro-colic  fistula.  A bar- 
ium enema  was  attempted  in  the  presence 
of  the  barium-filled  intestinal  tract.  It 
was  unsuccessful  in  revealing  the  pattern 
of  the  pathologic  change. 

The  disseminated  barium  in  the  GI  tract 
was  then  removed  by  a gastric  tube  and 


a barium  enema  was  repeated.  In  Fig.  3 
a carcinoma  of  the  left  transverse  colon 
with  a gastro-colic  fistula  immediately 
proximal  to  it  is  demonstrated.  In  retro- 
spect, it  is  evident  that  Figs.  1 and  2 are 


FIG.  3 


Barium  enema  showing  cancer  of  left  transverse  colon 
and  gastrocolic  fistula. 

identical  in  significance.  Reflux  filling  ap- 
parently occurred  both  times. 

Laboratory  Data 

Hb.  13  gms. ; RBC  4.15  million;  WBC 
13,100,  71%  segmented  neutrophiles,  4% 
non-segmented  neutrophiles,  25%  lymph- 
ocytes; hematocrit  53%  ; plasma  CO,  44.7 
vol.  % ; plasma  chlorides  445  mgm  % ; 
serum  sodium  130.5  m Eq.  T ; serum  po- 
tassium 6 to  7 m Eq./l ; B.U.N.  14  mgm  %. 

After  3 days  of  intensive  intravenous 
therapy,  laboratory  studies  revealed  RBC 
5.35;  Hb.  15gms. ; hematocrit  52.5%  ; 71.1 
vol.  % CO,  plasma ; plasma  chlorides  545 
mgm  % ; serum  sodium  135m.  Eq./l ; 
serum  potassium  3.7m.  Eq./l. 

Course 

While  it  was  apparent  that  restoration 
of  electrolyte  and  water  balance  was  far 
from  perfect,  the  decision  was  made  to 
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operate  without  attempting  further  im- 
provement. It  was  reasoned  that  though 
better  laboratory  readings  might  be  ob- 
tained by  further  intravenous  therapy, 
protein  and  other  nutritional  deficits 
would  only  become  worse.  In  other  words, 
“a  better  looking  chart  would  be  obtained 
at  the  cost  of  a poorer  looking  patient.” 

Operation  was  performed  on  April  23, 
1953.  The  pre-operative  diagnosis  was 
‘‘Gastro-colic  fistula : probable  etiology, 

carcinoma  of  transverse  colon.” 

Operative  Findings 

There  was  no  evidence  of  a Blumer’s 
shelf  in  the  pelvis.  No  seedlings  of  car- 
cinoma was  noted  on  the  omentum,  trans- 
verse mesocolon  or  other  abdominal  vis- 
cera. The  spleen  was  normal  in  size.  Both 
kidneys  were  normal  to  palpation.  No 
evidence  of  hepatic  metastases  was  found. 
The  stomach,  the  entire  colon  up  to  the 
point  of  obstruction,  and  the  entire  small 
bowel  were  indurated,  thickened  and 
edematous.  There  were  numerous  lymph 
nodes  present  in  the  transverse  mesocolon 
and  throughout  the  gastro-colic  and 
gastro-hepatic  omentum.  Enlarged  nodes 
were  also  found  in  the  mesentery  of  the 
entire  small  intestine.  It  was  the  impres- 
sion of  the  surgical  team  that  these  nodes 
had  the  characteristics  of  reactive  hyper- 
plasia rather  than  neoplastic  invasion. 
There  was  disparity  in  the  caliber  of  the 
colon  proximal  and  distal  to  the  site  of 
the  colon  carcinoma. 

The  lesion  itself  completely  encircled 
the  transversecolon  well  to  the  left  of  its 
midportion.  It  had  invaded  the  posterior 
stomach  wall  about  an  inch  and  one-half 
proximal  to  the  midpoint  of  the  greater 
curvature  to  form  a fistulous  tract. 

No  definite  duodenal  ulcer  was  found 
but  it  may  have  been  distal  to  the  line  of 
duodenal  transection.  No  time  was  spent 
in  searching  for  it. 

At  operation,  a sub-total  gastric  resec- 
tion combined  with  resection  of  almost  all 
of  the  transverse  colon  was  performed. 
The  specimen  consisted  of  the  distal  two- 
thirds  of  the  stomach,  the  transverse  colon, 
the  greater  omentum,  most  of  the  lesser 
omentum  and  that  portion  of  the  trans- 
verse mesocolon  which  was  rendered  pulse- 


less by  ligation  of  the  middle  colic  artery 
well-down  near  the  posterior  abdominal 
wall.  The  excision  was  done  en  bloc. 
Restitution  of  continuity  of  the  gastro- 
intestinal tract  was  effected  by  closure 
of  the  duodenal  stump,  von  Hofmeister 
gastro-jej unostomy  and  end-to-end  colo- 
colostomy  after  mobilization  of  the  splenic 
flexure  and  the  descending  colon. 

Pathological  Report 

Gross:  (A)  This  specimen  consists  of 

a lymph  node  measuring  0.5  cm.  in  length 
and  which  is  said  to  be  a node  taken  at 
the  point  where  the  middle  colic  vessels 
were  ligated. 

(B)  This  specimen  consists  of  a lymph 
node  measuring  1.5  cm.  in  length  which 
is  said  to  be  a lymph  node  from  the  lesser 
curvature  of  the  stomach,  being  at  the 
highest  point  of  the  dissection. 

(C)  This  specimen  consists  of  a resected 
sleeve  of  stomach  measuring  24  cm.  in 
length,  to  which  is  attached  a section  of 
the  transverse  colon  measuring  22  cm.  in 
length.  A neoplastic  lesion  is  present 
which  has  resulted  in  the  midpoint  of  the 
section  of  colon  being  adherent  to  the 
anterior  wall  of  the  stomach  just  anterior 
to  the  lesser  curvature.  The  lumen  of  the 
stomach  and  of  the  transverse  colon  are 
connected  by  a fistulous  tract.  The 
diameter  of  the  ulcer,  both  in  the  stomach 
and  in  the  bowel,  measures  5 cm.  in 
diameter.  The  edges  of  the  ulcer  are 
raised  and  rolling  in  appearance  and  the 
surrounding  tissues  show  induration.  Ex- 
amination of  the  tissues  about  the  stomach 
and  the  colon,  including  the  mesocolon  and 
the  greater  omentum,  show  the  presence 
of  innumerable  lymph  nodes. 

Microscopic:  (A  & B)  Histological  ex- 

amination reveals  lymphoid  tissue  show- 
ing sinus  catarrh,  but  no  evidence  of  me- 
tastic  tumor. 

(C)  Histological  examination  shows  the 
tumor  noted  in  the  gross  to  consist  of  a 
typical  columnar  epithelial  cells  originat- 
ing in  the  colonic  mucosa  and  showing- 
some  attempt  at  acinar  formation.  This 
tumor  tissue  infiltrates  the  stomach.  None 
of  the  lymph  nodes  in  the  gross  show  any 
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evidence  of  metastatic  tumor,  although 
they  show  very  well  marked  sinus  catarrh. 

Diagnosis : Adenocarcinoma  of  colon, 

infiltrating  stomach. 

Post-Operative  Course 

The  post-operative  course  was  stormy, 
being  complicated  by  a left  sub-hepatic 
space  abscess  and  thrombo-embolic  dis- 
ease. The  abscess  drained  spontaneously 
and  adequately  through  the  drainage  tract 
afforded  by  the  drain  inserted  at  the  time 
of  operation.  The  thrombo-embolic  dis- 
ease was  apparently  satisfactorily  man- 
aged by  the  administration  of  anti-coagu- 
lants drugs.  However,  after  discharge, 
recurrent  chest  pain  required  readmission 
for  bilateral  superficial  femoral  vein  liga- 
tion. 

When  last  seen  during  an  office  visit  on 
10-12-53,  his  incision  was  perfectly  healed 
and  he  had  gained  25  pounds  in  weight 
since  discharge  from  the  hospital. 

At  the  time  of  writing  he  was  reported 
as  being  in  good  health. 

Comment 

In  a review  of  the  literature,  the  case 
reports  of  191  cases  of  gastro-colic  or 
gastro-jejuno-colic  fistula,  contained  in  24 
papers,  was  personally  read  by  one  of  us. 
In  only  3 of  the  191  cases  reported,  was 
constipation  specifically  stated  as  having 
been  present.  All  three  fistulas  were 
malignant  in  origin. 

The  old  concept  that  the  diarrhea  is 
caused  by  dumping  of  gastric  contents  di- 
rectly into  the  colon  has  been  disproved  as 
being  a significant  factor  in  most  in- 
stances. The  observations  of  Bolton  and 
Totter,  Pfeiffer  and  Kent,  and  Kiskaddon, 
Templeton  and  Renshaw,  etc.,  indicate 
that  the  mechanism  of  the  diarrhea  is  as 
follows:  Feces  enter  the  stomach  or  the 

small  intestine  from  the  colon.  The  irri- 
tative character  of  the  feces  stimulate  hy- 
perperistalsis and  hypermotility  of  the 
small  intestine  with  consequent  rapid 
transport  of  contents  through  the  small 
bowel.  This  causes  deficient  digestion  and 
absorption  of  food  in  the  small  intestine 
which  explains  the  usual  weight  loss, 
avitaminoses,  dehydration,  anemia,  elec- 
trolyte depletion  etc. 

In  those  fistulas  accompanied  by  colon 


obstruction,  (which  apparently  are  usual- 
ly due  to  colon  cancer  which  has  eroded 
into  the  stomach)  the  basic  pathologic 
physiology  is  presumably  essentially  the 
same.  The  clinical  difference  is  that  the 
colon  obstruction  prevents  the  appearance 
of  numerous  liquid  stools.  In  such  cases, 
we  hypothesize  the  following  sequence  of 
events : The  “diarrheal”  fecal  current, 

after  traversing  the  small  bowel,  enters 
and  advances  along  the  colon  until  its  fur- 
ther progress  is  blocked  by  the  colon  ob- 
struction. Taking  the  path  of  least  resist- 
ance, it  enters  the  stomach  through  the 
fistulous  tract.  It  is  either  expelled  from 
the  stomach  by  vomiting  or  passes  through 
the  pylorus  to  repeat  its  hurried  journey 
through  the  intestine  until  it  once  again 
impinges  upon  the  obstruction,  after 
which  the  circuit  is  again  repeated  i.e.  “a 
vicious  cycle.” 

We  believe  that  the  operative  and  x-ray 
finding  substantiate  this  hypothesis. 
Summary 

(1)  A case  report  of  gastro-colic  fis- 
tula resulting  from  an  obstructing  car- 
cinoma of  the  transverse  colon  is  pre- 
sented in  which  complete  obstruction  was 
one  of  the  presenting  symptoms. 

(2)  A probable  mechanism  of  this  un- 
usual manifestation  is  proposed. 

(3)  It  is  suggested  that  if  constipation 
is  a prominent  symptom  in  a case  of  gas- 
tro-colic fistula,  the  probability  of  malig- 
nancy as  the  cause  be  considered. 


CONSERVATIVE  MANAGEMENT 
OF  COMBINED  TUBULAR 
NECROSIS-ANURIA 

Richard  A.  Neubauer,  M.D.,* ** 
Wilmington,  Del. 

Necrosis  of  the  proximal  and  distal 
tubules  of  the  kidney  resulting  in  acute 
urinary  suppression  is  a syndrome  seen 
frequently  in  the  general  hospital.  Etiology 
of  this  process  is  manifold  as  it  may  fol- 
low transurethral  resection  for  prostatic 
hypertrophy,  shock,  muscle  ischemia, 
crush  injuries,  utero-placental  disruption, 

*This  work  was  supported  by  a grant  from  the  National 
Heart  Institute  and  funds  made  available  by  the  Board 
of  Directors  of  the  Memorial  Hospital.  Subsidiary  funds 
were  also  allocated  by  the  Delaware  Heart  Association. 

**  Executive  Director,  Department  of  Medical  Research, 
Memorial  Hospital. 
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blackwater  fever,  abortion,  severe  alco- 
holism, alkalosis,  thermal  burns,  muscle 
injury  from  electrical  current,  heat  stroke, 
sulfonamide  sensitivity,  after  delivery, 
poisonous  agents,  notoriously  carbon  tetra- 
chloride and  bichloride  of  mercury,  and  in- 
compatible blood  transfusions.  Regardless 
of  the  precipitating  cause,  the  clinical  pic- 
ture of  a decreasing  urinary  output,  with 
subsequent  complications,  is  identical.  The 
micro-pathology  of  this  syndrome  has  re- 
cently been  beautifully  described  by  Jean 
Oliver. 

An  understanding  of  some  of  the  basic 
pathological  physiological  changes  is  of  im- 
portance in  directing  treatment  of  such  a 
patient.  When  properly  managed  even  with 
only  conservative  measures,  the  large  ma- 
jority of  these  cases  who  have  no  previous 
intrinsic  kidney  pathology  should  make 
an  uneventful  recovery.  It  can  not  be  over- 
stressed that  fluids  must  not  be  pushed  in 
these  cases  in  an  attempt  to  “open  up  the 
kidneys.’’  Since  the  necrosis  of  the  tubules 
will  eventually  disappear  and  regeneration 
will  take  place,  therapy  must  be  directed  at 
maintaining  the  best  internal  chemical  en- 
vironment in  the  body  under  the  circum- 
stances. With  the  suppression  of  urinary 
function  waste  products  of  protein  metabo- 
lism will  necessarily  accumulate  in  the 
blood  stream.  These  products  may  be  re- 
flected in  non-protein  nitrogen,  blood  urea 
nitrogen,  potassium,  sulfates,  phosphates, 
and  other  products  of  body  catabolism. 
Progressive  ketosis  and  acidosis  will  also 
ensue. 

It  has  been  shown  that  100  gm.  of  glu- 
cose will  induce  a protein-sparing  action  of 
about  50%  in  a fasting  70  kg.  man.  Strauss 
has  calculated  that  a 70  kg.  man  without 
kidney  function  whose  insensible  water 
losses  were  replaced  while  receiving  100 
gm.  of  glucose  a day  would  have  a rise  in 
blood  non-protein  nitrogen  of  12  mgm% 
daily.  Serum  potassium  would  rise  0.34 
mEq  L,  sulfates  1.86  mEq/L,  and  phos- 
phates 1.66  mEq/L.  He  pointed  out  that 
since  some  phosphates  may  be  stored  in 
tissues  and  bone  the  serum  phosphate  level 
would  rise  at  a slower  rate. 

As  to  water  loss,  it  has  been  estimated 


that  about  1000  cc.  would  be  lost  daily 
through  the  lungs  and  skin.  With  the 
breakdown  of  body  protein  and  the  burn- 
ing of  body  fat  preformed  water  and  water 
of  oxidation  would  amount  to  470  cc.  daily. 
Therefore  a deficit  of  530  cc.  of  water 
would  remain.  This  excludes  vomiting  and 
in-ofuse  sweating.  It  may  be  seen,  there- 
fore, that  if  no  water  or  glucose  were  given 
a marked  uremia  and  acidosis  would  re- 
sult. It  is,  therefore,  clear  that  water  re- 
quirements must  be  met  and  the  maximum 
protein  sparing  action  from  glucose 
elicited.  Isotonic  electrolyte  solutions 
would  probably  cause  a secondary  cellular 
dehydration.  The  use  of  electrolyte  solu- 
tions will  be  discussed  under  treatment. 

Clinical  Course  and  Treatment 

Muirhead  and  Hill  have  classified  this 
syndrome  into  three  phases:  (1)  the 

period  of  shock  (2)  the  period  of  anuria; 
and  (3)  the  period  of  diuresis. 

(1)  Period  of  Shock — Even  though 
shock  may  be  precipitated  by  incompatible 
blood  transfusions  the  arterial  pressure 
must  be  raised  by  carefully  typed  blood, 
plasma  or  norepinephrine.  This  is  of  im- 
portance to  restoring  the  blood  flow  to  the 
kidney  in  order  to  combat  the  period  of 
renal  ischemia.  When  the  shock  is  due  to 
incompatible  blood,  10  units  of  ACTH 
should  be  added  to  each  subsequent  pint  in 
the  restoration  of  arterial  pressure.  Once 
the  shock  has  been  overcome,  even  though 
a complete  shutdown  may  be  impending, 
1000  cc.  of  10%  invert  sugar  with  10-20 
units  of  ACTH  should  be  given  intra- 
venously. It  has  been  our  procedure  to  ad- 
minister between  20-30  units  of  ACTH  im- 
mediately following  incompatible  blood 
and  50  mgm.  cortisone  q.  4 hr.  x 6.  In 
transfusion  reaction  the  value  of  an  alka- 
line medium  has  been  long  recognized. 
Therefore,  after  the  blood  pressure  has 
been  restored  these  patients  should  receive 
120-160  cc.  of  one  molar  sodium  lactate  in- 
travenously slowly. 

(2)  Period  of  Anuria — During  the  first 
few  days  of  acute  urinary  suppression, 
these  patients  may  be  maintained  orally 
since  tissue  breakdown  will  not  usually 
produce  nausea,  uremia,  and  acidosis  that 
soon.  During  these  first  several  days  the 
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patient  is  maintained  on  a high  caloric  salt 
free  intake.  The  diet  consists  of  mashed 
potatoes,  salt  free  toast  and  butter,  jelly, 
and  hard  candies.  Borst  has  advocated  the 
use  of  200  gm.  of  butter  and  200  gm.  of 
sugar  mixed  with  flour  and  flavored  with 
coffee  which  are  prepared  in  small  balls 
and  kept  on  ice.  Total  fluids  are  limited 
during  this  period  to  a maximum  of  500- 
700  cc.  per  24  hour  period.  These  fluids 
consist  of  water,  coke  syrup,  ginger  ale, 
and  tea  with  sugar.  Should  nausea  and 
vomiting  ensue  after  several  days  Strauss’ 
recommendation  of  750  cc.  of  15%  glucose 
in  water  should  be  given  intravenously 
daily.  It  is  questionable  whether  or  not  a 
femoral  catheter  should  be  inserted  and  a 
slow  continuous  drip  of  50%  glucose  in 
water  in  the  same  quantities  be  admin- 
istered. The  above  outline  has  been  used 
for  uncomplicated  cases.  Since  the  period 
of  anuria  may  last  from  7 to  21  days,  cer- 
tain complications  must  be  anticipated. 

(a)  Nausea  and  vomiting.  If  vomiting  is 
profuse  this  must  be  measured  and  should 
be  analysed  for  sodium,  potassium,  and 
chloride.  The  vomitus  should  be  replaced 
in  equal  quantities  as  isotonic  sodium 
chloride.  Potassium  should  not  be  given 
since  this  presents  a serious  hazard  and  a 
percentage  of  these  patients  die  of  endo- 
genous potassium  intoxication. 

(b)  Acidosis.  Acidosis  must  be  antici- 
pated and  no  attempt  should  be  made  to 
correct  this  unless  respiratory  symptoms 
are  severe.  Recently  it  has  been  our  policy 
to  administer  orally  40  cc.  of  one  molar 
sodium  lactate  four  times  daily  for  the 
first  two  days  of  urinary  suppression.  Fur- 
ther sodium  is  not  given  because  of  the 
risk  of  pulmonary  edema.  It  is  our  impres- 
sion that  the  administration  of  lactate 
serves  as  a reservoir  to  prevent  impend- 
ing acidosis.  It  appears  that  lactate  is  not 
rapidly  converted  to  bicarbonate  without 
urinary  excretion  and  remains  to  liberate 
bicarbonate  slowly.  This  has  been  mani- 
fested in  several  cases  of  anuria  lasting 
seven  days  who  have  shown  nitrogen  re- 
tention but  no  marked  fall  in  the  CO,  com- 
bining power.  Although  this  is  experi- 
mental in  origin  this  approach  appears  to 
have  merit. 


(c)  Endogenous  potassium  intoxica- 
tion. As  body  protein  is  broken  down  po- 
tassium is  liberated  into  the  extra-cellular 
fluid.  It  is  known  that  infection  may  ac- 
celerate the  rate  of  protein  breakdown  and 
this  complication  may  arise  within  a mat- 
ter of  several  days  to  14  days.  The  serum 
potassium  level  may  become  alarmingly 
high  with  resultant  cardiac  standstill.  Po- 
tassium intoxication  should  be  treated  en- 
ergetically when  this  value  reaches  6 
niEq/  L even  though  diuresis  may  be  an- 
ticipated within  a matter  of  days.  The  first 
measure  in  management  of  this  complica- 
tion is  the  addition  of  4-6  gm.  of  calcium 
gluconate  and  15  units  regular  insulin  to 
the  daily  intravenous  infusion.  Carboxylic 
cation  exchange  resins  without  added  po- 
tassium are  also  extremely  valuable,  but 
usually  not  well  tolerated  orally  by  the 
time  potassium  intoxication  becomes  a 
problem.  They  may  be  administered 
through  a Levine  tube  in  the  dosage  of  15- 
20  gm.  t.i.d.  or,  preferably,  as  recommend- 
ed by  Elkinton  by  way  of  high  colonic 
enemeta.  Our  policy  has  been  to  first  give 
a high  colonic  cleansing  enema  and  then  to 
instill  25-40  gm.  of  a 10%  aqueous  sus- 
pension of  resin  into  the  colon.  This  is  al- 
lowed to  remain  for  four  hours  and  re- 
peated enemas  are  done  until  the  returns 
are  clear.  This  is  repeated  as  frequently  as 
is  necessary.  Should  these  measures  not 
control  potassium  intoxication  artificial 
dialysis  including  peritoneal  lavage,  je- 
junal lavage,  colonic  irrigation  or  the  arti- 
ficial kidney  should  be  seriously  consid- 
ered. 

(d)  Convulsions.  Should  anuria  be  pro- 
longed the  toxic  results  may  eventually 
produce  generalized  convulsions.  These 
usually  do  not  occur  until  late  and  should 
be  treated  with  intramuscular  or  intra- 
venous magnesium  sulfate.  It  has  been  our 
policy  to  begin  one  gram  of  50%  mag- 
nesium sulfate  intramuscularly  every  12 
hours  with  the  first  signs  of  central  nerv- 
ous system  irritations  as  manifested  by 
neuro-muscular  irritability.  Since  convul- 
sions accelerate  the  rate  of  protein  catabo- 
lism and  put  a tremendous  stress  on  the 
cardiovascular  system,  intravenous  amy- 
tal  may  even  be  required.  Should  these 
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measures  not  be  sufficient,  again  dialysis, 
if  not  too  late,  may  be  helpful. 

(e)  Acute  pulmonary  edema.  It  is 
known  the  peripheral  edema  in  the  man- 
agement of  anuria  I’esults  only  when  im- 
proper and  excess  fluids  have  been  admin- 
istered. Pulmonary  edema  may  result  later 
in  anuria  probably  due  to  toxic  effects  on 
the  myocardium.  This  must  be  anticipated 
following  convulsions  and  should  be  treat- 
ed promptly  and  energetically  with  the  use 
of  intravenous  rapidly  acting  digitalis 
preparations  (our  choice  has  been  cedi- 
lanid — .4  to  1.2  mgm.  intravenously),  with 
subsequent  doses  as  needed.  Positive  pres- 
sure oxygen  with  alcohol  is  also  part  of 
our  regime.  Pulmonary  edema  must  be 
treated,  since  the  patient  may  still  recover. 
In  general,  these  are  the  most  commonly 
seen  complications  during  the  phase  of 
anuria. 

(3)  Period  of  Diuresis.  With  the  cessa- 
tion of  urinary  suppression,  a rapid  rise  in 
the  urinary  output  may  be  observed.  When 
this  reaches  1000  cc.  per  24  hours  the 
phase  of  diuresis  has  been  reached.  At  this 
point  the  urinary  output  may  rise  to  5000- 
6000  cc.  daily  and  continue  for  usually 
several  days,  but  may  extend  for  weeks.  It 
is  believed  that  this  represents  the  healing 
process  in  the  tubules,  but  the  ability  to 
select  proper  amounts  of  water  and  elec- 
trolytes for  reabsorption  has  not  been  re- 
stored. Therefore,  one  may  not  rest  as- 
sured that  the  patient  is  well  because  he  is 
voiding  freely.  Dehydration  and  electro- 
lyte disturbances  may  become  severe  dur- 
ing this  time.  Our  management  of  patients 
reaching  this  phase  consists  of  continuing 
daily  measurement  of  the  urinary  volume 
and  total  excretion  of  sodium,  potassium, 
and  chloride.  These  electrolytes  are  re- 
placed daily  intravenously  or  in  the  diet. 
It  has  been  of  interest  that,  during  this 
phase  of  the  diuresis,  several  of  these 
patients  have  excreted  a hypotonic  urine 
for  sodium  and  chloride  pointing  out  the 
possibility  of  a possible  excess  water  ad- 
ministration during  the  period  of  anuria. 
This  is  of  interest  since  no  patient  excret- 
ing a hypotonic  urine  received  over  1000 
cc.  of  fluid  daily.  During  this  phase  our 
patients  have  been  given  500-1000  cc.  of 


fluid  over  and  above  the  urinary  output 
and  have  required  at  least  6 or  7 grams  of 
salt  added  to  the  diet.  During  this  time  we 
have  also  given  40-80  cc.  of  one  molar 
sodium  lactate  orally  daily.  The  serum 
sodium,  potassium  CO2,  and  chloride 
which  were  measured  daily,  or  every  other 
day,  during  the  phase  of  anuria,  are  still 
measured  during  this  phase,  and  occasion- 
ally added  potassium  may  be  necessary. 
When  food  is  tolerated,  the  protein  intake 
is  limited  to  20  gm.  daily  until  formed 
elements  clear  from  the  urine  (albuminu- 
ria may  persist).  At  that  time  the  protein 
intake  of  diet  is  increased  to  60-80  gm. 
Anemia  developed  during  the  course  of  the 
disease  is  treated  conservatively,  and  blood 
transfusions  have  not  been  necessary  in 
our  hands.  When  the  urinary  output  drops 
back  to  1500-2000  cc.  daily,  the  patient  is 
usually  ready  for  discharge.  The  patient 
is  gotten  out  of  bed  after  7 or  10  days  of 
the  phase  of  diuresis.  Since  this  disease 
syndrome  exerts  a profound  effect  on  the 
body,  these  patients  are  watched  cautious- 
ly for  infection  and  several  have  received 
prophylactic  penicillin. 

Artificial  dialysis  may  produce  excellent 
results  in  the  management  of  anuria,  but 
it  appears  that  a number  of  the  uncompli- 
cated cases  may  be  managed  satisfactorily 
in  a conservative  manner.  It  is  of  im- 
portance to  be  cognizant  of  this  treatment 
since  this  syndrome  occurs  frequently  in 
small  general  hospitals  where  dialystic 
measures  may  not  be  available. 

Summary 

1)  Some  pathological-physiological  con- 
siderations following  acute  urinary  sup- 
pression have  been  reversed. 

2)  Conservative  management  of  this 
syndrome  and  its  complications  have  been 
discussed. 

Acknowledgement  is  made  to  the  physi- 
cians in  Wilmington  who  cooperated  in  the 
treatment  of  these  patients.  The  technical 
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PNEUMOTHORAX 
A Complicaf'ion  of  Neck  Surgery 

Stanley  Verbit,  M.  D., 
and 

Robert  Frelick,  M.  D.,* 
Wilmington,  Del. 

Mediastinal  emphysema  followed  by 
tension  pneumothorax  is  an  infrequent  but 
serious  complication  of  head  and  neck 
surgery.  The  recent  occurrence  of  two 
cases  on  the  surgical  service,  following 
thyroidectomy  and  tracheostomy  respec- 
tively, prompts  a re-emphasis  of  the  need 
for  early  recognition  of  this  complication. 

Case  1.  This  \vas  a 55  year  old  woman 
who  complained  of  a progressive  wheeze 
and  cough  for  the  year  preceding  admis- 
sion. She  had  a known  non-toxic  goitre  for 
20  years  which  had  increased  in  size  in  the 
last  two  years.  She  had  no  signs  or  symp- 
toms of  hyperthyroidism  or  of  cardiovas- 
cular disease. 

Examination  revealed  a smooth,  diffuse, 
enlarged  thyroid  which  extended  substern- 
ally.  Breath  sounds  were  normal  through- 
out the  chest.  Cardiac  findings  were  nor- 
mal, with  a blood  pressure  of  150/90  and 
a pulse  of  80. 

Routine  laboratory  tests  were  within 
normal  limits.  A barium-filled  esophagus 
was  displaced  backward  and  slightly  to 
the  right  by  a large  mass  extending  down- 
ward from  the  left  side  of  the  neck  to  7 
cm.  below  the  sternal  notch.  The  trachea 
was  displaced  anteriorly. 

At  operation  Dr.  James  G.  Spackman 
removed  the  left  thyroid  lobe  and  isthmus 
with  the  substernal  extension  of  the  gland. 
As  the  procedure  was  being  completed  the 
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patient  developed  short,  jerky,  impaired 
respirations.  A catheter  could  not  be 
passed  through  the  intratracheal  tube. 
Therefore  it  was  removed  and  replaced  but 
without  improvement.  The  patient’s  res- 
piratory distress  persisted  and  she  became 
slightly  cyanotic  with  tachycardia  and  a 
dropping  blood  pressure.  Shortly  there- 
after, pulmonary-edema  type  fluid  was 
aspirated  from  the  tracheal  tube.  Positive- 
pressure  oxygen  was  employed  with  ques- 
tionable effect.  Shock  became  more  pro- 
nounced, and  in  spite  of  strophantine  and 
blood  transfusions  the  tachycardia  and  the 
circulatory  status  did  not  improve.  It 
looked  as  if  the  patient  would  die  on  the 
operating  table. 

Examination  at  that  time  revealed  de- 
creased breath  sounds  and  a hyperreson- 
ant percussion  note  over  the  left  anterior 
chest.  Wheezes  and  rales  were  present 
over  the  right  chest.  No  blood  pressure  was 
obtainable.  The  pulse  was  rapid  and  barely 
palpable.  Respirations  were  jerky  and 
paradoxical  in  type.  Because  of  the  clinical 
suspicion  of  pneumothorax  a needle  was 
put  into  the  third  anterior  left  interspace 
and  at  least  1000  cc.  of  air  was  removed 
through  a syringe  with  a three-way  stop 
cock.  While  no  pressure  readings  were  ob- 
tained, the  air  initially  was  under  enough 
pressure  to  move  the  barrel  of  the  syringe 
during  expiration. 

Following  this  the  patient  showed  signs 
of  improvement  and  an  underwater  drain- 
age tube  was  attached  to  the  needle.  How- 
ever, after  the  patient  was  moved  she  once 
again  became  dyspneic  and  cyanotic. 
Hyperresonance  and  absent  breath  sounds 
on  the  left  were  more  striking  than  before. 
Since  the  needle  had  clogged,  a polyethy- 
lene tube  was  inserted  for  improved  drain- 
age, with  definite  relief.  A large  quantity 
of  air  was  released  through  the  tube. 

During  the  two  to  three  hours  that  these 
events  were  taking  place,  the  patient’s  pul- 
monary edema  had  been  controlled  with 
the  use  of  oxygen,  alcohol  and  positive 
pressure.  Blood,  plasma  and  cedilanid 
were  administered  for  what  appeared  to  be 
associated  heart  failure  and  shock.  Later, 
because  of  persistent  wheezing,  amino- 
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phyllin  Avas  added  to  the  intravenous 
fluids. 

The  next  day  the  patient  showed  definite 
improvement.  Her  blood  chemistries  and 
electrocardiogram  were  not  remarkable.  A 
portable  chest  film  which  was  done  shortly 
after  the  air  was  first  released  was  not  too 
satisfactory  but  appeared  to  show  good 
p u 1 m o n a r y ex  p a n s i 0 n . 

The  patient’s  clinical  course  showed 
steady  improvement.  Her  polyethylene 
tube  was  removed  on  the  third  post-oper- 
ative day  and  she  was  discharged  a week 
later. 

This  case  illustrates  the  development  of 
a tension  pneumothorax  at  the  completion 
of  a thyroidectomy.  An  obstructive  air- 
way, possibly  the  use  of  positive  pressure 
inhalation  therapy,  and  the  patient’s  own 
exaggerated  inspiratory  efforts  probably 
contributed  to  the  pneumothorax.  The 
respiratory  distress  was  intensified  by  the 
catastrophe  and  only  rapid  recognition  of 
the  problem  led  to  the  life-saving  release 
of  the  tension  pneumothorax. 

Case  2.  This  was  a 35  year  old  woman 
who  developed  a severe  headache  with  con- 
vulsions during  the  month  prior  to  admis- 
sion. An  electroencephalogram  suggested 
a paroxymal  disorder  with  no  focal  local- 
ization, and  a neurological  examination 
was  reported  as  normal. 

On  admission,  the  patient  complained  of 
headache  but  had  no  significant  objective 
findings.  The  blood  pressure  was  115/70 
and  the  heart  and  lungs  were  normal  to 
percussion  and  auscultation. 

Routine  laboratory  tests  and  a spinal 
fluid  examination  were  normal.  A ventri- 
culogram was  suggestive  of  a space-taking 
lesion  extending  into  the  right  lateral  ven- 
tricle. 

At  operation  the  dura  was  found  to  be 
under  increased  pressure.  The  base  of  the 
ventricular  floor  was  visualized  and  a 
mass  was  tentatively  identified  emerging 
from  the  thalamic  region.  Biopsies  were 
taken  but  the  exploration  was  stopped 
since  removal  of  the  lesion  would  have  af- 
fected too  many  vital  areas. 

On  the  first  postoperative  day  the  pa- 
tient complained  of  headache  and  nausea. 
She  was  noted  to  have  paralysis  of  the 


muscles  of  the  right  eye  and  of  the  left 
arm  and  leg.  Her  chest  was  clear  to  auscul- 
tation. On  the  second  day  her  nausea  per- 
sisted and  she  appeared  to  be  dysphagic. 
Later  she  developed  a sudden  tachycardia 
with  rapid  respirations  and  a loose,  inade- 
quate cough.  Her  temperatui’e  jumped  to 
104°.  The  neurosurgeons  doubted  that  the 
fever  was  central  in  origin. 

A chest  film  revealed  a central  haziness 
in  both  lower  lobes  which  was  thought  to 
represent  infection  or  edema.  Her  blood 
pressure  was  180/110,  pulse  was  140. 

Examination  of  the  pharynx  revealed 
erythema  and  thick  green  mucus.  There 
were  depressed  breath  sounds  in  the  right 
lower  lobe.  Her  cough  sounded  loose  and 
ineffectual. 

The  aortic  second  sound  was  accentu- 
ated. Heart  sounds  at  the  apex  were  satis- 
factory. She  was  thought  to  have  a central 
aspiration  type  of  pneumonia.  Antibiotics 
were  ordered  and  tracheal  aspirations 
were  attempted.  Her  airway  was  difficult 
to  maintain  because  of  the  thick  mucus,  a 
poor  cough,  and  an  impaired  swallowing 
reflex. 

A tracheostomy  was  clone.  Much  thick 
mucus  was  aspirated  and  clinical  signs  of 
atelectasis  in  the  right  lower  lobe  were  im- 
proved. 

On  the  following  day  she  developed 
paradoxical  respirations  of  an  obstructive 
type.  Cyanosis  and  dyspnea  became 
marked.  Aspirations  of  the  trachea  were 
dry.  Breath  sounds  were  almost  absent  in 
the  left  anterior  chest  and  it  had  a hyper- 
resonant percussion  note  suggesting  a 
secondary  pneumothorax.  However,  the 
tracheostomy  tube  was  found  to  be  partial- 
ly out  of  the  trachea  and  thus  was  probab- 
ly responsible  for  some  of  the  obstructive 
type  of  breathing.  The  tube  was  replaced 
with  temporary  improvement. 

On  the  next  day  (fourth  postoperative 
day)  the  patient’s  breathing  again  became 
markedly  labored.  The  findings  in  her  left 
chest  were  much  more  definite  with  almost 
completely  absent  breath  sounds  and  hy- 
perresonant percussion  notes.  The  heart 
was  displaced  to  the  right.  An  X-ray  re- 
vealed a definite  pneumothorax  with  shift 
of  the  trachea  to  the  right  and  a two-thirds 
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collapse  of  the  left  lung.  A polyethylene 
tube  was  inserted  into  the  left  pleural  cav- 
ity and  over  1000  cc.  of  air  was  aspirated 
immediately.  The  tube  was  attached  to  an 
underwater  drainage  bottle.  The  patient 
showed  marked  improvement.  Air  con- 
tinued to  be  expelled  for  the  next  day  or 
so,  especially  on  coughing.  The  breath 
sounds  improved  and  good  re-expansion  of 
the  lung  was  demonstrated  by  x-ray.  The 
catheter  was  removed  after  four  days. 

Her  course  was  complicated  by  post- 
operative thalamic  pain  and  weakness  in 
the  left  arm  and  leg.  No  definite  tumor 
diagnosis  could  be  made  from  the  biopsies 
of  the  brain  lesion.  She  was  discharged 
unimproved  as  far  as  her  original  com- 
plaint was  concerned  but  her  secondary 
pulmonary  complications  had  cleared. 
Further  brain  surgery  was  contemplated 
after  a period  of  convalescence. 

The  second  case  developed  a pneumotho- 
rax more  gradually  after  her  surgical  pro- 
cedure. Once  again  there  was  no  evidence 
that  the  pleura  had  been  incised.  Obstruc- 
tive breathing  due  to  both  the  mucus  secre- 
tions and  misplaced  tracheostomy  tube 
must  have  been  an  important  factor  in 
the  development  of  her  pneumothorax. 
Since  she  had  had  definite  atelectasis  at 
one  point  it  was  only  by  persistent  physical 
examination  that  it  was  possible  to  demon- 
strate that  her  recurrent  respiratory  dis- 
tress was  due  to  a tension  pneumothorax. 
Release  of  air  from  the  chest  helped  im- 
mensely in  stopping  a progressively  more 
severe  respiratory  problem. 

Detailed  reviews  of  this  problem  have 
been  reported  in  the  literature  by  Mack- 
lin,’  Neffson-  and  others. 

Air  can  gain  access  to  the  mediastinum 
and  pleural  cavities  by  two  pathways. 
Forbes®  refers  to  these  as  the  extrinsic  and 
intrinsic  pathways.  By  the  extrinsic  route 
air  is  drawn  into  the  superior  medias- 
tinum along  the  fascial  planes  of  the  neck 
through  perforations  of  the  trachea, 
bronchi,  and  the  esophagus,  or  by  dissec- 
tion along  the  retroperitoneal  spaces.  In- 
jury to  the  apex  of  the  pleura  in  the  neck, 
which  is  frequently  the  surgeon’s  first 
thought,  is  an  unusual  cause  of  this  com- 
plication. Bowden*’  has  presented  in  de- 


tail the  anatomical  basis  for  this  theory. 
He  has  shown  there  is  an  open  passageway 
into  the  superior  mediastinum  between  the 
middle  and  deep  layer  of  the  deep  cervical 
fascia  in  the  midline  space. 

In  the  intrinsic  process  air  proceeds 
from  minute  alveolar  ruptures  along  the 
pulmonary  vascular  sheaths  into  the  medi- 
astinum. Macklin  and  Macklin’  have  ex- 
haustively reviewed  the  etiology  of  medias- 
tinal emphysema  with  and  without  pneu- 
mothorax. They  consider  the  intrinsic 
route  as  being  the  most  likely  explanation 
for  the  emphysema.  The  mechanism  of 
production,  as  demonstrated  by  them,  is 
the  rupture  of  an  intrapulmonary  vesicle 
as  a result  of  a localized  or  generalized 
hyperinfiation  of  lung  tissue.  This  allows 
the  escape  of  air  into  the  interstitial  tis- 
sues of  the  lung.  The  air  then  dissects 
along  the  sheaths  of  the  pulmonary  vessels 
to  the  lung  roots  and  enters  the  medias- 
tinum. From  here  air  may  build  up  dan- 
gerous pressure  in  the  mediastinum,  may 
dissect  upward  into  the  neck  along  the 
fascial  planes  present  with  relief  of  the 
increased  pressure,  or  may  cause  rupture 
of  the  mediastinal  pleura  with  production 
of  a pneumothorax  in  one  or  both  pleural 
cavities. 

In  both  theories  of  emphysema  and 
pneumothorax  production,  an  important 
contributing  cause  is  the  existence  of  a 
partial  obstruction  to  the  natural  airway, 
tracheostomy  tube  or  tracheal  intubation 
tube  because  of  laryngospasm  or  thick 
mucoid  secretions.  A more  rapid,  forceful 
respiratory  pattern  then  occurs  producing 
increased  intrapulmonary  pressure.  In  an 
effort  to  relieve  the  obstruction  by  cough- 
ing or  by  positive  pressure  anesthesia  a 
further  increase  in  intrapulmonary  pres- 
sure results.  When  a sufficiently  elevated 
pressure  occurs  the  complication  of  medi- 
astinal emphysema  and  pneumothorax  is 
produced. 

The  rapid  diagnosis  depends  on  the 
awareness  of  the  possible  occurrence  of 
this  complication  during  surgical  pro- 
cedures of  the  head  and  neck.  Frequently 
this  diagnosis  is  difficult  to  establish  dur- 
ing the  course  of  an  operation  since  the 
majority  of  the  clinical  signs  and  symp- 
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toms  may  be  masked  by  the  anesthesia. 
Any  variation  in  the  respiratory  pattern 
associated  with  a partially  obstructed  air- 
way should  alert  the  possibility  of  this 
complication.  Respiratory  distress  with 
or  without  cyanosis,  respiratory  lag,  rapid 
inspiration  and  expiration  with  paradox- 
ical breathing  may  be  the  presenting 
symptoms.  Where  pneumothorax  is  pres- 
ent a tympanic  percussion  note  and 
absence  of  breath  sounds  may  be  found  on 
the  affected  side.  Frequently  the  diag- 
nostic picture  is  that  of  a tension  pneu- 
mothorax. This  may  involve  one  or  both 
pleural  spaces.  Shift  in  the  cardiac  out- 
line and  decreased  cardiac  tone  may  be 
present.  Mediastinal  emphysema  without 
pneumothorax  can  occur.  The  only  ab- 
normal physical  finding  then  may  be  a 
characteristic  precordial  crunch  - like 
sound.  In  both  cases  as  the  venous  return 
to  the  heart  is  impeded,  dilated  cervical 
neck  veins  may  be  noted  and  circulatory 
collapse  with  shock  may  ensue. 

Diagnosis  is  established  by  the  insertion 
of  a needle  into  the  pleural  space,  noting 
the  elevated  intrapleural  pressure  and  as- 
pirating air.  An  x-ray  of  the  chest  can 
be  used  to  confirm  the  diagnosis  of  a pneu- 
mothorax, but  is  not  necessary.  Medias- 
tinal emphysema  is  not  easy  to  recognize 
in  the  PA  roentgen  projection.  Lateral 
views,  which  may  be  difficult  to  obtain  in 
an  acutely  ill  patient  are  needed  for  a diag- 
nosis. 

Treatment  consists  in  the  immediate 
withdrawal  of  air  from  the  pleural  space. 
A single  pleural  aspiration  may  be  suffi- 
cient to  reduce  the  tension  in  the  pleural 
space  to  provide  immediate  relief.  If  air 
continues  to  enter,  then  catheter  insertion 
into  the  pleural  space  with  underwater 
drainage  into  a water  seal  bottle  is  used. 
Incomplete  relief  of  symptoms  after 
evacuation  of  air  under  pressure  from  one 
pleural  cavity  usually  indicates  the  pres- 
ence of  a bilateral  pneumothorax  requiring 
aspiration  of  both  pleural  spaces.  The 
therapy  of  media.stinal  emphysema  with- 
out pneumothorax  is  a more  difficult  prob- 
lem. Needle  aspiration  of  air  using  the 
third  right  parasternal  intercostal  inter- 
space has  been  successfully  used.  Cervical 


mediastinotomy^  has  also  been  reported  as 
a more  drastic  successful  method  of  treat- 
ment. 

Summary 

Two  cases  of  pneumothorax  following 
surgery  in  the  neck  have  been  discussed. 
One  patient  had  a thyroidectomy  and  an- 
other a tracheostomy.  Both  had  as  pos- 
sible secondary  etiological  factors  an  ele- 
ment of  obstructive  breathing.  Their  res- 
piratory distress  became  increasingly 
severe  as  the  pneumothorax  developed. 
The  necessity  for  early  clinical  recognition 
and  treatment  was  stressed. 
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THE  USE  OF  AN  ILEAL  SEGMENT  AS 
A SUBSTITUTE  BLADDER 

Edwin  A.  Mekanik,  M.D., 
and 

Charles  E.  Maroney,  M.D.* 
Wilmington,  Del. 

The  recent  enthusiastic  reports  on  the 
use  of  a segment  of  distal  ileum  as  an 
artificial  bladder  prompted  its  employ- 
ment in  two  cases  of  carcinoma  of  the 
urinary  bladder  seen  at  the  Memorial  Hos- 
pital this  past  year.  Although  many  in- 
genious methods  have  been  devised  to  ac- 
commodate the  urinary  stream  after  re- 
moval of  the  bladder  the  common  factor 
underlying  many  failures  has  been  the  con- 
tamination produced  by  the  passing  fecal 
stream.  Except  for  cutaneous  ureteros- 
tomies which  may  occasionally  be  resorted 
to,  no  solution  appeal’s  more  feasible  than 
to  utilize  some  segment  of  the  intestinal 
tract.  After  isolation,  with  its  vascular 
pedicle  intact,  such  a segment  can  be 
closed  at  one  end  and  the  open  end  can 
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be  brought  to  the  surface  of  the  abdomen. 
At  the  time  of  this  writing  two  patients 
are  utilizing  modifications  of  such  an 
ureteral-intestinal  anastomosis.  One  pa- 
tient, approximately  three  years  post- 
operative following  a pelvic  evisceration 
for  recurrent  carcinoma  of  the  cervix,  is 
utilizing  her  caecum  and  ascending  colon 
as  an  artificial  bladder  with  the  terminal 
ileum  serving  as  the  urethra.  Another, 
one  and  one  half  years  after  cystectomy, 
pelvic  node  dissection,  etc.,  for  carcinoma 
of  the  urinary  bladder,  has  his  sigmoid  and 
rectum  serving  as  a reservoir  for  urinary 
drainage  with  the  proximal  colon  brought 
out  as  a colostomy. 

According  to  Bricker  et  al.  the  simple 
diversion  of  the  fecal  stream  does  not 
solve  the  problem  because  the  urinary 
stasis  and  absorptive  phenomena  that  oc- 
cur add  burdens  to  infected  kidneys  which 
are  insurmountable  and  lead  to  electrolyte 
disturbances  which  eventually  are  irrever- 
sible. 

It  was  therefore  postulated  that  a small 
segment  of  ileum  would  better  serve  as  a 
receptacle  for  the  ureters  for  the  following 
reasons : 

1)  the  area  of  mucosa  exposed  to  urine 
is  much  less 

2)  the  actual  contact-time  of  the  urine 
is  less 

3)  the  ileal  segment  serves  as  an  excel- 
lent conduit  and  promotes  prompt 
evacuation. 

The  reports  of  Bricker  et  al.  were  so 
enthusiastic  and  their  results  so  good  that 
it  was  decided  to  utilize  the  ileal  segment 
in  the  two  cases  to  be  presented.  In  each 
case  the  receptacle  for  the  urine  has  been 
a Pierce  colostomy  bag  cut  to  fit  the 
ileostomy.  To  date  this  arrangement  has 
proved  to  be  satisfactory  to  each  of  the 
patients. 

Case  1.  M.  L.,  a 58  year  old  white 
female,  was  admitted  to  the  Memorial  Hos- 
pital 4/13/53  with  a two  week  history  of 
gross  hematuria,  frequency  and  weakness. 
Admission  studies  revealed : RBC  1.8, 

Hb  4.25,  WBC  15,800,  BUN  14.5.  The 
urine  was  grossly  bloody.  Bimanual  ex- 


amination revealed  a tumor  measuring  ap- 
proximately 6x5x4  cm.  anterior  to  a 
small  uterine  corpus. 

After  repeated  transfusions  had  cor- 
rected her  anemia  a cystoscopy  was  done 
and  revealed  an  extensive  bladder  tumor 
occupying  the  entire  left  half  of  her  blad- 
der and  obliterating  the  left  ureteral  ori- 
fice. Biopsies  were  taken  and  reported  as 
epidermoid  carcinoma,  grade  II.  Pyelo- 
grams  revealed  a normal-appearing  right 
kidney  with  a moderate  hydronephrosis  of 
the  left  kidney.  Subsequent  examinations 
revealed  no  evidence  of  metastatic  disease 
so  the  patient  was  prepared  for  surgery. 

On  4/23/53,  abdominal  exploration  fail- 
ed to  reveal  any  palpable  evidence  of  ex- 
tension of  the  tumor  beyond  the  confines 
of  the  pelvis.  Accordingly,  a total  cystec- 
tomy, hysterectomy,  bilateral  salpingo- 
oophorectomy  hemi-vaginectomy,  appen- 
dectomy and  pelvic  node  dissection  was 
carried  out.  An  8”  segment  of  terminal 
ileum  was  then  isolated  and  after  anas- 
tomosis of  the  corresponding  ends  of  the 
ileum,  the  ureters  were  implanted  into  the 
isolated  ileal  segment.  The  distal  portion 
of  the  segment  was  then  brought  out  as  an 
ileostomy. 

Urinary  drainage  post-operatively  was 
prompt  and  continued  so  during  the  pa- 
tient’s entire  hospital  stay.  The  patient 
was  discharged  on  her  28th  post-operative 
day  and  has  remained  well  without  any 
medications  to  the  time  of  this  writing. 

Case  2.  J.  L.  S.,  a 69  year  old  white 
male,  was  admitted  to  the  Memorial  Hos- 
pital on  6/3/53  with  gross  hematuria  as 
his  presenting  problem.  The  patient  had 
been  seen  on  previous  occasions  for  the 
same  complaints  and  cystoscopy  had  re- 
vealed a small  papillary  tumor  which  on 
repeated  biopsies  had  proven  to  be  a tran- 
sitional cell  carcinoma,  grade  I.  Each  time 
the  lesion  had  been  fulgerated  only  to  re- 
cur. 

On  this  admission  cystoscopy  revealed 
a papillary  tumor  2x1  cms.  just  lateral 
to  the  left  ureteral  orifice  and  extending 
along  the  left  wall  of  the  bladder.  Biopsy 
this  time  was  reported  as  transitional  cell 
carcinoma,  grade  III.  The  tumor  was  not 
palpable  on  bimanual  examination. 
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Pre-operative  survey  revealed  no  evi- 
dence of  distant  metastatic  disease. 

After  preparation,  on  6/11/53  an  ab- 
dominal exploration  was  carried  out.  No 
palpable  evidence  of  metastatic  disease 
was  noted  beyond  the  pelvis  so  a total 
cystectomy,  prostato-vesiculectomy,  ap- 
pendectomy, combined  with  pelvic  lymph 
node  dissection  was  done.  After  a seg- 
ment of  terminal  ileum  was  isolated,  the 
proximal  and  distal  portions  of  the  ileum 
were  anastomosed.  The  ureters  were  then 
anastomosed  to  the  ileal  segment  as  sug- 
gested by  Bricker  and  the  distal  portion 
of  the  ileal  segment  was  brought  out  as 
an  ileostomy. 

Although  it  was  thought  at  the  time  of 
surgery  that  nodes  adjacent  to  the  bladder 
contained  tumor,  examination  of  the  speci- 
men microscopically  failed  to  reveal  any 
metastatic  disease.  The  primary  tumor 
site  showed  invasion  of  the  underlying 
bladder  musculature. 

The  patient’s  post-operative  course  was 
quite  satisfactory  and  he  left  the  hospital 
on  his  25th  post-operative  day. 

Although  the  patient  is  well  at  the  time 
of  this  writing  he  has  pyelographic  evi- 
dence of  ureteral  stricture  at  the  site  of 
his  anastomosis  on  the  right  side  and  has 
had  one  episode  of  left  flank  pain  associ- 
ated with  chills  and  fever  which  promptly 
subsided  with  therapy.  Obviously,  these 
represent  failures  in  surgical  technique. 

The  advantages  of  this  type  of  uretero- 
intestinal  combination  have  been  mention- 
ed in  a previous  paragraph.  A successful 
result  demands  meticulous  detail  in  the 
anastomosis.  Obviously,  with  a good  re- 
sult, the  chemical  disturbances  frequently 
found  in  other  types  of  anastomoses  are 
eliminated.  However,  as  demonstrated  in 
Case  2,  any  impairment  of  drainage  may 
be  followed  by  well  known  sequelae. 
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Relations.  Scheduled  foi-  release  in  April,  this 
1,'ooklet  will  contain  a compilation,  by  state, 
of  pertinent  information  regarding  all  types 
ct  medical  scholai'shi])s  and  loan  funds  now 
available  through  medical  society,  govern- 
mental and  other  special  funds.  Copies  may 
be  obtaineil  fi'om  the  Council  on  Rural  Health. 

Nkw.scoi’Es  — Riding  the  highways  and 
byways  of  rural  Kentucky  these  days  aboard 
I>ool  ))iohih  s s])onsored  by  the  state  dei>art- 
ment  of  education  are  copies  of  "Todaii's 
Jlcalfh"  magazine,  arranged  by  the  Ken- 
tucky State  Medical  Association  through  its 
Woman's  Auxiliary  . . . Streamlined  annual 
rcporf  for  1!>53  was  issued  in  iMarch  by  the 
Amcruan  Mcdirul  Education  Foundation  to 
tell  its  story  of  progi'ess  in  assisting  the  na- 
tion's medical  schools  over  the  ]>a.st  three 
years  . . . Branching  out  into  television  with 
a show  entitled,  “.l.S'A'  the  Doctor  A'  are  W.  W. 
Bauer,  :\1.1).,  director  of  AiMA's  Bureau  of 
Health  Education,  and  Elizabeth  Hart,  well- 
known  women 's  commentator.  Answering 
qiie.stions  on  common  health  subjects  .sent  in 
by  li.steners,  the  program  at  ])resent  is  ear- 
rietl  on  su.staiidng  time  at  1 :15  p.  m.  (CST) 
over  Chicago's  WBKB-TV  (ABC  channel  7) 

. . . The  number  of  physicians  and  medical 
society  executives  touring  .1.17.1  Headquar- 
ters during  1953  more  than  doubled  over  the 
]»revious  year.  .Ml  out-of-town  physicians  vis- 
iting in  Chicago  are  invited  to  tour  the  .Vssoci- 
ation  building  at  any  time  . . . 


Because  of  the  high  degree  of  resistance 
which  many  strains  of  infecting  organisms 
now  exhibit  to  the  antibacterial  effects  of 
streptomycin  and  because  .sensitive  strains 
of  infecting  micro-oi'ganisms  often  become 
very  (juickly  resistant  to  this  antibiotic,  the 
thei'a])eutic  use  of  .streptomycin  slundd  be 
limited  to  the  treatment  of  tubei'culosis. 
Perrin  11.  Long,  IM.  1)..  N.  V.  S.  ,1.  Med. 
Oct.  1.  1953. 


Aprii.,  1954 


Delaware  State  Medical  .Journal 


93 


+ ^ ^ i t 


o r L a 


/ 5 + 


DELAWARE  STATE 
MEDICAL  JOURNAL 

Owned  and  published  by  the  Medical  Society  of  Delaware, 
a scientific  society,  non-profit  corporation.  Issued  on 
the  fifteenth  of  each  month  under  the  supervision  of 


the  Committee  on  Publication. 

W.  Edwin  Bird,  M.  D Editor 

822  North  American  Building 
Norman  L.  Cannon,  M.  D Associate  Editor 


1208  Delaware  Avenue 

M.  A.  Taru.mianz,  M.  D Assoc.  & Managing  Editor 

Farnhurst,  Del. 

Articles  are  accepted  for  publication  on  condition  that 
they  are  contributed  solely  to  this  Journal.  Manuscripts 
must  be  typewritten,  double  spaced,  with  wide  margins, 
and  the  original  copy  submitted.  Photographs  and 
drawing  for  illustrations  must  be  carefully  marked  and 
show  clearly  what  is  intended. 

Footnotes  and  bibliographies  should  conform  to  the  style 
of  the  Quarterly  Cumulative  Index  Medicus,  published 
by  the  American  Medical  Association,  Chicago. 

Changes  in  manuscript  after  an  article  has  been  set 
in  type  will  be  charged  to  the  author.  The  Journal, 
pays  only  part  of  the  cost  of  tables  and  illustrations.  Un- 
used manuscripts  will  not  be  returned  unless  return  post- 
age is  forwarded.  Reprints  may  be  obtained  at  cost,  pro- 
vided request  is  made  of  the  printers  before  publication. 

The  right  is  reserved  to  reject  material  submitted  for 
publication.  The  Journal  is  not  responsible  for  views 
expressed  in  any  article  signed  by  the  author. 

All  advertisements  are  received  subject  to  the  approval 
of  the  Council  on  Pharmacy  and  Chemistry  of  the  A.M.A. 
Advertising  forms  close  the  25th  of  the  preceding  month. 

Matter  appearing  in  The  Journal  is  covered  by  copy- 
right. As  a rule,  no  objection  will  be  made  to  its  repro- 
duction in  reputable  medical  journals,  if  proper  credit 
is  given. 

Subscription  price:  $4.00  per  annum,  in  advance. 

Single  copies,  50  cents.  Foreign  countries;  $5.00  per 
annum. 


VoL.  26  April,  1954  No.  4 


“Alms!  Alms!  For  the  Love 
OF  Allah,  Alms!” 

In  that  unforgettable  performance  of 
Otis  Skinner,  as  Haj  the  Beggar  in  Kis- 
met, we  first  heard  these  famous  words. 
In  one  form  or  another  we  are  still  hear- 
ing them,  almost  constantly;  ever  recur- 
ring and  ever  increasing  appeals  are  made 
for  contributions  to  an  ever  growing  list 


of  charities.  The 

list  for 

1953 

follows : 

Campaign 

Month 

Goal 

Raised 

March  of  Dimes  (Polio) 

January 

Not  known 

$178,000 

Amer.  Heart  Assn. 

February 

16,000 

17,000 -f 

Cath.  Youth  Organ.  (CYO) 

February 

16,000 

16,000 -h 

Welfare  Council 

February 

14,000 

13,000 

Amer.  Red  Cross 

March 

312,000 

312,000 

Del.  Soc.  Crip.  Ch.  & Adults 

Mar. -April 

30,000 

25,000^ 

United  Negro  College  Fund 

April 

26,000 

23,000 

Amer.  Cancer  Soc. 

April 

70,000 

92,000 

United  Community  Fund 

October 

1,13,200 

1,138,000 

Muscular  Dystrophy 

November 

— 

7,000 

United  Jewish  Appeal 

November 

300,000 

250,000- 

Del.  Anti  Tb.  Soc. 

December 

No  goal 

81,000 

(1952) 

Twenty-five  Neediest 

December 

Total 

No  goal 
1,923.200 

11,000 

2,163,000 

There  are,  of  course,  other  causes,  both 
local  and  national,  to  which  Delawareans 
have  contributed,  but  on  which  we  have 
little  or  no  information.  These  would  in- 


clude Recreation,  Promotion  and  Service, 
Interfaiths,  Cerebral  Palsy,  Rheumatic 
and  Arthitis,  parochial  causes,  S.P.C.A., 
etc. 

Finally,  there  have  been  the  “capital 
fund”  campaigns,  such  as  the  current 
Memorial  Hospital  drive,  a quiet  appeal  by 
the  Children’s  Bureau  to  purchase  and 
renovate  its  quarters,  and  several  other 
limited  appeals  of  this  nature.  We  thank 
the  executive  secretary  of  the  United  Com- 
munity Fund,  Mr.  Frederick  H.  Norris 
for  the  above  data. 

Our  purpose  in  presenting  this  data  at 
this  time  is  to  pose  the  main  question ; are 
we  doing  this  thing  the  right  way?  Is 
there  any  way  to  eliminate  the  almost  cer- 
tain overlapping  of  some  items,  such  as 
rentals,  office  salaries,  etc.?  Is  it  not  pos- 
sible to  combine  several  of  these  cam- 
paigns whose  objects  are  so  closely  inter- 
related? Finally,  is  it  not  possible  to  com- 
bine them  all  into  one  super  campaign? 
In  other  words,  are  we  doing  this  thing 
the  right  way? 

AMEF  Contributions  Exceed 
One  Million  Dollars 

Conti'ibulions  to  the  American  Medical  Ed- 
ucation Foundation  during  the  first  111/2 
months  of  1953  totalled  .$1,047,000.  Tlie  pres- 
ent total  exceeds  donations  received  during 
the  entire  year  of  1952  by  .$141,000.  ]\Iore 
ihan  24,500  physicians  contributed  $847,361 
directly  to  70  of  the  nation’s  79  approved 
medical  schools. 

Plans  for  the  1954  campaign  were  dis- 
cus.sed  at  the  third  annual  meeting  of  AMEF 
state  chairmen  Jan.  24  in  Chicago. 

Grant  To  Dr.  Poliak 

A grant  has  been  made  to  l)i-.  O.  J.  Poliak 
of  Dover,  Del.,  by  the  A.  11.  Robins  Co.,  Inc., 
Richmond,  Va.,  to  determine  the  role  of  En- 
tozyme  ( Robins)  in  the  mobilization  and  depo- 
.fition  of  fat,  it  is  announced  by  Dr.  \Yilliam 
R.  Bond,  director  of  clinical  research  of  the 
Robins  Company.  Dr.  Poliak  has  been  .study- 
ing the  effect  of  cholesterol  feeding  on  the  lipo- 
jnoteins  in  rabbits.  Entozyme  contains  pan- 
creatin,  pepsin  and  bile  salts. 
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MISCELLANEOUS 

AMA  Studies  Physician 
Attitudes  On  Insurance 

Wliile  there  is  no  doubt  that  most  jiliysi- 
eians  favoi-  the  many  forms  of  voluntary 
health  insuranee  now  in  existence  over  any 
eompulsoi'y  tax  system,  no  attempt  has  been 
made  to  analyze  attitudes  of  physicians  re- 
ii'arding  certain  aspects  of  the  voluntary  tyjie 
of  jirotection.  The  AMA's  Council  on  ^ledical 
Service — thi'ough  its  Committee  on  Preiiay- 
ment  Medical  and  llosiiital  Service — current- 
ly is  sponsoring  a survey  of  these  underlying 
doctor  attitudes. 

Since  voluntary  insurance  ])rograms  are  in- 
suring an  increasing  number  of  persons  each 
year,  the  attitudes  of  physicians — as  they 
are  the  ones  who  render  ]>rofessional  treat- 
ment to  policyholder.s — are  im]K)rtant  factors 
to  consider  in  the  future  plans  of  insuraitce 
programs. 

Among  other  things,  the  Ai\lA  survey  is 
designed  to  bring  to  light  certain  jiliysician 
attitudes  regarding  service  benefits,  the  ex- 
tent to  which  the  ju'inciiile  of  coinsurance 
."hould  apply,  the  adeiptacy  of  benefits  (fee 
schedules),  the  extent  to  which  insurance  may 
intluence  the  co.sf  of  health  care,  and  so  forth. 

Although  the  ('ouncil  on  (Medical  Service  is 
s])onsoi'ing  this  study,  the  (piestionnaire  itself 
was  com])iled  after  consultations  with  the  Bu- 
reau of  Medical  Bconomic  Research,  repre- 
sentatives from  Blue  Shield  and  other  organ- 
izations. 

AMA  Exhibit  In  Nation's  Capital 

B>y  special  invitation  of  the  museum,  the 
American  Medical  Association  will  display 
its  exhibit,  “The  Organs  of  the  Human 
Body,”  at  the  Smithsonian  Institution  in 
Washington,  1).  ('.,  during  19.04.  After  this 
year,  this  exhibit  will  be  available  for  show- 
ings in  other  museums  throughout  the 
counti-y. 

A new  exhibit — “The  Physician’s  Responsi- 
bility in  Highway  Accidents” — calls  the  doc- 
tor's attention  to  the  fact  that  he  should  warn 
l)atients  about  the  dangers  of  driving  while 
under  the  intlmuice  of  sedatives,  antihista- 
mines or  anticonvulsive  diaigs.  For  profession- 
al showings  only,  this  exhibit  may  be  booked 
through  the  AMA’s  Bureau  of  Exhibits. 


Radio  Series  Deals  With  Superstitions 

To  show  how  ceilain  old  wives'  tales — like 
the  one  about  fish  being  “a  brain  food” — can 
sometimes  lead  us  far  astiay  and  other  times 
to  actual  ciii'cs  for  disease,  the  A.MA’s  Bu- 
reau of  Health  Education  has  jirepared  a new 
radio  transcription  series  entitled.  “Super- 
stition . . . or  Science.”  This  13-program 
.•'eries  will  be  available  April  1 for  broadcast- 
ing over  local  radio  stations  under  the  aus- 
pices of  state  and  county  medical  societies. 

Here  is  a brief  rundown  on  some  of  the 
subjects  covered  in  this  interesting  series: 
(1)  (Magic  Touch — deals  with  such  ancient 
notions  as  mad  .stones;  (2)  Nutrition  Fallacies 
— reveals  the  facts  regarding  common  foods 
as  based  on  scientific  investigations;  (3) 
(Quinine — shows  how  the  use  of  crude  cino- 
chona  bark  by  certain  Indians  led  to  the  de- 
velopment of  (|uinine ; (4)  Electricity  and 
(Magnetism— (‘ompares  hypnotism  employed 
by  ([uacks  and  modern  medical  use  of  elec- 
tronics and  x-ray:  (.'))  Fancer;  ((i)  (loiter; 
(7 ) Anesthesia — traces  the  development  of 
modern  anesthesia  from  the  days  when  pa- 
tients were  clubbed  over  the  head  with  a 
mallet;  (S)  Wounds — draws  comiiarison  be- 
tween old-fashioned  methods  of  curbing  in- 
tection  and  modern  treatments;  (9)  Digitalis: 
(10)  Fertility;  (11)  Scurvy;  (12)  Ephedrine, 
and  (13)  Tonics  and  Home  Remedies. 


Sponsors  Blood  Anemia  Study 

Since  very  little  is  known  about  hypo- 
plastic anemias  which  sometimes  develoj)  fol- 
lowing the  use  of  certain  drugs,  a sub-com- 
mittee on  blood  dyscrasias  recently  was  es- 
tablished by  the  A(MA’s  Committee  on  Re- 
search to  invc.stigate  this  jiroblem.  Because  it 
is  impossible  at  the  present  time  to  predict 
the  occurrence  of  these  anemias  by  means  of 
animal  tests  and  only  after  a drug  has  been 
in  use  for  a considerable  length  of  time  do  re- 
ports of  such  anemias  become  manifest,  it 
was  felt  that  a complete  study  of  the  prob- 
lem should  be  made.  Plans  will  be  laid  for 
the  further  develo])ment  of  better  laboratory 
testing  methods  at  a meeting  of  the  commit- 
tee some  time  in  (May.  A forthcoming  editorial 
in  the  Journal  of  the  A(MA  calls  attention  to 
the  need  for  better  and  earlier  reiiorting  of 
these  conditions. 
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Through  its  probable  action  on  the  labyrinth, 
dependable  control  of  vertigo  and  nausea  has  made 
Dramamine  the  most  widely-prescribed  product  in  its  field. 


Vertigo:  The  Labyrinthine 
Structure  and  Dramamine® 


Dramamine’s  remarkable  therapeutic  effi- 
ciency is  believed  to  be  the  result  of  sup- 
pression of  the  over-stimulated  labyrinth. 
Thus  it  prevents  the  resulting  symptom  com- 
plex of  vertigo,  nausea  and,  finally,  vomiting. 

First  known  for  its  value  in  motion  sick- 
ness, Dramamine  is  widely  prescribed  for 
nausea  and  vomiting  of  pregnancy,  electro- 
shock therapy,  certain  drugs  and  narcotiza- 
tion. It  relieves  vertigo  of  Meniere’s  syn- 
drome, fenestration  procedures,  labyrin- 
thitis, hypertensive  disease  and  that  accom- 
panying radiation  and  antibiotic  therapy. 


A most  impressive  number  of  clinical 
studies  shows  that  Dramamine  has  a high 
therapeutic  index  and  minimal  side  actions. 
Drowsiness  is  possible  in  some  patients  but 
in  many  instances  this  side  action  is  not 
undesirable. 

Dramamine  (brand  of  dimenhydrinate)  is 
available  in  tablets  of  50  mg.  each;  liquid 
containing  12.5  mg.  per  4 cc.  Dramamine 
is  accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Asso- 
ciation. G.  D.  Searle  & Co.,  Research  in 
the  Service  of  Medicine. 
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EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

I 61380  4 

6-1380  is  Brittingham's  unlisted  telephone  num- 
ber for  the  use  of  doctors  only  ....  Phone  your 
prescriptions  to  us  and  we  will  deliver  them  by 
fast  motorcycle  to  any  point  in  the  city  or  sub- 
urbs. . . . No  charge,  of  course! 

BRITTINGHAM'S 

PHARMACY 

Medical  Arts  Bldg.  Del.  Trust  Bldg. 


"A  PRIVATE  PSYCHIATRIC  SANITARIUM" 

DAYBREAK  LODGE 

SANFORD  G.  ROGG,  M.  D. 

Diplomate  In  Psychiatry 
Medical  Director 

Complete  Psychiatric  Care  For 

DIAGNOSTIC  PROBLEMS 
MENTAL  DISORDERS 
NERVOUS-EMOTIONAL 
ALCOHOL-ADDICTION 
FATIGUED  ADULTS 

, , Electric  Therapy 

Psychotherapy- Therapy 

Registered  Nurses  In  Attendance 
Licensed  By  The  State  of  Delaware 

2801  W.  6TH  STREET,  WILMINGTON,  DEL  WILM.  8-2251  — 5-3702 
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all  the  patients  who  represent 
the  44  uses  for  short-acting  N E M B U TA  if 


4040e0A 


# As  a sedative  or  hypnotic  in  more  than  44  clinical 
conditions,  short-acting  Nembutal  has  established  a 24-year- 
old  record  for  acceptance  and  effectiveness.  Here’s  why: 

Short-acting  Nembutal  {Pentobarbital,  Abbott)  can 
produce  any  desired  degree  of  cerebral  depression — from 
mild  sedation  to  deep  hypnosis. 

2.  The  dosage  required  is  small — only  about  one-half  that 
of  many  other  barbiturates. 

3.  There's  less  drug  to  be  inactivated,  shorter  duration  of 
effect,  wide  margin  of  safety  and  little  tendency  toward 
morning-after  hangover. 

4.  In  equal  oral  doses,  no  other  barbiturate  combines 
quicker,  briefer,  more  profound  effect. 

Any  wonder,  then,  that  the  use  of  short-acting  Nembutal 
continues  to  grow  each  year.  How  many  of 
short-acting  Nembutal’s  44  uses  have  you  tried?  <X(j(jot£ 
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ECKERD'S 

DRUG  STORES 

COMPLETE 

DllUCG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 

900  Orange  Street  Manor  Park 

WILMINGTON,  DELAWARE 


PARKE 


^nititutionai  Suppfi 


tier 


COFFEE  TEAS 
SPICES  CANNED  FOODS 
FLAVORING  EXTRACTS 


L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 

7746  Dungan  Rd„  Philadelphia  11,  Penna. 


Baynard  Optical 
Compaiiv 

Pi  •escriptioli  Opticians 

TFe  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5th  and  Market  Sts. 
Wilmington,  Delaware 


m 

\j\le  m a i nt ain 
prompt  city»>wide 
delivery  service 
for  prescriptions* 

CAPPEAU^S 

Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  6-8537 
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JOHN  G.  MERKEL 
& SONS 


f^lupiciani — ..J^odpitaf- — 
<=>Cal?ot'atonj — ^nuaficl  ^uppliei 


PHONE  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


Physicians"  and  Surgeons" 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Pro- 
tection, Avoids  Unpleasant  Situations 
By  Immediate  Thorough  Investigation 
And  Saves  You  The  High  Costs  Of 
Litigation. 

The  Only  Plan  Which  Is  Officially  Spon- 
sored Hr  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 
Phone  Wilmington  8-6471 

If  it's  insurable  tve  can  insure  it 


Something  NEW 
is  Cooking 


MORI  muRAm  miMAVMmii 


tUmkl 


HOW  THESE  AMOUNTS 
WOULD  HELP  IN  PAYING  ESTATE  TAXES  IN 
CASE  YOU  ARE  ACCIDENTALLY' KILLED .. . 


ALSO 

EACH 

either 


cP 

) 


SPECIFIC  BENEFITS  also  for  loss  of  sight. 

LIMB  OR  LIMBS  FROM  ACCIDENTAL  INJURY 


$4,000,000  Assets 
$20,000,000  Claims  Paid 

52  Veors  Old 

Physicians  Casualty  & Health  Ass’ns. 

Omeha  2 Nebraska 
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Professional  Films 

for 

Hospital  Staff  Conferences 
Medical  Schools 

Postgraduate  Refresher  Courses 

State  and  County 

Medical  Society  Meetings 


A distinguished  series  of  color  films  graphically  demonstrating  the  newer 
diagnostic  techniques  in  cancer.  Sponsored  jointly  by  the  American  Cancer  Society 
and  the  National  Cancer  Institute  of  the  United  States  Public  Health  Service. 

Cancer  —The  Problem  of  Early  Diagnosis 

Breast  Cancer  —The  Problem  of  Early  Diagnosis 

Gastrointestinal  Cancer  —The  Problem  of  Early  Diagnosis 

Uterine  Cancer  —The  Problem  of  Early  Diagnosis 

Oral  Cancer  —The  Problem  of  Early  Diagnosis 

Lung  Cancer  — The  Problem  of  Early  Diagnosis  (in  production  fo'r  winter  release) 

All  are  16  mm.  sound  films  in  color 

As  a service  to  the  medical  profession,  showings  of  these  and  other 
teaching  films  in  our  Professional  Film  Loan  Library  will  be  arranged  by  the 
Division  of  the  American  Cancer  Society  in  your  state  upon  request. 


American  Cancer  Society,  inc. 

47  Beaver  Street,  New  York  4,  New  York 
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FRAIM'S  DAIRIES 

Quatitt^  2)airi^  f^rodiicti 

^ince  1900 

GOLDEN  GUERNSEY  MILK 

Wilmington,  Delaware  Phone  6-8225 

riAoi  ■aiR 
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Enjoy  instant,  plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  hove  on  ample, 
reliable  supply  of  hot 
water!  With  on  Auto- 
matic Gas  Water  Heat- 
er in  your  Home,  you're 
sure  of  all  the  hot  water 
you  wont,  when  you  wont 
it.  For  lightening  house- 
hold tasks,  bathing, 
cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  on  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


OEUWAIE  POWER  EUCHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 


l5aK0i4i6 

QCC  w 5 "A.T.  OWf 

ICE  CREAM 
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Lasting  quality 
throughout  the  years 


in  addition 


to  Liquid  Lactum... 


POWDERED 

Lactum 


’j)  Powdered  Lactum®presents  all  of  the  outstandingly  superior  qualities 

inherent  in  Liquid  Lactum  in  a form  preferred  by  many  physicians. 
Powdered  Lactum  is  homogenized,  pasteurized  and  then  spray-dried  to 
produce  a powder  that  can  be  reliquefied  quickly  and  smoothly. 


Lactum  formulas: 


• provide  a more  than  ample  margin  of 
protein  for  optimal  growth  and  develop- 
ment— 25%  more  than  the  National  Re- 
search Council's  Recommended  Daily 
Allowance. 

• contain  all  the  natural  nutrients  of 
whole  milk  in  normal  proportions.  No 
natural  fat  is  removed  to  be  replaced 
with  cheaper  animal  or  vegetable  fats. 
All  vitamins  and  minerals  are  kept  in  the 
original  amounts.  And  Lactum®  formu- 


las provide  twice  the  amount  of  vitamin 
Be  as  breast  milk. 

• include  sufficient  added  carbohydrate 
(Dextri-Maltose®)  to  spare  protein  and 
permit  efficient  fat  metabolism—an  added 
margin  of  safety  for  the  infant. 

• are  exceptionally  easy  to  prepare  . . . 
1 ounce  of  Liquid  Lactum  to  1 ounce  of 
water,  or  1 measure  of  Powdered  Lactum 
to  2 ounces  of  water,  make  a formula 
supplying  20  calories  per  fluid  ounce. 


Ideal  as  a formula  for  routine  use,  Powdered  Lactum  is  also  exceptionally  use- 
ful for  supplementary  and  complementary  feedings. 


For  optimal  growth  and  development  ...  for  uncomplicated  nutritional  progress 
. . . specify  Lactum,  Liquid  or  Powdered. 


LIQUID 


POWDERED 


Lochim 

lactum 

The  nutritionally  sound  formula  for  infants 


MEAD  JOHNSON  & COMPANY  • EVANSVILLE.  INDIANA,  U.S.A. 
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truly  one  of  the  world 


The  widespread  and  discerning  use  of  a 
medicinal  product  by  physicians,  in  hospitals 
and  in  private  homes— by  day  and  by  night, 
and  in  the  treatment  of  patients  of  all  ages— 
constitutes,  we  believe,  the  true  proving 


utstanding  therapeutic  agents 


( Chloramphenicol,  Piirke-Davis ) 


ground  which  singles  out  and  gives  recognition  to  that 
product’s  place  in  the  practice  of  medicine. 

More  than  11,000,000  patients  have  been  treated  with 
CHLOROMYCETIN.  Today  its  vast  “proving  ground” 
reaches  out  and  extends  into  practically  every  country 
of  the  civilized  world. 


DETROIT  32.  MICHIGAN  / / 
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[AS  ADVERTISED  IN  THE  JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION] 

Income  for  members  of  the 
Delaware  Medical  Profession 
from  the  hrst  day** 
of  sickness  or  injury... 


now! 

Not  for  only  26  weeks — Not  for  only  52  weeks 

but  even  for  your  entire  lifetime 

House  Confinement  is  not  required  at  any  time 
Accidental  loss  of  hands,  feet  or  eyesight  pays 
monthly  benefits — not  just  lump  sum. 

tax  free  dollars 

Disability  income  is  not  taxable.  For  example:  $3600.00  a year 
from  our  policy  is  equivalent  to  about  $5000.00  regular  income. 

extra  benefits 

Double  monthly  benefits  when  you 

are  hospitalized  for  as  long  as  three  months. 

Unusually  large  accidental  death  benefits 
Double  benefits  for  specified  travel  accidents 

plus  important  features 

Waiver  of  Premium  Provision 
Commercial  Air  Travel  Passenger  Coverage 
No  automatic  termination  age 


*In  the  event  of 
total  disability  and 
Total  Loss  of  Time 

**Benefit  payments 
start  from  first  day 
of  medical  attention 

Mail  Coupon 
today  while  you 
are  still  healthy 


UNITED  INSURANCE  COMPANY,  Lifetime  Dept. 

Eig  Building,  Silver  Spring,  Maryland. 

I would  like  to  know  more  about  your  lifetime  income  pro- 
tection. 

NAME  ...  AGE  . . 

ADDRESS  

or  clip  to  your  letterhead 
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DOCTOR,  WHEN  YOUR  PATIENTS  ASK... 


Cigarette 

Choose?" 


. . . REMEMBER  THAT  NEW  VICEROY  GIVES  SMOKERS 

DOUBLE  THE  FILTERING  ACTION! 


1 


NEW  AMAZING  FILTER  OF  ESTRON  MATERIAL 

• This  new-type  filter,  of  non-mineral,  cellulose- 
acetate,  Estron  material,  exclusive  with  Viceroy  Ciga- 
rettes, represents  the  latest  development  in  20  years 
of  Brown  & Williamson  filter  research.  Each  filter  con- 
tains 20,000  tiny  filter  elements  that  give  efficient  filter- 
ing action;  yet  smoke  is  drawn  through  easily,  and  flavor 
is  not  affected. 


2 PLUS  KING-SIZE  LENGTH 

• The  smoke  is  also  filtered  through  Viceroy’s  extra 
length  of  rich,  costly  tobaccos.  Thus  Viceroy  actually 
gives  smokers  double  the  fdtering  action  ...  to  double 
the  pleasure  and  contentment  of  tobacco  at  its  best! 


ONLY  A PENNY  OR  TWO  MORE 
THAN  CIGARETTES  WITHOUT  FILTERS 


Filter  Tip  yiCEROY 

OUTSELLS  ALL  OTHER  FILTER  TIP  CIGARETTES  COMBINED 
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I ‘.'..when  the 

j 

r 

i patient  is  in 
acute  distress 
from 

waterlogging..’.’ 


“Meralluride  sodium  solution 
(mercuhydrin)  in  1 to  2 cc.  doses 
intramuscularly  has  been  very 
effective  and  is  not  painful.”*  In  acute 
congestive  failure,  mercuhydrin 
characteristically  curbs  tissue 
inundation  and  relieves  dyspnea, 
orthopnea  and  cardiac  asthma. 

Ampuls  of  1 cc.,  2 cc.,  and  10  cc.  vials. 

*Stead,  E.  A.,  Jr.,  in  Cecil,  R.  L.,  and 
Loeb,  R.  E:  Textbook  of  Medicine,  ed.  8, 
Philadelphia,  W.  B.  Saunders  Co., 

1951,  p.  1065. 


I 
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advantages  of  rapid  absorption, 


wide  distribution  in  body  tissues 


response  and  excellent  toleratio 


extensive  experience  of  physicians  in  successfully 
treating  many  common  infections  due  to  susceptible 
gram-positive  and  gram-negative  bacteria,  rickettsiae. 


spirochetes,  certain 

9 . 


as  a 


iruses  and  protozoa,  have 


VBrand  of  oxytetracycline 


PFIZER  LABORATORIES,  Brooklyn  6,  N.Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 


antibiotiG:4)f  choice 

Pfizer) 


Vlll 


Delaware  State  Medicai.  Joikxal 


]\1ay,  1954 


SALYRGAN- 

Theophylline 

MERCURIAL-XANTHINE  DIURETIC 


TO 

DRAIN 

I 

THE 

-I 

I EDEMA 

i PATIENT... 

Effectively  • Conveniently... 


Solution  * Tablets 


FOR  EDEMA 


due  to 

cardiovascular 
and  renal 
insufficiency, 
as  well  as 
hepatic 
cirrhosis 


By  a dual  action  on  the  kidneys  which  both  increases  the  volume 
of  the  glomerular  filtrate  and  diminishes  tubular  resorption, 
Solyrgon-Theophylline  rapidly  produces  copious  diuresis. 

The  response  to  Solyrgon-Theophylline  solution 
does  not  "wear  out"  so  that  doses  may 
usually  be  repeated  os  required, 
without  loss  of  efficiency. 


With  Solyrgon-Theophylline  tablets  token  orally,  patients 

appreciate  the  gradual,  non-flooding  diuresis 

and  the  greater  convenience.  Solyrgon-Theophylline  tablets 

"con  successfully  decrease  the  patient's  burden... 

either  by  decreasing  the  need  for  frequent  mercurial  injections 

or  by  actually  replacing  the  injections  entirely."' 


1.  Abramson,  Julius,  Bresnick,  Elliott, 
and  Sapienza,  P.  L.: 

New  Engiand  Jour.  Med., 

243:44,  July  13,  1950. 


NEW  YORK  18,  N Y,  WINDSOR,  ONT. 


. - -u—ru.-- ^ 

Sotyr^on,  trodemork  reg.  U.  $,  & Corusdo,  brand  of  morsof/t  . 


how  one 

CHLOR-TRIMETON 

REPETAB 

assures  8-12  hours’  sustained 
relief  in  hay  fever 


Outer  layer  dissolves  imme- 
diately providing  rapid  on- 
set of  relief 


Special  Timed  Barrier  (not 
enteric  coating)  releases  in- 
ner layer  for  prolonged  effect 


1 ◄ HOURS ► 12 


Inner  core  still  intact  214  hours  after  inges-  At  414  hours  disintegration  of  cores  well 

tion  of  6 special  radiopaque  Repetabs*  underway — complete  in  four,  beginning  in 

*Unretouched  x-rays.  tWO.* 


the  REPETAB  principle  assures 
prolonged  sustained  relief  with 
single  dose  convenience 


Chlor-Trimeton®  Maleate,  brand  of  chlorprophenpyridamine  maleate. 
Repetabs,®  Repeat  Action  Tablets. 


CRLOR-TRIMETOX  REPETAB 


f r 


rxi^ 


W--^^ 

^'■ 

V ' 


BASIC  among  broad-spectrum  antibiotics 


true  broad-spectrum  action 
against  pneumococci,  streptococci, 
staphylococci  and  other 
gram-positive  and 
gram-negative  pathogens 

unexcelled  tolerance 

outstanding  stability 

high  blood  levels  quickly 
reached  and  maintained 

may  often  be  elective 
luhere  resistance  or  sensitivity 
precludes  other  Jor'ms  of 
antibiotic  therapy 


hydrochloride 


Tetracyn  Tablets  (sugar  coated) 
250  mg.,  100  mg.,  50  mg. 


*English,  A.  R.,  et  al.:  Antibiotics 
Annual  (1953-1954),  New  York,  Medical 
Encyclopedia,  Inc.,  1953,  p.  70. 


SASIC  PHARMACEUTICALS  POP  NEEDS  BASIC  TO  MEDICINE 


536  LAKE  SHORE  DRIVE.  CHICAGO  11.  ILLINOIS 
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Appetite  Poor? 


...here’s  a practical,  natural  stimulant 
for  an  immediate  response 

'THROUGHOUT  the  history  of  medicine,  wine  — the 
* classic  beverage  of  moderation — has  been  widely 
but  empirically  considered  to  be  a reliable  stimulant 
to  the  sense  of  taste. 

During  the  past  few  years,  as  part  of  a scientific 
study  of  wine  chemistry  and  physiology,  American 
medical  Investigators  have  approached  this  matter  ob- 
jectively. They  have  conducted  extensive  laboratory 
and  clinical  tests,  and  learned  that  there  is  Indeed  a 
physiological  rationale  for  the  use  of  wine  in  anorexia*. 

Unlike  alcohol  itself,  which  depresses  appetite  and 
olfactory  acuity,  wine  has  a striking  and  often  valu- 
able effect  as  a stimulant.  Largely  because  of  its 
natural  tannins  and  organic  acids,  table  wine  heightens 
the  ability  of  a patient  to  detect  faint  aromas,  to  enjoy 
the  flavors  of  food,  and  to  partake  more  substantially 
of  needed  nutriments. 

In  anorexic  patients,  the  prescription  of  such  wine 
in  moderate  amounts  has  quickly  brought  a significant 
rise  in  caloric  intake  and  a welcome  Increase  in  body 
weight. 

Wine’s  mild  relaxant  qualities,  observed  by  many 
generations  of  physicians,  may  also  be  Important  m 
the  care  of  many  patients  whose  lack  of  appetite 
stems  primarily  from  tenseness  and  anxiety. 

In  addition  to  its  physiological  effects,  wine  can 
bring  an  incalculable  psychological  boost  to  the  patient 
by  adding  a touch  of  color  and  grace  to  his  diet — by 
making  him  feel  that  he  is  having  “something  special” 
— that  he  is  being  treated  as  a person  rather  than  as 
a case. 

I'he  excellence  of  California’s  wines  makes  them 
appealing  to  all,  including  your  connoisseur  patients, 
riielr  economy  makes  it  possible  to  prescribe  these 
appetite-stimulating  beverages  without  burdening  the 
patient’s  budget.  W’lne  Advisory  Board,  717  Market 
Street,  San  Francisco  3,  California. 

*Research  information  on  wine  is  available  upon  request. 
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RAPID  ABSORPTION -MAXIMUM  THERAPEUTIC  EFFECT 


The  clinical  effectiveness  of  different 
brands  of  mephenesin  tablets  depends  on 
their  rate  of  absorption.  A mephenesin 
tablet  that  disintegrates  slowly  is  ab- 
sorbed slowly.  The  resulting  low  blood 
levels  may  never  produce  a maximum  thera- 
peutic effect.  Results  with  such  a tablet 
are  usually  poor. 


Tolserol  Tablets  are  a result  of  extensive 
study  and  are  formulated  to  disintegrate 
rapidly  for  fast  absorption,  thus  main- 
taining optimum  blood  levels. 

Tolserol 

(Squibb  Mephenesin) 


Complete  information  on  the  use  of  Tolserol  in  muscle  spasm 
of  rheumatic  disorders,  in  neurologic  disorders  and  in  acute 
alcoholism  is  available  from  the  Professional  Service  Department, 
Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y 


Squibb 
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Meats-in-a-Can 

and  Kitchen-Cooked  Meats... 

Comparative  Nutritive  Values 


From  a practical  dietary  standpoint, 
meats-in-a-can — preserved  by  commercial 
canning — are  nutritionally  interchangeable 
with  meats  of  like  variety  prepared  in  the 
home.i  For  taste  appeal,  for  economy  and 
"keeping”  quality,  and  for  household  con- 


Experimental studies  have  shown  that  the 
processing  which  meats-in-a-can  under- 
go leads  to  little  if  any  greater  vitamin 
losses  than  does  home-cooking  of  similar 
cuts  of  meat.  In  general,  meats-in-a-can 
retain  of  their  original  vitamin  content  ap- 
proximately: 

60  to  80  per  cent  of  thiamine 

90  to  100  per  cent  of  riboflavin 

90  to  100  per  cent  of  niacin 

80  per  cent  of  biotin 

70  to  80  per  cent  of  pantothenic  acid.^  ® 

During  storage  for  customary  periods,  at 
usual  warehouse  temperatures,  meats-in-a- 
can  show  little,  if  any,  further  vitamin  loss 
except  in  thiamine.  Even  thiamine,  a 
highly  thermolabile  vitamin,  was  52  per 

1.  Howe,  P-  K.:  Foods  of  Animal  Origin,  Handbook  of 
Nutrition.  American  Medical  Association,  ed.  2,  Phila- 
delphia, The  Blakiston  Company,  1951,  p.  637. 

2.  Watt,  B.  K.,  and  Merrill,  A.  L.:  Ajjricultural  Handbook 
No.  8,  United  States  Dej)artment  of  Agriculture,  1950. 

3.  Schweigert,  B.  S.;  Bennett.  B.  A.;  Marquette,  M.;  Scheid, 
H.  E.,  and  McBride,  B.  H.:  Food  Res.  i/:56  (Jan.)  1952, 


venience,  meats-in-a-can  are  advantageous 
in  many  respects. 

As  the  comparative  data  here  shown  in- 
dicate, kitchen-prepared  meats  and  similar 
meats-in-a-can  are  closely  alike  in  the 
amounts  of  various  nutrients  they  provide. 


cent  retained  in  pork-in-a-can  after  ten 
months’  storage  at  80°  F.  Retention  of  the 
vitamin  was  notably  greater  when  the 
canned  pork  was  stored  at  38°  F. 

Since  meats-in-a-can  are  thoroughly 
cooked  in  processing,  they  may  be  con- 
sumed as  purchased,  merely  warmed  or 
mildly  cooked.  When  the  meat  is  moderately 
cooked  in  preparation  for  consumption, 
little  or  no  further  loss  in  vitamins  need 
to  occur. 

Recent  studies  show  that  meats-in-a-can 
are  excellent  sources  of  needed  amino  acids.® 
The  18  amino  acids  determined  in  these 
studies  appeared  in  similar  ratio  and 
amounts  in  canned  beef,  pork,  and  lamb 
as  in  the  respective  fresh  or  home-cooked 
meats. 

4.  Rice,  E.  E.,  and  Robinson,  H.  E.:  Am.  J.  Pub.  Health 
34:587  (June)  1944. 

5.  Schweigert,  B.  S.:  Am.  Meat  Inst.  Foundation,  Circu- 
lar No.  8,  Nov.  1953. 

6.  Schweigert,  B.  S.;  Bennett,  B.  A.;  McBride,  B.  H.,  and 
Guthneck,  B.  T.:  J.  Am.  Dietet.  A.  28:23  (Jan.)  1952. 


COMPARATIVE  COMPOSITION  OF  KITCHEN-COOKED  AND  COMMERCIAL-CANNED  MEATS 

(Nutrient  Amounts  per  100  Groms) 


‘Kitchen-Cooked 

Ham2 

“Canned  Ham* 
(Chopped,  Cured) 

Kitchen-Cooked 
Beef  Round* 

Canned  Roast 
Beef* 

Water 

50% 

50% 

59% 

60% 

Protein 

21  Gm. 

20  Gm. 

27  Gm. 

25  Gm. 

Fat  (ether  extract) 

28  Gm. 

20  Gm. 

13  Gm. 

13.Gm. 

Niacin 

4.0  mg. 

4.3  mg. 

5.5  mg. 

4.2  mg. 

Riboflavin 

0.21  mg. 

0.19  mg. 

0.22  mg. 

0.23  mg. 

Thiamine 

0.46  mg. 

0.40  mg. 

0.08  mg. 

0.02  mg. 

‘Values  after  conversion  from  42%  to  50%  water  basis. 
“Values  after  conversion  from  58.69%  to  50%  water  basis. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 

American  Meat  Institute 

Main  Office,  Chicago  . . . Members  Throughout  the  United  States 


{ 


DESIRABLE 

PROPERTIES. 


1 Biologic  assay — based  on  ac- 
tual blood  pressure  reduction  in 
mammals — assinres  uniform  po- 
tency and  constant  pharmacologic 
action. 

2 Blood  pressure  is  lowered  by 
centrally  medicated  action;  there 
is  no  ganglionic  or  adrenergic 
blocking. 

3 Therapy  is  rarely,  if  ever, 
fraught  with  the  danger  of  pos- 
tural hypotension. 

4 Hypotensive  action  is  indepen- 
dent of  alterations  in  heart  rate. 

5 Cardiac  output  is  not  reduced. 

6 Renal  function,  unless  previ- 
ously grossly  reduced,  is  not  com- 
promised. 

7 Cerebral  blood  flow  is  not  de- 
creased. 

8 Cardiac  work  is  not  increased, 
tachycardia  is  not  engendered. 

9 No  dangerous  toxic  effects  from 
oral  administration,  no  deaths 
attributable  to  Veriloid  have  been 
reported.  Side  actions  of  sialor- 
rhea, substernal  burning,  brady- 
cardia, nausea,  and  vomiting  (due 
to  over  dosage)  are  readily  over- 


1.  Kauntze,  R.,  and  Trounce,  J.:  Treatment  of 
Arterial  Hypertension  with  Veriloid  (Veratrum 
Viride),  Lancet  2:1002  (Dec.  1)  1951. 

2.  Wilkins,  R.  W.:  Combination  of  Drugs  in  the 
Treatment  of  Essential  Hypertension,  Missis- 
sippi  Doctor  50:359  (Apr.)  1953. 

3.  Stearns,  N.  S.  and  Ellis,  L.  B.:  Acute  Effects  of 


come  and  thereafter  avoided  by 
dosage  adjustment. 

1 0  III  broad  use  over  five  years, 
literally  in  hundreds  of  thousands 
of  patients,  no  other  sequelae 
have  been  reported,  whether  Veri- 
loid is  given  orally  or  parenterally . 

1 1 Tolerance  or  idiosyncrasy 
rarely  develops;  allergic  reactions 
have  not  been  encountered.  Hence 
tablets  Veriloid  can  be  given  for 
the  loi^g  treatment  needed  in 
severe  hypertension. 

1 2 Continuing  therapy  with 
Veriloid  has  not  led  to  interfer- 
ence with  appetite  or  with  excre- 
tory fxmction. 

1 3 Because  ofits  rapidly  induced, 
prolonged  action  (6  to  8 hours), 
tablets  Veriloid  provide  around 
the  clock  hypotensive  effect  from 
4 doses  daily,  make  today’s  dos- 
age effective  today,  and  usually 
prevent  hypertensive  "spiking” 
during  the  night. 

1 4 A notable  safety  factor  in  in- 
travenous administration:  extent 
to  which  blood  pressure  is  lowered 
is  directly  within  the  physician' s 
control. 

Intravenous  Administration  of  a Preparation 
of  Veratrum  Viride  in  Patients  with  Severe 
Forms  of  Hypertensive  Disease,  New  England 
J.  Med.  246:397  (Mar.  13)  1952. 

4.  Moyer,  J.  H.,  and  Johnson,  I.:  Intramuscular 
Veriloid  (Aqueous  Elution)  As  a Hypotensive 
Agent,  Am.  J.  M.  Sc.  226:477  (Nov.)  1953, 


Tablets  Veriloid 

The  slow-dissolving,  scored  tablets  are 
supplied  in  2 mg.  and  3 mg.  potencies.  In 
moderate  to  severe  hypertension  they  pro- 
duce gratifying  response  in  many  patients. 
According  to  published  reports'  this  re- 
sponse can  be  maintained  for  long  periods 
in  fully  30%  of  patients;  combination 
with  other  hypotensive  agents  has  been 
credited  with  greatly  increasing  this  per- 
centage.^ Initial  daily  dosage  9 mg.,  given 
in  divided  doses,  not  less  than  4 hours 
apart,  preferably  after  meals.  To  be  in- 
creased gradually,  by  small  increments, 
till  maximum  tolerated  dose  is  reached. 
Maintenance  dose  9 to  24  mg.  daily. 

Solution  Intravenous 

For  immediate  reduction  of  critically 
elevated  blood  pressure  in  hypertensive 
emergencies  such  as  hypertensive  states 
accompanying  cerebral  vascular  disease, 
hypertensive  crisis  (encephalopathy),  the 
toxemias  of  pregnancy.  It  lowers  the  blood 
pressure  promptly,  to  any  degree  the  phy- 
sician desires,  and  with  notable  safety.*  If 
excessive  hypotensive  and  bradycardic 
effects  should  be  invoked  they  are  readily 
overcome  by  simple  means.  Supplied  in 
boxes  of  six  5 cc.  ampuls.  The  solution 
contains  0.4  mg.  of  Veriloid  per  cc. 

Solution  Intramuscular 

For  maintenance  of  blood  pressure  in  such 
critical  instances,  and  for  primary  use  in 
less  critical  situations  which  do  not  show 
the  same  immediate  urgency.  Provides  1.0 
mg.  of  Veriloid  per  cc.  in  isotonic  aqueous 
solution  incorporating  one  per  cent  pro- 
caine hydrochloride.  A single  dose  lowers 
the  blood  pressure  significantly,  reaching 
its  maximum  hypotensive  effect  in  60  to 
90  minutes.  By  repeated  injections  (every 
3 to  6 hours)  blood  pressure  may  be  kept 
depressed  for  hours  or  days  if  necessary.' 
Supplied  in  boxes  of  six  2 cc.  ampuls. 
Complete  instructions  as  to  dosage  and 
administration  accompany  every  ampul  of 
the  parenteral  preparations  of  Veriloid 
and  should  be  noted  carefully. 
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RIKER  LABORATORIES,  INC.  8480  Beverly  Boulevard;  Los  Angeles  48,  California 


a new  form 

of  an  effective  antibiotic 


Film  Sealed 


ERYTHROCIN  Stearate 

TRADE  MARK 

(Erythromycin  stearate,  Abbott) 


FASTER  DRUG  ABSORPTION 

New  Erythrocin  Stearate  offers  excellent  drug  protection  against 
gastric  secretions.  The  new  Film  Sealing*  (marketed  only  by  Abbott) 
disintegrates  far  faster  than  enteric  coatings — permits  almost  immediate 
drug  absorption. 

EARLIER  BLOOD  LEVELS 

Because  of  the  swift  absorption,  high  blood  concentrations  of 
Erythrocin  are  reached  within  2 hours.  (Enteric-coated  erythromycin 
affords  little  or  no  blood  level  at  2 hours.)  Peak  level  is  reached  at  4 hours, 
with  significant  concentrations  for  8 hours. 

LOW  TOXICITY 

Erythrocin  is  less  likely  to  alter  normal  intestinal  flora  than  most  other 
widely-used  antibiotics.  Gastrointestinal  disturbances  are  rare,  with  no 
serious  side  effects  reported. 

EFFECTIVE  AGAINST  RESISTANT  COCCI 

Erythrocin  Stearate  is  highly  effective  against  coccal  infections. 
Especially  recommended  wdien  the  infecting  organism  is  staphylococcus — 
because  of  the  high  incidence  of  staphylococci  resistant  to  penicillin  and 
other  antibiotics.  Advantageous,  too,  when  patients  are  allergically 
sensitive  to  other  antibiotics. 

Erythrocin  Stearate  (100  and  200  mg.)  comes  ^ n n 
in  bottles  of  25  and  100  Film  Sealed  tablets. 

*patent  applied  for 

FOR  CHILDREN: 

Pediatric  Erythrocin  Stearate  Oral  Suspension. 

Tasty,  stable,  ready-mixed. 
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LONG  BEFORE  HOT  FLUSHES  APPEAR  . . . 


Patients  presenting  such  classic  menopausal  symptoms  as  hot  flushes  cause  little 
diagnostic  difficulty.  However,  throughout  the  period  of  declining  ovarian  function 
which  may  begin  long  before  hot  flushes  appear,  many  women  complain  of  distressing 
symptoms  which  though  less  clearly  defined  are  actually  due  to  estrogen  deficiency. 
For  example.  Insomnia,  headache,  easy  fatigability,  and  symptoms  affecting  the 
bones,  joints,  and  the  skin  may  not  be  readily  identified  as  due  to  estrogen  deficiency 
because  they  may  occur  years  before,  or  even  years  after  cessation  of  menstruation. 

Investigators’’^  have  found  that  as  the  body  attempts  to  adjust  itself  to  declin- 
ing estrogen  production,  a number  of  symptoms  may  appear  which  call  for  the  prompt 
institution  of  estrogen  replacement  therapy.  These  symptoms  may  be  nervous,  cir- 
culatory, arthralgic,  or  dermatologic  in  character  because  the  loss  of  ovarian  hormone 
“w’ithdraws  one  of  the  most  important  metabolic  regulators  of  the  organism”’  and 
affects  many  body  functions.  If  such  metabolic  imbalance  or  deficiency  is  evidenced, 
the  administration  of  estrogen  is  clearly  indicated. 

“PREMARIN”  presents  the  complete  equine  estrogen-complex  as  it  naturally 
occurs.  “Premarin”  not  only  produces  prompt  symptomatic  relief,  but  it  also  imparts 
a gratifying  and  distinctive  “sense  of  well-being.”  It  has  no  odor  . . . imparts  no 
odor. 


Estrogenic  substances  ( water-soluble) , also  known  as  conjugated  estrogens  ( equine ). 
Available  in  both  tablet  and  liquid  form. 


1.  Werner,  A.:  Acta  endocrinol.  /i;87,  19>T 

2.  Malleson,  J.:  Lancet  2.158  (July  25)  195  3. 

3.  Goldzieher,  M.  A.,  and  Goldzieher,  J.  W. : Endocrine  Treatment  in  General  Practice,  New  York,  Springer  Publishing  Company,  Inc.,  195  3,  p.  23. 
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is  it,  Doctor,  that  one  filter  cigarette 
gives  so  much  more  protection  than 
any  other? 


The  answer  is  simply  this:  Among  today’s  nine 
brands  of  filter  cigarettes,  KENT,  and  KENT  alone, 
has  the  Micronite  Filter . . . made  of  a pure,  dust-free 
material  that  is  so  safe,  so  effective  it  has  been  selected 
to  help  filter  the  air  in  hospital  operating  rooms. 

In  continuing  and  repeated  impartial  scientific 
tests,  Kent’s  Micronite  Filter  consistently 
proves  that  it  takes  out  more  nicotine  and  tars 
than  any  other  filter  cigarette,  old  or  new. 

And  yet,  with  all  its  superior  protection,  KENT’S 
Micronite  Filter  lets  smokers  enjoy  the  full,  satisfy- 
ing flavor  of  fine,  mellow  tobaccos. 

For  these  reasons.  Doctor,  shouldn’t  KENT  be  the 
choice  of  those  who  want  the  minimum  of  nicotine 
and  tars  in  their  cigarette  smoke? 


. . . the  only  cigarette  with  the 
MICRONITE  FILTER 

the  greatest  protection  in  cigarette  history 


V AND  "MICRONITE"  ARE  REGISTERED  TRADEMARKS  OF  P.  LORILLARD  COMPANY 
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InQtik  you  dochr  ibt  klliog  tnolfier  $bouf. 

Tasffy  Aspin'n  you  C3n  pmatibe. 

Flavor  Remains  finable  downioiha  lasf  -fable:f 
Baffle  of  24  -fablefs  ( each ) 


n^e  will  be  pleased  to  send  samples  on  request 
THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.,  1450  Broadway,  New  Yorl  18, N.  Y. 
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in 

arthritis 
ana  allied 


disorders 

Rapid  Relief  of  Pain 

usually  within  a few  clays 

Greater  Freedom 

and  Ease  of  Movement 

functional  improvement  in  a significant 

percentage  of  cases 

No  Development  of  Tolerance 
even  when  administered  over 
a prolonged  period 


BUTAZOLIDIN 

(brand  of  phenylbutazone) 


Its  usefulness  and  efficacy  substantiated  by  numerous  published  reports, 
Butazolidin  has  received  the  Seal  of  Acceptance  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical  Association  for  use  in: 

• Gouty  Arthritis  • Rheumatoid  Arthritis 

• Psoriatic  Arthritis  • Rheumatoid  Spondylitis 

• Painful  Shoulder  (including  peritendinitis,  capsulitis,  hursitis  and  acute  arthritis) 


Since  Butazolidin  is  a potent  agent, patients  for  therapy  should  be  selected 
with  care;  dosage  should  be  judiciously  controlled;  and  the  patient  should  be  regularly 
observed  so  that  treatment  may  be  discontinued  at  the  first  sign  of  toxic  reaction. 
Descriptive  literature  available  on  request. 

Butazolidin®  (brand  of  phenylbutazone),  coated  tablets  of  100  mg. 


GEIGY  PHARMACEUTICALS 

Division  of  Geigy  Chemical  Corporation 
220  Church  Street,  New  York  13,  N.  Y. 

In  Canada:  Geigy  Pharmaceuticals,  Montreal 
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AlCHROMYCIN  is  a new  and  notable 
broad-spectrum  antibiotic. 

Several  investigators  have  reported 
definitely  fewer  side  reactions  with 
Achromycin. 

Achromycin  maintains  effective  po- 
tency for  a full  24  hours  in  solution.  It 
provides  more  rapid  diffusion  in  tissues 
and  body  fluids. 


On  the  basis  of  clinical  investiga- 
tions to  date,  Achromycin  is 
indicated  in  the  treatment  of  beta 
hemolytic  streptococcic  infections, 
E.  coli  infections,  meningococcic, 
staphylococcic,  pneumococcic  and 
gonococcal  infections,  acute  bronchitis 
and  broncliiolitis,  and  certain  mixed 
infections. 


( 250  mg.  ( 500  mg.  SPERSOIDS*  ( 50  mg. 

CAPSULES  <100  mg.  INTRAVENOUS  <250  mg.  Dispersible  'jper  teaspoonful 

f 50  mg.  [ 100  mg.  Powder  | (3.Q  Gm.) 


Other  dosage  forms  will  become  available  as  rapidly  as  research  permits. 


•Reg.  U.S.  Pat.  Off. 


PEARL  RIVER,  NEW  YORK 
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for  sustained 
contraction  of  the 
postpartum  uterus 

Ergotrate 

Malaata 

(Ergonovine  Maleate,  U.S.P.,  Lilly) 

helps  prevent  hemorrhage, 
lessens  risk  of  infection 


IN  0.2-MG.  (1/320-GRAIN)  TABLETS 

DOSE;  1 or  2 tablets  three  to  four  times  a day  until 
the  fourteenth  day  following  delivery. 


IN  l-CC.  AMPOULES  CONTAINING  0.2  MG.  (1/320  GRAIN) 
DOSE:  0.2  to  0.4  mg.  (1  to  2 CC.). 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA, 


U . S.  A. 


DELAWARE  STATE  MEDICAL  JOURNAL 

Issued  Monthly  Under  the  Supervision  of  the  Publication  Committee 
Owned  and  Published  by  the  Medical  Society  of  Delaware 


VOLUME  26  M AV  1 Qf^/1  Year,  §4.00 

NUMBER  5 Per  Copy,  § .50 


FROZEN  SHOULDERS 

Anthony  F.  De  Palma,  M.  D.,** 
Philadelphia,  Pa. 

The  enigma  of  the  “frozen  shoulder” 
has  been  a challenge  to  our  profession  for 
many  decades.  Many  and  varied  premises 
have  been  advanced  relative  to  the  etiolog- 
ic  factors  and  the  pathogenesis  of  this  dis- 
order. A critical  survey  of  the  literature 
leaves  the  reader  confused  and  bewildered 
because  it  fails  to  provide  convincing  evi- 
dence concerning  the  causative  factors  and 
the  pathologic  processes  involved.  It  was 
interesting  to  note  that  most  observers 
focus  their  attention  on  one  particular 
area  of  the  scapulohumeral  joint  believing 
it  to  be  the  responsible  agent  for  the  mal- 
ady. Duplay  believed  that  inflammation 
of  the  subacromial  bursa  was  the  causa- 
tive agent,  others  centered  their  attention 
on  the  capsule  of  the  joint,  particularly 
the  inferior  redundant  portion  and  still 
ethers  tried  to  incriminate  the  coracohu- 
meral  ligament  and  the  biceps  tendon.  It 
becomes  apparent  that  the  lack  of  infor- 
mation and  the  erroneous  premises  re- 
corded stem  from  the  failure  of  surgeons 
to  explore  surgically  a large  series  of 
shoulders  affected  by  the  malady  in  order 
that  the  true  nature  of  the  pathologic 
processes  present  might  be  determined. 

The  observations  and  conclusions  re- 
corded in  this  presentation  have  been 
based  on  a clinical  study  of  72  cases  of 
frozen  shoulders  of  which  42  were  in- 
vestigated surgically.  The  pathologic 
findings  noted  were  correlated  with  those 
observed  in  a previously  reported  investi- 
gation on  degenerative  lesions  of  the 
shoulder  joint  in  various  decades.  This 
correlation  permitted  one  to  reach  the  fol- 
lowing conclusions:  (1)  the  pathologic 

♦Read  before  the  Medical  Society  of  Delaware,  Wil- 
mington, October  13,  1953. 

♦♦Professor  of  Orthopedic  Surgery,  Jefferson  Medical 
College. 


process  present  is  a diffuse  inflammatory 
process  of  varying  severity  implicating  all 
the  soft  tissue  components  of  the  scapu- 
lohumeral joint  and  it  is  not  restricted  to 
a specific  region  of  the  joint;  (2)  the 
biceps  tendon  and  its  sheath  are  impli- 
cated in  all  instances,  the  involvement  may 
be  primary  or  secondary  in  origin;  (3) 
pain  associated  with  a frozen  shoulder  is 
primarily  the  result  of  a tenosynovitis  of 
the  biceps  tendon  and  the  pain  factor  is 
more  distressing  than  the  stiffness;  (4)  if 
pain  is  eliminated  restoration  of  function 
can  begin  which  in  turn  will  cause  a re- 
versal of  the  pathologic  process  permitting 
the  tissues  to  return  to  normalcy;  and 
(5)  manipulative  procedures,  as  a form 
of  treatment,  are  futile  and  even  harmful. 

In  this  series  only  one  case  was  under 
the  age  of  40  years.  In  the  light  of  this 
information  it  becomes  apparent  that  some 
factor  must  be  present  in  the  older  age 
group  before  the  syndrome  can  develop. 
The  responsible  factor  comprises  the  de- 
generative changes  present  in  all  the  ele- 
ments of  the  shoulder  joint  after  middle 
life.  In  a previously  recorded  study  it 
was  definitely  shown  that  degenerative 
alterations  were  first  manifested  in  the 
second  decenium  and  that  they  increased 
in  gradient  with  each  successive  decade. 
The  changes  implicated  all  the  components 
of  the  musculotendinous  cuff,  the  syno- 
vialis,  the  articular  cartilage  of  both  the 
glenoid  cavity  and  the  head  of  the  humer- 
us and  the  biceps  tendon ; they  were  dem- 
onstrable both  macroscopically  and  micro- 
scopically. In  the  first  four  decades  they 
were  minimal  in  intensity ; after  the 
fourth  decade  they  increase  markedly  in 
severity. 

Onset  of  Syndrome 

In  47  cases  the  onset  was  insidious  in 
nature  with  no  history  of  injury  to  the 
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affected  extremity;  in  11  the  syndrome 
followed  direct  trauma  to  the  shoulder 
and  in  14  it  was  a sequal  to  injuries  at  a 
distance  from  the  shoulder  as  the  wrist, 
elbow  or  forearm.  Regardless  of  the 
cause,  all  cases  exhibited  a common  de- 
nominator ; namely,  muscular  inactivity  in 
varying  degrees.  It  soon  became  appar- 
ent that  in  the  presence  of  degenerative 
abnormalities,  muscular  inactivity  was 
necessary  for  the  evolution  of  the  patho- 
logic processes  which  culminate  in  a froz- 
en shoulder. 

Pain 

The  pain  factor  is  the  outstanding  symp- 
tom in  all  cases  of  frozen  shoulders.  It 
is  accentuated  by  specific  movements  of 
the  scapulohumeral  joint  particularly  ab- 
duction and  external  rotation  and  back- 
ward fiexion.  As  in  bicipital  tenosyno- 
vitis the  pain  may  be  projected  to  the  belly 
of  the  biceps  muscle,  the  anterolateral 
aspect  of  the  shoulder  region,  the  flexor 
surface  of  the  forearm  and  the  inferior 
angle  of  the  scapula.  Pain,  particularly 
in  advanced  cases,  is  often  most  severe  at 
night  interfering  with  the  patient’s  sleep. 
Objectively,  in  all  the  cases  in  this  series, 
tenderness  was  elicited  when  pressure  was 
made  over  the  intertubercular  sulcus  and 
when  the  biceps  tendon  was  rolled  under 
the  examiner’s  thumb.  This  observation  is 
clinical  presumptive  evidence  that  the 
biceps  tendon  is  implicated  in  the  patho- 
logic process  present  and  further  suggests 
that  involvement  of  the  tendon  and  its 
sheath  is  the  chief  agent  responsible  for 
the  pain.  This  premise  is  supported  by 
the  observation  that  those  movements  of 
the  scapulohumeral  joint  which  permit 
greater  excursions  of  the  humeral  head 
on  the  tendon  are  accompanied  by  accen- 
tuation of  the  pain. 

It  was  interesting  to  note  that  with  in- 
crease in  the  intensity  of  the  pain  the  arcs 
of  motion  at  the  scapulohumeral  joint  be- 
come progressively  smaller  until  little  or 
no  motion  was  demonstrable,  in  most  in- 
stances a few  degrees  of  motion  are  dis- 
cernible in  the  anteroposterior  plane. 
Course  of  the  Disease 

The  clinical  course  pursued  by  this  dis- 


order is  unpredictable  but  it  is  guided  by 
some  obvious  factors.  In  some  patients 
the  syndrome  terminates  spontaneously ; 
this  may  occur  early  or  late  in  the  disease; 
and  in  a small  group  the  malady  exists 
indefinitely ; three  patients  in  this  study 
exhibited  an  active  syndrome  three,  six 
and  eight  years  respectively  with  no  evi- 
dence of  improvement.  It  was  interesting 
to  observe  that  in  the  patients  in  which 
recovery  occurred  in  the  early  stages,  the 
pain  factor  was  never  so  severe  as  to  cause 
severe  impairment  of  scapulohumeral  mo- 
tion ; in  these,  muscular  inactivity  was 
maintained  at  a minimal  level.  The  in- 
dividuals in  this  group,  as  a rule,  disclosed 
good  muscular  development  and  were  in 
relatively  good  general  health.  On  the 
other  hand,  in  the  group  in  which  recovery 
was  achieved  late  in  the  disease,  the  gen- 
eral health  was  poorer  than  in  the  first 
group.  This  was  determined  by  the  pa- 
tient’s muscular  development,  nutrition 
and  the  presence  of  debilitating  factors  as 
cardiac  or  pulmonary  diseases.  Muscular 
inactivity  and  atrophy  were  outstanding 
features  in  this  second  group.  These  ob- 
servations lead  one  to  conclude  that  mus- 
cular activity  which  is  responsible  for  and 
maintains  normal  tissues  metabolism  is  a 
necessary  function  to  abort  or  reverse  the 
liathologic  processes  responsible  for  froz- 
en shoulder ; however,  the  extent  of  nor- 
mal muscle  action  is  governed  by  the  in- 
tensity of  the  pain ; the  greater  the  in- 
tensity of  the  pain  the  less  the  patient 
employs  the  arm ; restoration  of  normal 
motion  is  only  possible  when  pain  is  re- 
duced in  intensity  or  is  eliminated.  It  is 
erroneous  to  believe  that  complete  recov- 
ery will  be  achieved  in  all  cases  of  frozen 
.shoulder  with  or  without  treatment  in  six 
to  36  months.  This  series  reveals  that  in 
many  of  the  patients  residual  objective 
findings  are  discernible ; these  comprise 
some  loss  of  motion  in  abduction  and  ex- 
ternal rotation  and  varying  degrees  of 
weakness  in  the  extremities.  Also,  it  was 
previously  noted  that  three  patients  in 
this  series  exhibited  a painful  frozen 
shoulder,  the  duration  of  which  was  three, 
six  and  eight  years  respectively. 
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Pathology 

The  gross  and  microscopic  findings  ob- 
served in  42  cases  of  frozen  shoulders 
which  were  explored  revealed  that  all  the 
tissues  were  implicated  in  a low  grade 
inflammatory  process.  This  included  the 
capsule,  synovialis,  facial  coverings,  mus- 
culotendinous cuff,  biceps  tendon  and 
sheath  and  the  subacromial  bursa.  The 
severity  of  this  process  was  in  a measure 
governed  by  the  age  and  general  physical 
status  of  the  patient  and  the  duration  of 
the  disease.  In  general,  the  process  com- 
prised marked  edema  of  the  tissues,  de- 
generation of  the  collagenous  fibers,  pro- 
nounced round-cell  infiltration,  increased 
vascularity,  thickening  of  the  synovial 
membrane  and  increased  fibrosis.  All  the 
involved  tissues  lose  their  elasticity  and 
become  shortened,  contracted  and  fibrotic, 
thereby  fixing  firmly  the  humeral  head  in 
the  glenoid  cavity.  In  severe  cases  the 
tissues  are  extremely  friable  and  tear 
readily  if  the  humerus  is  abducted  or  ro- 
tated externally;  this  is  particularly  true 
of  tissue  on  the  anterior  aspect  of  the 
joint.  The  coracohumeral  ligament  is  con- 
verted into  a stout,  thickened  contracted 
cord.  The  shortened  subscapularis  tendon 
together  with  the  coracohumeral  ligament 
constitute  powerful  checkreins  to  external 
rotation  of  the  head  of  the  humerus.  Nor- 
mally the  capsule  and  synovial  membrane 
along  the  inferior  and  anterior  aspect  of 
the  head  of  the  humerus  fall  into  nictating 
folds,  these  become  adherent  firmly  to  the 
bone  by  numerous  adhesions  of  varying 
consistency  and  strength. 

The  most  significant  finding  was  the 
implication  of  the  tendon-tendon  sheath 
gliding  mechanism  of  the  biceps  tendon  in 
all  the  cases  explored.  The  intensity  of 
the  inflammatory  process  varied  consider- 
ably. In  some  the  tendon  lay  in  a mesh 
of  adhesions  while  in  others  it  was  firmly 
anchored  to  the  bicipital  groove  and  to  the 
undersurface  of  the  capsule,  particularly 
in  the  region  of  the  intertubercular  sulcus ; 
in  seven  cases  the  tendon  was  so  firmly 
adherent  to  the  floor  of  the  groove  that  it 
could  be  released  only  by  sharp  dissection 
and  in  two  cases  the  tendon  had  attained 


a bony  anchorage.  It  became  apparent 
that  nature  was  trying  to  obliterate  the 
gliding  mechanism  of  the  tendon  by  at- 
taching the  tendon  to  the  shaft  of  the  hu- 
merus. When  these  observations  were 
correlated  with  the  objective  clinical  fea- 
tures it  becomes  obvious  that  involvement 
of  the  biceps  tendon  is  the  agent  responsi- 
ble in  a large  measure  for  the  pain  in  these 
cases,  particularly  when  the  arm  is  put 
through  arcs  of  motion  which  require  a 
wide  excursion  of  the  humeral  head  on  the 
tendon.  This  concept  is  further  sub- 
stantiated by  the  observation  that  when 
the  gliding  mechanism  was  obliterated  by 
surgical  intervention  dramatic  and  in- 
stantaneous relief  of  pain  ensued. 

That  obliteration  of  the  tendon-tendon 
sheath  gliding  mechanism  is  one  of  na- 
ture’s methods  of  alleviating  pain  and  per- 
mitting restoration  of  function  is  illus- 
trated by  the  following  case.  A male, 
J.  F.,  age  73,  was  examined  three  months 
prior  to  death.  No  clinical  dysfunction 
of  either  shoulder  was  demonstrable  and 
the  patient  was  unaware  of  any  disability 
in  either  extremity.  From  his  history  it 
was  learned  that  15  to  17  years  prior  to 
this  examination  he  suffered  severe  pain 
and  limitation  of  motion,  first  in  the  right 
and  then  in  the  left  shoulder  joint.  After 
an  indefinite  period  of  time  (two  to  three 
years)  the  pain  subsided  gradually  and 
restoration  of  function  was  restored  in 
both  shoulders.  From  the  history  and  re- 
striction of  motion  associated  with  pain, 
it  is  reasonable  to  assume  that  a frozen 
shoulder  had  existed  in  either  extremity. 
After  death  both  scapulohumeral  joints 
with  the  musculotendinous  cuffs  intact 
were  removed  and  studied.  The  intra- 
capsular  portions  of  both  biceps  tendons 
were  absent  while  the  extracapsular  por- 
tions had  attained  a bony  insertion  below 
the  lesser  tuberosities.  Hence,  nature  had 
achieved  a cure  by  deleting  the  gliding 
mechanism  of  the  biceps  tendon. 

Pathogenesis 

It  becomes  apparent  that  muscular  in- 
activity, regardless  of  the  cause,  in  the 
presence  of  degenerative  alterations  found 
in  patients  past  middle  life  may  initiate 
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the  syndrome ; the  most  common  cause 
producinfr  muscular  inactivity  is  bicipital 
tenosynovitis ; in  this  series  it  was  esti- 
mated to  be  the  causative  factor  in  65  per 
cent  of  the  cases. 

In  the  wake  of  muscular  inactivity  re- 
gardless of  th?  cause  varying  degrees  of 
muscle  atrophy  ensues.  This  in  turn,  is 
followed  by  a disturbance  of  the  meta- 
bolic processes  of  all  the  soft  tissues  about 
the  shoulder  joint  which  induces  slowing 
of  the  circulation  and  venous  and  lympha- 
tic stasis.  The  musculotendinous  cuff  and 
all  the  adjacent  tissues  become  saturated 
with  serofibrinous  exudates  which  pro- 
vide fibrin  producing  capsular,  synovial, 
fascial  intermuscular  and  intramuscular 
adhesions.  All  tissues  are  involved  simul- 
taneously as  is  revealed  by  study  of  micro- 
scopic sections  made  from  the  afore- 
mentioned tissues  at  different  phases  of 
the  disease. 

At  this  point  an  explanation  of  the  dif- 
ferent courses  that  the  diseases  may  pur- 
sue is  in  order.  It  is  general  knowledge 
that  in  many  cases,  after  varying  periods 
of  pain  and  dysfunction,  pain  disappears 
or  subsides  and  restoration  of  joint  func- 
tion follows.  In  these  instances  it  is  rea- 
sonable to  assume  that  the  inflammatory 
process  subsides  and  resolution  of  the  ad- 
hesions, particularly  those  involving  the 
biceps  tendon,  occurs.  With  the  diminu- 
tion of  pain,  muscular  activity  is  restored, 
which  in  turn,  allows  normal  circulation 
to  the  affected  tissues.  In  other  instances 
fhe  course  is  a protracted  one  and  may 
1 email!  static  for  many  months.  In  this 
group  the  chronic  inflammatory  process 
persists,  and  the  biceps  tendon  remains 
imbedded  in  adhesions  and  is  the  source 
of  continued  pain  and  dysfunction.  Final- 
ly, there  is  a group  of  patients  in  which 
after  a long  disabling  siege,  pain  disap- 
pears eventually  and  function  returns 
slowly.  In  this  last  category  the  patients 
are  relieved  of  pain  because  nature  suc- 
ceeds in  providing  the  biceps  tendon  with 
a new  bony  attachment  to  the  shaft  of 
the  humerus,  thereby  obliterating  the 
tendon  gliding  mechanism. 


Treatment 

In  the  light  of  the  aforementioned  ob- 
servations, the  aims  of  the  treatment  of 
frozen  shoulders  are  (1)  relief  of  pain 
and  (2)  restoration  of  normal  muscular 
function.  Conservative  measures  will  af- 
fect a cure  in  a large  number  of  cases  both 
in  the  early  and  late  stages  of  the  disease, 
particularly  in  the  former.  In  this  series 
17  of  28  cases  in  the  early  stages  and  11 
of  44  cases  in  the  late  stages  responded  to 
conservative  management.  This  comprises 
measures  to  improve  the  general  health, 
hot  fomentation  of  the  shoulder  region,  a 
regulated  program  of  gravity  free  exer- 
cises within  the  painless  arcs  of  motion 
and  sedation.  Blocking  of  the  sympathetic 
ganglia  also  is  a valuable  adjunct  in  re- 
lieving pain  and  muscle  spasm.  Later 
antigravity  exercises  such  as  crawling  up 
the  wall,  using  the  pulley  and  the  wheel 
are  added.  If  after  a fair  trial  with  con- 
servative measures,  the  patient  fails  to 
respond,  then  surgical  intervention  is 
justifiable.  This  consists  in  obliteration 
of  the  biceps  tendon  gliding  mechanism 
by  anchoring  the  tendon  either  to  the 
coracoid  process  or  the  shaft  of  the  hu- 
merus. I prefer  the  former;  the  intra- 
crpsular  portion  of  the  tendon  is  also  re- 
moved. Transplantation  of  the  biceps 
tendon  does  not  increase  immediately  the 
range  of  motion  in  the  scapulohumeral 
joint.  However,  this  procedure  eliminates 
the  pain  factor  and  now  muscular  activity 
can  be  initiated.  Optimum  function  is  at- 
tained in  two  to  four  months. 

Manipulation  of  Frozen  Shoulder 

Manipulation  of  frozen  shoulders  is  a 
dangerous  and  futile  procedure.  That  this 
is  true  was  confirmed  by  the  observations 
noted  in  11  cases  which  were  manipulated 
under  direct  vision.  The  affected  shoulders 
of  these  11  cases  were  exposed  through  an 
anterior  deltoid  splitting  incision.  In  all 
instances  when  the  arm  was  externally 
rotated,  regardless  of  how  gently  the 
maneuver  was  performed,  tears  of  vary- 
ing degrees  were  noted  in  the  subscapu- 
laris  tendon  and  in  its  lower  muscle  fibers 
inserting  into  the  shaft  of  the  humerus. 
In  two  individuals  the  tendinous  insertion 
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of  the  subscapularis  muscle  was  complete- 
ly avulsed  from  the  lesser  tuberosity,  and 
the  tear  extended  proximally  into  the  mus- 
culotendinous cuff  1 and  II/2  inches  re- 
spectively. Abduction  of  the  arm  in  all 
cases  produced  transverse  tears  in  the 
fibrous  capsule  along  the  inferior  aspect 
of  the  neck  of  the  humerus.  In  three  in- 
stances the  articular  surface  of  the  head 
came  into  view  through  tears  in  the  cap- 
sule. In  three  instances  rupture  of  the 
biceps  tendon  at  the  level  of  the  inter- 
tubercular  sulcus  was  sustained,  and  in 
one,  fracture  of  the  surgical  neck  resulted. 

Such  observations  point  out  the  hope- 
lessness of  such  a procedure.  One  is  forced 
to  conclude  that  the  cases  that  are  bene- 
fited by  manipulation  may  be  those  in 
which  the  tendons  of  the  long  head  of  the 
biceps  brachii  muscles  were  ruptured. 

By  so  doing,  the  tendon-tendon  sheath 
gliding  mechanism  is  obliterated  and  pain 
is  eliminated.  As  previously  noted,  nature 
often  resorts  to  this  method  by  anchoring 
the  tendon  to  the  shaft  of  the  humerus. 
Conclusions 

1.  Frozen  shoulder  is  a clinical  entity 
which  is  produced  by  muscular  in- 
activity of  the  shoulder  in  individuals 
past  40  years  of  age. 

2.  Bicipital  tenosynovitis  is  the  most 
common  etiologic  factor  producing 
muscular  inactivity.  (It  initiated  the 
syndrome  in  65  per  cent  of  the  cases 
in  this  series.) 

3.  Pain  is  the  outstanding  clinical  fea- 
ture of  frozen  shoulder ; once  pain  is 
eliminated,  restoration  of  function  can 
begin. 

4.  Conservative  measures  in  early  cases 
may  abort  the  syndrome. 

5.  In  late  cases  transplantation  of  the 
tendon  of  the  biceps  muscle  to  the 
coracoid  process  will  eliminate  the 
pain  factor  and  permit  painless  mo- 
tion in  the  shoulder  joint. 

6.  In  this  series  optimum  restoration  of 
function  was  obtained  in  from  eight 
to  22  weeks. 

7.  Manipulation  of  the  frozen  shoulder 
is  a futile  procedure;  the  only  cases 
that  benefit  from  this  method  of  treat- 


ment are  those  in  which  the  biceps 
tendon  is  ruptured  at  the  time  of 
manipulation. 

7037  Greeyihill  Road 

Discussion 

Dr.  a.  R.  Shands  (Wilmington)  : Dr. 
DePalma  is  an  authority  on  what  he  has 
told  us.  Those  of  you  who  know  him  in 
Philadelphia  and  are  familiar  with  his 
work  will,  I am  sure,  concur  in  this  state- 
ment. The  perfectly  beautiful  specimens 
of  which  he  showed  us  slides  are  ones 
taken  from  his  collection  from  the  Depart- 
ment of  Anatomy  of  the  Jefferson  Medical 
College,  and  are  certainly  the  very  best 
that  I have  ever  seen. 

I am  delighted  that  he  has  emphasized 
particularly  this  point  about  the  futility 
of  manipulation.  Going  back  about  thirty 
years,  when  I got  into  orthopedics,  we 
were  taught  to  manipulate  these  frozen 
shoulders,  and  we  certainly  were  not  cau- 
tioned to  manipulate  them  with  care.  We 
younger  ones  were  always  impressed  with 
the  extreme  pain  the  patient  suffered  fol- 
lowing manipulation,  and  in  following 
through  with  many  of  these  patients,  cer- 
tainly the  results  were  much  worse  than 
they  were  when  they  started. 

I think  what  De  DePalma  has  told  us 
about  the  65  per  cent  of  these  cases  hav- 
ing an  involvement  of  the  tendon  sheath 
of  the  biceps  is  very  significant.  I did 
not  realize  that  it  was  as  high  a percentage 
as  this  and  that  this  is  perhaps  the  key 
to  the  pathology  in  most  of  these  shoul- 
ders. 

There  is  no  doubt  that  pain  is  the  most 
salient  point  and  that  once  pain  is  relieved 
by  injection,  or  heat,  massage,  or  sedation, 
as  he  has  told  us,  you  can  do  a great  deal 
in  loosening  up  these  shoulders  with  gen- 
tle exercise  and  with  gentle  measures. 

Dr.  D.  J.  King  (Wilmington)  : I have 
always  found  it  a pleasure  and  extremely 
informative  to  hear  Dr.  DePalma  speak 
on  the  shoulder.  I had  one  interesting 
experience  some  time  ago  when  I saw  six 
frozen  shoulders.  It  seems  that  in  the 
past  the  patients  had  been  advised  that 
rest  was  cardinal  for  their  recovery.  This 
apparently  included  shoulder  inactivity. 
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and  they  developed  frozen  shoulders  and 
then  pain.  They  all  had  the  typical  pic- 
ture of  atrophy. 

We  suggested  activity,  that  the  patients 
wash  their  own  hair,  do  their  own  sham- 
pooing, and  it  was  agreed  that  such  rigid 
rest  wasn’t  necessary. 

I would  like  to  ask  if  compound  F has 
a place  in  the  conservative  treatment  of 
the  frozen  shoulder.  I,  too,  was  brought 
up  in  the  school  that  taught  manipulation 
of  the  knees  and  hips  as  well ; however, 
we  were  warned  — and  my  time  does  not 
go  back  as  far  as  Dr.  Shands’  does  — to 
be  extremely  careful  and  to  manipulate 
only  a few  degrees  at  a time,  and  do  re- 
peated manipulation,  and  if  a very  gentle 
manipulation  ended  up  with  a severe  pain 
and  added  disability,  to  stop. 

I wonder  if  in  manipulations  of  the  knee 
and  hip  we  sometimes  don’t  lose  some- 
thing? 

Dr.  W.  L.  Bailey  (Wilmington)  : I 

want  to  bring  this  up.  There  are  various 
departments  of  roentgenology  around  Wil- 
mington that  have  patients  for  roentgen 
therapy  of  so-called  subacromial  bursitis, 
where  the  patients  are  given  roentgen 
therapy  for  the  subacromial  bursitis  with- 
out any  attempt  to  make  a diagnosis, 
namely,  without  taking  pictures  of  the 
shoulder. 

I believe  that  shoulders  which  are  symp- 
tomatic and  which  do  not  have  calcium 
appearing  in  their  x-rays  are  probably 
not  cases  of  subacromial  bursitis.  In  peo- 
ple, particularly  in  the  older  age  group, 
in  whom  shoulders  are  symptomatic,  it  is 
probable  that  they  are  suffering  from 
what  we  have  seen  here,  and  I do  not 
believe  that  x-ray  is  effective,  and  I be- 
lieve that  we  are  actually  losing  valuable 
time  in  the  treatment  of  the  shoulder.  I 
wonder  if  Dr.  DePalma  would  comment 
on  this? 

Acting  Chairman  Dobson:  Dr. 

Bailey’s  question  is  very  interesting  to 
me,  too.  We  freqeuntly  refer  these  pa- 
tients, and  I never  know  for  sure  whether 
I am  giving  psychotherapy  or  whether  we 
are  doing  any  good.  I would  like  to  hear 
Dr.  DePalma’s  comment  on  that. 


Doctor,  would  you  close  the  discussion? 

Dr.  DePalma  : I purposely  failed  to 

mention  compound  F in  the  treatment  of 
frozen  shoulder  because  I knew  someone 
would  ask  about  it. 

If  you  recall,  several  years  back  there 
was  a presentation  at  the  Academy  in 
which  there  was  much  to  do  about  the 
treatment  of  frozen  shoulders  with  com- 
pound F,  or  rather,  with  cortisone.  I re- 
turned immediately  to  Philadelphia  and 
put  a whole  series  of  patients  on  cortisone. 
Our  conclusion  was  that  these  patients, 
all  of  them,  benefited  generally  — their 
general  health  improved  and  they  felt  bet- 
ter — but  in  no  instance  did  we  think  that 
the  patients  had  made  the  recovery  they 
had  exhibited,  that  they  would  not  have 
made  had  they  just  been  given  simple 
sedation  and  simple  therapy. 

We  went  to  the  next  step,  and  that  was 
the  local  injection  of  compound  F.  I have 
not  been  convinced  in  my  own  mind  that 
I have  helped  patients  sufficiently  to 
recommend  it  as  a routine  procedure. 
There  is  no  doubt  that  in  some  instances 
when  it  is  injected  locally  these  patients 
state  that  they  feel  better,  but  as  you 
know,  you  all  can  inject  simple  saline  in 
some  of  these  patients  and  they  will  feel 
better. 

So  I do  not  think  that  the  local  injection 
of  hypercortone,  or  giving  the  cortisone 
Iw  mouth,  in  my  series  of  cases  has  been 
of  such  a value  as  to  put  these  patients 
routinely  on  this  type  of  therapy.  In  fact, 

I don’t  use  it  at  all. 

Now  I come  to  the  problem  of  bursitis 
and  calcareous  tendinitis.  I always  try 
to  eliminate  discusssion  on  bursitis  and 
calcareous  tendinitis  because  I invariably 
make  a statement  which  rubs  the  roent- 
genologist the  wrong  way  and  I stick  my 
neck  in  a noose. 

In  the  first  place,  I do  not  believe  that 
there  is  such  an  entity  as  a primary  bur- 
sitis. The  only  time  that  an  individual 
obtains  a lesion  of  the  bursal  sac  it  is  sec- 
ondary to  something  else  in  the  shoulder. 
When  a patient  does  have  a calcareous 
deposit  in  the  rotator  cuff,  the  only  time 
that  the  subacromial  bursa  is  implicated 
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is  when  the  deposit  ruptures  and  it  goes 
into  the  adjacent  subacromial  bursa. 

Now,  when  that  happens,  the  patient’s 
pain  is  gone,  gentlemen.  Anything  that 
will  rupture  that  calcareous  deposit  and 
acute  calcareous  tendinitis  will  give  the 
patient  relief  from  pain.  Whether  it  is 
exercise,  whether  it  is  needling,  whether 
it  is  x-ray  therapy,  or  what  not,  once  the 
deposit  is  ruptured  the  patient  is  relieved 
of  his  pain.  How  often  have  you  had 
patients  on  whom  you  were  going  to  oper- 
ate — it  has  certainly  happened  to  me  — 
who  had  excruciating  pain  the  night  be- 
fore, and  the  next  morning  the  patient 
says  in  the  hallway,  “Doctor,  are  you  go- 
ing to  operate  on  me?  The  pain  is  gone.” 
And  when  you  do  operate  on  the  patient 
you  will  find  that  the  deposit  has  ruptured 
and  the  calcareous  deposit,  or  part  of  it, 
is  now  free  in  the  subacromial  bursa. 

I feel  that  x-ray  has  no  place  in  the 
treatment  of  either  bursitis  or  calcareous 
tendinitis.  I have  seen  so  many  cases  ex- 
posed indiscriminately  to  x-ray  therapy 
with  no  justification,  because  first  of  all, 
the  diagnosis  was  never  established,  and 
secondly,  I know  that  the  only  time  that 
the  x-ray  will  help  the  patient  with  calcar- 
eous tendinitis  is  when  the  deposit  is  about 
to  rupture,  and  it  would  be  very  interest- 
ing if  you  held  off  the  x-ray  for  a couple  of 
days  to  see  if  the  patient  would  have 
gotten  better  anyhow. 


SIMPLE  METHOD  FOR  CONTROL  OF 
VAGINAL  DISCHARGE  RELATED 
TO  CARCINOMA  OF  THE  CERVIX 

Dominic  J.  Pontarelli,  M.  D., 
Philadelphia,  Pa. 

One  of  the  most  common  forms  of  can- 
cer found  in  the  multiparous  female  is 
carcinoma  of  the  cervix.  The  disease  oc- 
curs in  all  age  groups,  most  frequently  in 
women  40  to  54  years,  and  rarely  in  pa- 
tients under  20  years  of  age. 

Carcinoma  of  the  cervix  is  frequently 
accompanied  by  a chronic  vaginal  dis- 
charge, which  is  foul  smelling  and  is  irri- 
tating to  the  vaginal  mucous  membrane. 
The  odor  ascribed  to  the  discharge  prob- 


ably results  from  small  fragments  of 
necrotic  tissue  and  from  a very  high  bac- 
terial count. 

Laceration  of  the  cervix  with  subse- 
quent bacterial  infection  is  probably  the 
most  common  cause  of  vaginal  discharge. 

It  is  due  to  neglect  and  improper  treat- 
ment that  this  condition  often  precedes  a 
carcinomatous  lesion.  Obstetrical  trauma 
and  negligence  in  the  treatment  of  tears 
have  been  considered  contributing  factors 
in  the  establishment  of  carcinoma  of  the 
cervix.  It  has  been  estimated  that  only 
about  35  to  44  per  cent  of  the  patients  with 
carcinoma  of  the  cervix  have  a five-year 
survival. 

Patients  with  active  carcinoma  con- 
tinue their  existence  uncomfortably;  the 
vaginal  discharge  persists  and  the  char- 
acteristic foul  odor  prevails  to  haunt  them. 
Treatment  of  the  disease  with  radium  and 
x-ray  produces  radiation  changes  in  the 
vaginal  mucosa  which  predispose  to  slough 
formation,  discharge  and  bacterial  inva- 
sion. 

Assiduous  observations  and  an  abun- 
dance of  rational  clinical  experience  have 
convinced  us  that  after  radiation  it  is  our 
duty  to  the  patient  to  make  her  comfort- 
able and  to  blunt  the  intensity  of  the 
pathologic  process  to  the  best  of  our  abil- 
ity. There  is  no  denying  that  it  is  im- 
possible to  control  the  process,  let  alone 
“cure  it”  in  all  of  the  patients. 

Since  our  purpose  must  be  the  estab- 
lishment of  a regimen  which  is  therapeu- 
tically valid,  we  made  a search  for  a thera- 
peutic procedure  which  would  accomiplish 
at  least  three  things  : ( 1 ) control  th€^ 

bacterial  infection  and  eliminate  the  dis- 
charge; (2)  eliminate  the  foul  odor,  and 
(3)  give  the  patient  a high  degree  of  com- 
fort. We  postulated  that  if  these  criteria 
could  be  realized,  the  patient’s  existence 
would  at  least  be  tolerable  and  our  duty 
substantially  fulfilled. 

A vaginal  cream  containing  allantoin, 
2%  ; sulfanilamide,  15%  ; and  9-amino- 
acridine,  0.2%  in  a water-miscible  base 
with  an  acid  pH*,  was  selected  for  our 

*Allantomide  Vaginal  Cream  Improved,  supplied  by  the 
National  Drug  Company,  Philadelphia. 
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study  since  it  seemed  to  have  the  capacity 
to  realize  the  objective  we  established. 

Allantoin,  according:  to  Tremble,’  ap- 
pears to  act  in  three  ways:  (1)  it  has 

a digestive-like  action  on  pus  or  necrotic 
tissue;  (2)  whei’e  healing  is  slow,  it 
stimulates  proliferation  and  tends  to  pro- 
duce healthy  pink  granulating  tissue;  and 
(3)  it  has  a synergistic  action  with  sulfa 
drugs.  In  its  presence  bacteria  which 
have  become  sulfa-fast  are  resensitized  to 
the  action  of  sulfonamides. 

Saralegni  and  Villaneuva-  concluded 
that  “Allantoin  and  Sulfonamide  mixtures 
stimulate  phagocytosis,  accelerate  the 
elimination  of  substances  which  inhibit 
healing,  prevent  the  harmful  effects  of 
sulfanilamide  and  stimulate  cell  prolifera- 
tion and  formation  of  new  tissues.’’ 

There  is  a voluminous  literature  on  the 
bacteriostatic  activity  of  sulfanilamide  in 
contaminated  and  infected  wounds ; how- 
ever, we  do  not  deem  it  essential  to  this 
I'eport  to  offer  a review  of  this  literature. 

A combination  of  allantoin,  2%  ; sul- 
fanilamide, 15%  ; and  lactose  in  a water- 
miscible  cream  base  adjusted  to  an  acid 
pH,  was  introduced  by  Park-’  for  the 
treatment  of  infections  of  the  cervix,  va- 
gina, and  vulva.  The  therapeutic  effec- 
tiveness of  this  combination  in  the  treat- 
ment of  leukorrheas  of  various  etiologies 
has  been  attested  to  by  a number  of  clini- 
cal reports.’’  ' 

In  order  to  increase  the  effectiveness 
of  the  Park  formula  against  a broader 
bacterial  spectrum,  a colorless  flavine, 
9-aminoacridine,  0.2%,  was  incorporated. 
Unger  and  Robinson’’  found  this  compound 
to  be  active  against  not  only  gram-positive 
cocci,  but  also  spore-bearing  anaerobes 
and  gram-positive  and  gram-negative 
bacilli. 

The  increased  effectiveness  of  the  for- 
mula containing  9-aminoacridine  was 
clinically  demonstrated  by  Cacciarelli” 
and  Cortese  and  Padovano"’  in  the  treat- 
ment of  trichomoniasis.  Dill  and  Martin” 
found  the  preparation  effective  in  cases 
(T  mycotic  vaginitis. 

HenseP-  used  the  new  formula  with 


gratifying  results  in  vaginal  hysterec- 
tomies and  in  anterior  and  posterior  re- 
pairs to  reduce  post-operative  morbidity, 
to  hasten  healing,  and  to  decrease  the 
amount  and  odor  of  the  vaginal  discharge 
post-operatively. 

Materials  and  Procedure 

Clinical  diagnosis  and  laboratory  evi- 
dence definitely  established  the  existence 
of  carcinoma  of  the  cervix  in  each  of  the 
nineteen  patients,  ranging  in  ages  from 
47  to  71  years,  included  in  this  study. 

A complete  history  survey  was  obtained 
from  each  patient,  after  which  a general 
physical  examination  was  made,  with  care- 
ful attention  being  paid  to  the  breasts  and 
the  abdomen. 

After  the  patient  had  emptied  her  blad- 
der she  was  prepared  for  a vaginal  ex- 
amination. The  characteristics  of  the 
vaginal  discharge  were  noted  (there  was 
no  necessity  to  determine  the  odor).  The 
vagina  and  cervix  were  exposed,  thor- 
oughly but  gently  cleansed,  and  then  care- 
fully inspected  with  use  of  a speculum. 
Following  the  examination  of  the  vagina 
and  cervix,  the  rectum,  sigmoid,  and 
bladder  were  explored  using  proper  diag- 
nostic iiivStruments,  to  determine  whether 
or  not  there  was  any  invasion  of  these 
areas.  Biopsy  specimens  were  obtained 
from  the  lesions  for  diagnostic  confirma- 
tion during  a dilatation  and  curretage 
done  in  the  operating  room.  We  want 
to  stress  that  every  effort  was  made  to 
cause  as  little  discomfort  as  possible  dur- 
ing these  examinations. 

The  patients  were  classified  according 
to  the  standards  established  by  the  Inter- 
national Classification  (1950)  : 

Stage  I — The  carcinoma  is  confined  en- 
tirely to  the  cervix. 

One  patient  was  placed  in  this  category. 
She  developed  marked  radiation  reaction 
to  lateral  fornices,  extending  to  upper 
one-half  of  the  vagina.  The  vaginal 
cream  was  applied  twice  daily  for  one 
week,  then  once  daily  for  two  weeks.  The 
discharge  practically  disappeared,  the 
odor  was  controlled  and  the  patient  was 
comfortable. 


APRESOLINE  REDUCES  DIASTOLIC  PRESSURE 

Diastolic  pressure  reduced  to  level 
considered  normal  in  one-quarter  and  to 
110  mm.  Hg  or  less  in  one-third  of  97 
patients  receiving  oral  Apresoline  for  periods 
ranging  from  3 months  to  1 year  or  longer ;i 
hypertension  in  which  neurogenic  or 
psychogenic  mechanisms  predominated 
most  improved;  patients  with  severe  as  well 
as  moderate  hypertension  benefited. 


APRESOLINE  LESSENS  RETINAL 
ARTERIOLAR  CONSTRICTION. 

RETINAL  HEMORRHAGES* 

Lessening  of  retinal  arteriolar  constriction; 
disappearance  of  retinal  hemorrhages; 
remittance  of  hypertensive  headaches, 
giddiness,  paresthesias,  transient  pareses, 
and  encephalopathies;  some 
evidence  of  improved  mental  alacrity. 


APRESOLINE  INCREASES  RENAL  BLOOD  FLOW 

Renal  improvement  less  marked  than  cerebral  improvement,  but  renal  blood  flow 
and  filtration  rate  increased  and  hematuria  and  proteinuria  remitted  in  some 
cases;  hypertensive  heart  disease  little  improved  and,  in  some  cases,  worsened. 
Side  Effects:  Side  effects  "minor,  transient,  or  remediable”  in  most  cases. 
Headache,  gastrointestinal  upset,  periorbital  and  ankle  edema,  and  a "grippe-like 
syndrome”— involving  malaise  and  muscle  and  joint  pain  (see  note)— observed. 


NOTE  : Appearance  of  arthritis-like  symptoms  during  Apresoline  therapy  is  an  indication  for  cessation  of  treatment. 
Experience  has  shown  that  the  phenomenon  remits  spontaneously  on  withdrawal  of  the  drug.  These  symp- 
toms are  not  likely  to  occur  in  patients  who  receive  a daily  dose  of  400  mg.  or  less. 

FOR  COMPLETE  INFORMATION  on  Apresoline  ask  your  ciba  representative  or  write  Medical  Service  Division, 
CiBA  Pharmaceutical  Products,  Inc.,  Summit,  N.  J.  SUPPLIED!  Apresoline  hydrochloride  (hydralazine 
hydrochloride  ciba)  10-mg.  tablets  (yellow,  double-scored),  25-mg.  tablets  (blue,  coated),  and  50-mg. 
tablets  (pink,  coated)  in  bottles  of  100,  500,  and  1000;  100-mg.  tablets  (orange,  coated)  in  bottles  of 
100  and  1000. 


1.  TAYLOR,  R.  D,,  DUSTAN,  H.  P.,  CORCORAN,  A.  C.,  AND  PAGE,  t.  H.:  ARCH.  INT.  MED.  90:734  (DEC.)  1952. 
*THE  NORMAL  FUNDUS  (RIGHT)  AS  COMPARED  WITH  THE  FUNDUS  IN  HYPERTENSION  SHOWING  EDEMA,  EXUDATES,  AND  HEMORRHAGES  (LEFT); 
ILLUSTRATIONS  FROM  "THE  FUNDUS  OF  THE  EYE":  BEDELL,  A.  J.:  CIBA  CLINICAL  SYMPOSIA  4:135  (JULY)  1952.  THESE  ILLUSTRATIONS  ARE 
FOR  DEMONSTRATION  PURPOSES  ONLY  AND  DO  NOT  REPRESENT  APRESOLINE-TREATEO  PATIENTS. 
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REPORT  ON  EFFECTIVE  ANTIHYPERTENSIVE  PRODUCT  OF  CIBA  RESEARCH 


ALLEVIATES  HAY  FEVER,  OTHER  RESPIRATORY  ALLERGIES 

The  above  photos  show  a case  of  allergic  rhinitis  before  and 
after  Pyribenzamine  therapy.  Many  such  cases  have  been 
reported  in  the  literature.  A few  examples:  Loveless  and  Dworin^ 
found  Pyribenzamine  beneficial  in  82%  of  107  patients; 
Feinberg-  noted  relief  in  82%  of  254  cases;  Gay  and  associates^ 
in  76%  of  51  cases;  Arbesman  and  colleagues'*  in  84%  of 
106  cases.  In  a later  study  Arbesman-^  rated  Pyribenzamine  one 
of  "the  most  effective  of  all  the  drugs  studied  in  allergic 
rhinitis.  . . .”  Side  effects:  It  has  been  stated  that  "undesirable 
symptoms  from  the  use  of  50  to  100  mg.  doses  of  Pyribenzamine 
were  rarely  of  sufficient  severity  to  interfere  with  its  use.”® 
Drowsiness,  nausea,  epigastric  distress,  vertigo  and 
other  side  effects— rarely  severe— may  occur  in  some  patients. 

CONTROLS  PENICILLIN  REACTIONS 

Pyribenzamine  has  been  used  successfully  to  control 
penicillin  reactions— especially  urticaria  and  itching.  For  example, 
Kesten^  found  that  oral  Pyribenzamine  relieved  or 
suppressed  post-penicillin  urticaria  in  16  of  18  cases;  she  termed 
it  "a  most  useful  agent  in  allergic  symptoms 
which  follow  the  administration  of  antitoxin  or  penicillin.” 

RELIEVES  ALLERGIC  DERMATOSES 

F’oster®  reported  good  results  with  oral  Pyribenzamine  in 
patients  with  various  allergic  dermatoses.  In  another  study®  of 
241  such  patients,  Pyribenzamine  was  found  effective. 


C I B A 


Pyribenzamine  25-mg. 
tablets  now  available— 
for  children  and  for  adults 
who  can  be  mamtamed 
on  low  dosage  or 
who  experience  side  effects 


from  the  usual  dosage 


PUBLISHED  CLINICAL  STUDIES 
SHOW  THOUSANDS  OF 

ALLERGIC  PATIENTS 
RELIEVED  BY 


Supplied:  Pyribenzamine  hydrochloride  2 5 -mg. 
and  50-mg.  tablets;  Pyribenzamine  Elixir,  30  mg. 
Pyribenzamine  citrate  (equivalent  to  20  mg. 
tripelennamine  hydrochloride)  per  4-ml.  teaspoonful; 
Pyribenzamine  hydrochloride  solution  (for 
parenteral  use),  25  mg.  per  ml.,  in  1-ml.  ampuls. 


PYRIBENZAMINE  HYDROCHLORIDE  (TRIPELENNAMINE  HYDROCHLORIDE  CIBA) 
PYRIBENZAMINE  CITRATE  (TRIPELENNAMINE  CITRATE  CIBA) 
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For  complete  information  on  Pyribenzamine  ask 

your  CIBA  representative  or  write  Medical  Service  Division, 

CIBA  Pharmaceutical  Products,  Inc.,  Summit,  N.  J. 


REPORT  ON  I EFFgCTiVE  ANTIHISTAMINE  PRODUCT  OF  CIBA  RESEARCH 


INCREASES  PERIPHERAL  BLOOD  FLOW; 

Priscoline  reported  to  be  a valuable  aid  to  conventional 
therapy  in  peripheral  ischemia  and  its  sequelae— 
pain,  loss  of  function,  ulceration,  gangrene,  other  trophic 
manifestations;  Priscoline  most  effective  when  vasospasm 
is  prominent  but  may  prove  limb-saving  even  when 
vasospasm  is  minimal  because  it  decreases  vascular  tone, 
promotes  establishment  of  collateral  circulation. 


MULTIPLE  action; 

Priscoline  exerts  direct  vasodilating  effect  on  vessel 
wall,  blocks  sympathetic  nerves  (probably  at  their 
terminations  in  vascular  muscle) , blocks  vasoconstrictive 
action  of  circulating  epinephrine-like  substances. 


Side  Effects:  Certain  side  effects  of 
Priscoline— "crawling”  cutaneous  sensation, 
chilliness  with  resultant  gooseflesh 
or  feeling  of  warmth— indicate  attainment 
of  effective  dosage  level;  occasionally 
tachycardia,  tingling,  nausea 
and  epigastric  distress,  slight  hypotensive 
effect  or  slight  rise  in  blood  pressure 
may  be  experienced. 


AGE  75.  Arteriosclerotic 
ulceration  with  erysipeloid 
reaction  and  marked  inflam- 
mation; after  administration 
of  oral  Priscoline,  25  mg. 
three  times  daily,  for  one 
week— increased  thereafter  to 
50  mg.  four  times  daily— 
there  is  steady  improvement, 
healing  in  eight  weeks. 

No  other  medication  used. 


FOR  COMPLETE  INFORMATION  on  Priscoline  ask  your  CIBA  representative 
or  write  Medical  Service  Division,  CIBA  Pharmaceutical  Products,  Inc., 
Summit,  N.  J.  SUPPLIED;  Priscoline  hydrochloride  (tolazoline  hydrochloride 
CIBA)  is  available  as  25-mg.  tablets  (scored),  bottles  of  100  and  1000; 
elixir,  25  mg.  per  4 ml.,  in  pints;  10-ml.  multiple-dose  vials,  25  mg.  per  ml. 


c 


Photographs  and  accompanying  clinical  data  by  courtesy  of  R.  I.  Lowenberg,  M.D., 
Consultant  in  Vascular  Surgery,  Connecticut  State  Hospital,  Middletown,  Connecticut. 


AGE  68.  Arteriosclerosis 
obliterans  cellulitis;  sluggish 
response  to  saline  dressings 
and  procaine  penicillin 
300,000  units  daily;  healing 
speeded  by  oral  Priscoline, 
25  mg.  four  times  daily 
for  one  week,  25  mg.  every 
three  hours  thereafter; 
healing  within  six  weeks. 
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Stage  II — The  carcinoma  extends  beyond 
the  cervix  and  may  involve  the  up- 
per part  of  the  vagina,  but  has  not 
reached  the  pelvic  wall. 

Three  patients  were  placed  in  Stage  II. 
They  were  treated  with  radium  for  5000 
meg.  hours : the  capsules  were  placed  in 
the  lower  uterine  segment,  in  the  cervical 
canal,  and  across  the  face  of  the  cervix 
covering  the  lesion  and  both  lateral  for- 
nices.  Three  weeks  later  they  received 
8000  r’s  measured  in  air. 

All  of  these  patients  developed  severe 
slough  as  a result  of  the  radiation  treat- 
ment. In  one  patient  the  cervix  was  al- 
most completely  destroyed,  leaving  a huge 
crater  filled  with  blood,  pus  and  necrotic 
debris. 

The  allantomide  vaginal  cream  was 
used  twice  daily  (one  applicator  full  for 
each  treatment)  for  ten  days,  during 
which  the  lesion  was  cleansed  of  the  pus 
and  necrotic  tissue.  Healthy  granulating 
tissue  could  be  seen  starting  to  fill  the 
craters.  The  vaginal  cream  was  continued 
with  one  application  daily  until  the  lesions 
were  apparently  healed.  In  one  patient 
it  required  four  weeks,  in  another,  seven 
weeks,  and  in  the  third  patient  a very 
small  lesion  was  still  present  after  ten 
weeks  of  treatment.  The  discharge  and 
odor  were  adequately  controlled  and  the 
patient  comfortable. 

Stage  III — The  carcinoma  has  reached  the 
pelvic  wall  and  involves  the  lower 
third  of  the  vagina. 

Five  patients  were  placed  in  Stage  III. 
External  radiation  to  the  extent  of  8000 
r’s  measured  in  air  was  used  in  these  pa- 
tients. Radium  treatment  as  described 
above  was  not  possible  because  of  the  ex- 
tensive lesions  present.  Two  of  these 
patients  were  radio  resistant. 

The  allantoin-sulfanilamide  9-amino- 
acridine  vaginal  cream  was  given  to  these 
patients  to  maintain  a clean  lesion,  to 
control  odor  and  to  give  as  much  comfort 
as  possible.  One  applicator  of  the  cream 
was  administered  twice  daily  until  the 
discharge  was  brought  under  control ; ten 
days,  on  the  average,  were  required. 
Treatment  was  continued  using  one  appli- 


cator daily  for  an  additional  ten  days  to 
two  weeks.  These  patients  are  being  main- 
tained on  one  applicator  of  the  vaginal 
cream  at  intervals  of  two  or  three  days. 
Stage  IV — The  carcinoma  extends  beyond 
the  limits  previously  described ; may 
involve  the  bladder,  rectum,  or  both. 

There  are  ten  patients  in  Stage  IV 
group.  Two  of  these  patients  had  a 
recto-vaginal  fistula.  In  these  patients, 
external  radiation  was  used  to  control 
bleeding,  the  dosage  being  adjusted  to  re- 
quirements. Supportive  treatment  and 
symptomatic  treatment  are  the  most  we 
can  do  for  these  patients. 

The  allantoin  - sulfanilamide-9-amino- 
acridine  vaginal  cream  was  given  to  these 
patients  to  control  the  odor,  to  maintain 
a clean  lesion  and  to  produce  as  much 
comfort  as  possible.  One  applicator  of 
the  cream  was  applied  twice  daily,  on 
arising  and  at  bedtime,  until  the  discharge 
was  brought  under  control,  and  then  con- 
tinued once  daily. 

Six  of  the  patients  in  this  group  ob- 
tained gratifying  results,  and  four  patients 
continued  to  complain  of  marked  discom- 
fort. 

Note-.  We  want  to  stress  that  in  all 
cases  the  first  application  of  the  vaginal 
cream  was  given  by  the  physician  and 
the  patient  was  carefully  instructed  in  how 
to  use  the  medication. 

Results 

The  vaginal  discharge  and  odor  asso- 
ciated with  carcinoma  of  the  cervix  were 
adequately  controlled  in  a series  of  19 
patients.  Of  these  19  patients,  14  ex- 
pressed gratitude  for  the  relief  they  re- 
ceived from  the  treatment.  This  relief 
was  generally  manifested  on  the  third  or 
fourth  day  of  treatment.  The  discharge 
was  modified  and  the  infection  controlled 
in  an  average  of  three  weeks.  The  odor 
was  controlled  within  one  week  to  ten 
days,  and  continued  treatment  with 
the  allantoin-sulfanilamide-9-amiinoacri- 
dine  cream  at  intervals  of  every  two  or 
three  days  was  adequate  to  maintain  this 
control. 

Comment 

It  is  not  our  purpose  to  advocate  the  use 
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of  allantoin-sulfanilamide-9-aminoacridine 
vaginal  ci’eam  as  a treatment  or  a cure 
for  carcinoma  of  the  cervix.  As  we  orig- 
inally indicated,  our  search  was  for  a 
preparation  which  would  accomplish  at 
least  three  things;  (1)  control  the  in- 
fection and  eliminate  the  discharge  asso- 
ciated with  this  disease ; (2)  eliminate  the 
foul  odor;  and  (3)  produce  a high  degree 
of  relief.  We  felt  that  if  these  objectives 
could  be  attained,  we  would  then  have 
come  upon  a treatment  which  would  prove 
therapeutically  profitable  in  these  pa- 
tients. 

Our  clinical  observations  and  impres- 
sions permit  us  to  say  that  the  allantoin- 
sulfanilamide-9-aminoacridine  vaginal 
cream  has  met  our  challenge  and  fulfilled 
the  criteria  we  empirically  established. 

We  are  convinced  that  the  allantoin-sul- 
fanilamide-9-aminoacridine  vaginal  cream 
is  active  against  bacterial  infections,  pos- 
sesses the  capacity  to  eliminate  pus  and 
necrotic  tissue,  to  control  four  odors  asso- 
ciated with  discharge,  and  to  afford  com- 
fortable relief  to  a majority  of  patients 
with  carcinoma  of  the  cervix.  It  is  our 
impression  that  this  combination  has  a 
definite  use  as  an  adjunct  in  the  treatment 
of  this  disease. 

5062  Miriam  Road 
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MELLITUS 
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The  Electrolyte  Approach  in 
Treatment  of  Diabetes 
Richard  A.  Nenbauer,  M.D.^, 
Wilmington,  Del. 

Introduction 

Dr.  Sindoni:  I believe  all  of  you  know 

the  seriousness  of  this  condition,  dia- 
betes. It  is  gaining  momentum  through- 
out the  world,  especially  in  America.  I 
can  say  that  in  the  seventeen  years  that 
I have  been  at  the  Philadelphia  General 
Hospital,  the  fourth  largest  hospital  in 
America,  with  1600  to  1800  registered 
diabetics,  that  I am  daily  becoming  more 
conscious  of  this  condition  because  it  is 
on  the  increase,  especially  as  far  as  vas- 
cular diseases  are  concerned.  It  seemed, 
years  ago,  with  the  advent  of  insulin,  that 
we  would  be  able  to  conquer  these  asso- 
ciated conditions  as  retinopathy,  coron- 
ary disease,  and  gangrene.  Unfortunate- 
ly, in  spite  of  the  advances  we  have  made 
with  insulin,  and  now  the  slow-acting  in- 
sulins, in  nutrition,  and  better  and  earlier 
diagnosis  of  diabetes  and  its  complica- 
tions, even  before  the  true  symptoms  of 

♦Presented  at  the  combined  meeting  of  Wilmington 
Hospitals,  St.  Francis  Hospital,  May  26,  1953. 

♦Recorded  by  the  audograph  agency  of  Delaware. 

1.  Chief  of  Metabolism,  Philadelphia  General  Hospital; 
Consultant,  St.  Francis  Hospital,  Wilmington. 

2.  Associate  in  Metabolism,  Albert  Einstein  Medical  Center; 
Visiting  Physician,  Philadelphia  General  Hospital. 

3.  Chief  of  Metabolism  and  Chief  of  Medicine,  St.  Francis 
Hospital,  Wilmington. 

4.  Head  of  Diabetic  Clinic,  Women’s  Medical  College  of 
Pennsylvania,  Visiting  Physician,  Philadelphia  General 
Hospital. 

5.  Director  of  Medical  Research,  Memorial  Hospital,  Wil- 
mington, Delaware;  Visiting  Physician,  St.  Francis  Hos- 
pital, Wilmington,  and  Philadelphia  General  Hospital. 


May,  1954 


Dp:laware  State  Medical  Journal 


105 


diabetes  appear,  our  vascular  conditions 
ijre  on  the  increase. 

Tonight,  with  the  group  we  have  here, 
we  will  try  to  clarify  some  of  the  points 
so  that  you  may  get  a better  idea  of  this 
condition  known  as  diabetes  mellitus. 

There  is  a school  of  thought  today 
throughout  the  world  which  believes  that 
diabetes  is  responsible  for  these  asso- 
ciated vascular  conditions.  There  is  an- 
other school  which  believes  that  these  so- 
called  conditions  with  diabetes  are  only 
associated  with  it,  and  are  not  related  to 
the  disease.  Some  believe  that  diabetes 
is  not  a disease.  They  believe  it  is  part 
of  a syndrome,  and  perhaps  that  is  more 
clarified  in  the  work  of  Dr.  Richard  Neu- 
bauer,  who  has  done  some  interesting 
work  on  the  renal  conditions  associated 
with  diabetes.  He  is  Research  Consultant 
on  kidney  disease  at  this  hospital.  He  has 
been  able  to  observe  that  many  of  these 
patients  who  have  nephrosis  with  a pro- 
gression of  their  renal  pathology  have 
been  able  to  discontinue  their  insulin. 
Why  is  that?  Some  have  been  able  to 
discontinue  insulin,  even  those  who  have 
been  taking  large  doses. 

Then  we  go  into  the  endocrine  phase  of 
diabetes.  Some  say  that  diabetes  is  an 
endocrine  disturbance.  Dr.  Philip  Gerber 
will  clarify  that  for  you.  Also,  on  methods 
of  examining  these  diabetics — how  do  we 
know  when  we  have  a diabetic  stabilized? 
Is  the  blood  sugar  the  sole  criterion  in 
determining  the  state  of  control  of  a dia- 
betic? Is  the  fasting  sugar  the  sole  in- 
dex, or  a post-prandial  sugar,  or  both? 
That’s  also  a debatable  point,  and  Dr.  Ed- 
ward Bohan,  Chief  of  the  Metabolic  De- 
partment of  this  hospital,  will  discuss  this 
phase  of  the  subject.  Dr.  Dorothy  Macy, 
Jr.,  of  Woman’s  Medical  College,  will  dis- 
cuss the  vascular  aspects  of  the  disease. 

First,  I wish  to  introduce  Dr.  Gerber, 
who  has  been  associated  with  me  since  I 
went  on  the  staff  of  the  Philadelphia  Gen- 
eral Hospital.  He  will  speak  to  you  on 
the  relationship  of  the  various  endocrine 
glands  in  diabetes. 


The  Role  of  the  Endocrines 
IN  Diabetes 

Dr.  Gerber:  Thirty  years  ago  a paper 

on  the  role  of  the  endocrine  glands  in  dia- 
betes would  have  been  very  much  easier 
to  give.  In  those  days  diabetes  mellitus 
was  considered  a disease  entity  whose 
etiology,  physiology  and  pathology  were 
well  established  facts  in  our  medical  lit- 
erature. This,  however,  is  not  the  case 
today,  and  although  much  has  been  dis- 
covered since  insulin  was  first  used  on 
human  beings,  what  we  now  know  about 
diabetes  only  proves  to  us  how  much  more 
there  still  remains  to  be  discovered  be- 
fore we  can  answer  the  question  : “What 
is  the  cause  of  diabetes?’’ 

We  are  now  beginning  to  get  some  re- 
sults from  the  vast  amount  of  work  that 
is  being  done  in  the  various  clinics  and 
research  laboratories  interested  in  what 
I think  is  the  most  intriguing  phase  of 
the  subject — the  role  of  the  various  en- 
docrine glands  in  diabetes. 

Many  of  us  are  inclined  to  feel  that  such 
a subject  is  largely  theoretical  and  there- 
fore belongs  in  the  domain  of  the  arm- 
chair scientist,  rather  than  part  of  a semi- 
nar presented  to  hard-working,  practical- 
minded  medical  practitioners. 

However,  you  must  remember  that 
many  of  the  things  we  accept  as  facts  to- 
day were  no  more  than  theories  when  we 
went  to  medical  school,  and  many  of  the 
things  that  we  were  taught  to  accept  as 
absolute  facts  have  since  been  questioned, 
and  exist  again  as  only  theories  today. 
For  example,  we  were  taught,  and  prob- 
ably many  of  you  were  taught  the  same 
thing,  that  diabetes  mellitus  is  a disease 
of  disturbed  sugar  metabolism,  due  essen- 
tially to  disease  of  the  pancreas.  Because 
of  this  disease  condition  of  the  pancreas, 
the  islands  of  Langerhans  could  no  longer 
secrete  sufficient  amounts  of  insulin,  and 
the  sugar,  therefore,  accumulated  in  the 
blood  stream,  producing  the  chain  of 
symptoms  known  as  diabetes  mellitus. 

Today,  however,  we  feel  that  these 
changes  in  the  islands  of  Langerhans  are 
only  a small  part  of  the  disturbance  re- 
sulting in  diabetes,  in  fact,  they  are  prob- 
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ably  more  often  secondary  rather  than 
primary  factors  in  this  disease.  Today  we 
speak  not  only  of  pancreatic  diabetes,  but 
also  of  pituitary  diabetes,  adrenal  dia- 
betes, thyroid  diabetes,  and  diabetes  as- 
sociated with  pregnancy,  or  with  obesity, 
or  menopause,  thus  involving  many  glands 
other  than  the  pancreas.  This  pluriglan- 
dular concept  of  diabetes  had  its  inception 
with  the  work  of  Houssay’  - in  1926. 

From  1889  until  1926,  diabetes  had  been 
a so-called  “unitarian  disease,”  1889  be- 
ing the  date  when  VonMering  and  Min- 
kowski first  produced  diabetes  experi- 
mentally by  total  pancreatectomy.  This 
seemed  to  settle  the  question  as  to  the  site 
of  the  cause  of  diabetes,  and  when,  in 
1921,  Banting  and  Best  isolated  insulin, 
it  made  the  solution  to  the  entire  problem 
of  diabetes  seem  so  simple.  When,  how- 
ever, Houssay  made  normal  animals  more 
sensitive  to  insulin  by  removal  of  the 
pituitary  gland,  he  began  a chain  re- 
tion  of  research  that  is  still  going  on  to- 
day, and  that  has  incriminated  almost  all 
the  other  glands  of  internal  secretion  in 
this  one  symptom  complex,  diabetes.  In 
1930  he  followed  this  up  by  causing  ex- 
perimental diabetes  in  animals  by  pan- 
createctomy, and  then  making  the  dia- 
betes less  severe  by  hypophysectomy. 

This  is  the  classic  Houssay  experiment, 
in  which  removal  of  both  the  pancreas  and 
the  pituitary  gland  produces  a mild  form 
of  diabetes,  fasting  producing  hypogly- 
cemia and  feeding  bringing  on  hyper- 
glycemia. Should  crude  anterior  pituitary 
extract  then  be  administered  to  this  Hous- 
say animal,  it  will  cause  a prompt  return 
of  severe  diabetes.  It  therefore  became 
clear  that  for  pancreatic  diabetes  to  mani- 
fe.st  itself  in  the  usual  way,  certain  secre- 
tions of  the  anterior  lobe  of  the  pituitary 
gland  were  necessary. 

This  work  was  confirmed  by  Long,  Lu- 
kens,  and  Dohan  at  the  University  of 
Pennsylvania’s  Research  Department,  and 
they  were  able  later  to  obtain  the  same 
effect  by  adrenalectomy.  They  removed 
the  pancreas  from  an  animal,  causing  dia- 
betes, then  ameliorated  the  diabetes  by 
adrenalectomy;  and  then  reinstituted  the 


diabetes  by  injections  of  adrenal  cortical 
extract.  This  would  indicate  that  the 
maintenance  of  diabetes  after  pancrea- 
tectomy depends  on  stimulation  of  the 
adrenals  by  the  pituitary  gland  through 
its  corticotropic  hormone. 

The  Houssay  school  then  injected  crude 
anterior  pituitary  extract  into  normal 
dogs  and  produced  a transient  hypergly- 
cemia. This  work  was  carried  one  step 
further  when  Young'^  produced  diabetes 
of  long  standing  in  normal  animals  by 
the  persistent  injection  of  suitable  an- 
terior pituitary  extracts.  More  recently, 
at  the  University  of  Pennsylvania,  they 
were  able  to  show  that  this  type  of  dia- 
betes varied  with  the  number  and  strength 
of  anterior  pituitary  extract  injections. 
That  is,  when  small  doses  were  given  over 
a short  period  of  time  and  insulin  therapy 
was  started  early  enough,  the  diabetes 
produced  was  of  a reversible  nature,  and 
would  disappear  shortly  after  the  pitui- 
tary injections  were  stopped.  On  the 
other  hand,  if  the  daily  injections  of  ex- 
tract were  large  enough  and  were  con- 
tinued for  a longer  period  of  time,  the 
diabetes  so  produced  was  permanent,  and 
did  not  disappear  when  the  injections 
■\.'ere  discontinued. 

Histologically,  the  changes  in  the  islands 
of  Langerhans  in  the  pancreas  paralleled 
the  clinical  picture  produced.  In  the  first 
group  of  cases,  the  islands  of  Langerhans 
showed  only  cloudy  swelling,  and  when 
the  injections  of  extract  were  discontin- 
ued, the  cells  returned  to  normal.  In  the 
second  group  of  cases,  however,  the  islands 
of  Langerhans  showed  hydropic  degenera- 
tion, which  changes  were  irreversible,  and 
it  was  in  these  animals  that  the  diabetes 
was  permanent. 

Young  and  Lukens  were,  therefore,  the 
first  to  show  that  a normal  animal  could 
be  given  pancreatic  diabetes  by  the  ad- 
ministration of  excessive  amounts  of  hor- 
monal material  from  an  extra-pancreatic 
organ. 

A great  deal  of  clinical  significance  is 
being  attached  to  the  reversible  changes 
just  mentioned.  We  have  always  felt  that 
once  a person  has  diabetes,  that  person 
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will  never  be  rid  of  his  diabetes;  he  may 
be  controlled,  but  never  cured.  On  the 
basis  of  these  animal  experiments,  how- 
ever, it  seems  logical  that  the  reason  we 
cannot  cure  our  diabetics  is  because  we 
discover  them  too  late,  after  the  histologic 
changes  in  the  islands  of  Langerhans  have 
become  irreversible. 

This  makes  it  all  the  more  important 
for  us  to  try  to  diagnose  our  cases  earlier, 
and  once  having  diagnosed  them,  to  start 
insulin  therapy  earlier.  In  this  manner 
we  may  be  able  to  stop  the  pathological 
processes  in  the  pancreas  before  they  be- 
come irreversible,  and  with  proper  con- 
trol with  insulin  and  diet  allow  the  islands 
of  Langerhans  to  return  to  normal. 

That  such  islet  lesions  do  occur  in  many 
persons  is  a fact  observed  at  the  post- 
mortem table,  and  it  is  entirely  possible 
that  they  are  due  to  overactivity  of  the 
hypophysis.  This  may  be  the  explana- 
tion for  the  findings  of  Priscilla  White — 
that  there  is  a higher  incidence  of  diabetes 
among  children  who  are  tall  for  their  age 
than  among  those  who  are  of  average  or 
less  than  average  height:  the  height  and 

the  diabetes  may  both  be  due  to  increased 
activity  of  the  anterior  lobe  of  the  pitui- 
tary gland. 

Further  investigations  made  it  evident 
that  the  potent  diabetogenic  material  in 
crude  pituitary  extract  was  probably 
growth  hormone,  but  that  a minimal  level 
of  adrenal  cortical  function  was  neces- 
sary for  the  growth  hormone  to  exert  its 
full  diabetogenic  action.  It  seems  that 
two  anterior  pituitary  hormones,  growth 
hormone  and  adrenocorticotropin,  are  in- 
volved in  bringing  about  the  metabolic 
consequences  of  total  pancreatectomy. 

Growth  hormone  is  thought  to  exert  its 
effect  in  two  ways : first,  directly  upon 

the  pancreatic  islet  cells,  stimulating  them 
to  increased  insulin  secretion,  this  exces- 
sive stimulation  of  the  islets  leading  to 
degeneration  from  overwork  and  per- 
manent diabetes ; and  second,  an  extra 
pancreatic  effect,  the  inhibition  of  peri- 
pheral oxidation  of  glucose.  This  would 
increase  the  peripheral  need  for  insulin. 
The  increased  secretory  activity  and  ulti- 


mate islet  cell  degeneration  seen  in  the 
pancreas  are  then  considered  to  be  a sec- 
ondary phenomenon. 

ACTH  must  be  considered  with  the 
adrenal  cortical  hormones,  because  the  ef- 
fects of  ACTH  upon  carbohydrate  meta- 
bolism are  solely  due  to  the  capacity  of 
this  hormone  to  stimulate  increased  secre- 
tion of  adrenal  cortical  hormones,  par- 
ticularly those  of  the  11-oxygenated  type, 
such  as  cortisone  and  hydrocortisone. 
These  steroids  raise  blood  sugar  through 
two  major  activities:  first,  by  increasing 
the  rate  of  glycogenosis  from  protein,  and 
second,  by  also  depressing  the  rate  of  tis- 
sue utilization  of  carbohydrate. + 

Turning  now  to  the  adrenal  medulla, 
you  are  all  aware  of  the  acute  effect  of 
epinephrine  in  raising  blood  sugar.  This 
is  accomplished  by  hepatic  glycogenolysis. 
In  addition,  however,  epinephrine  causes 
a discharge  of  ACTH  from  the  anterior 
pituitary  gland.  Therefore,  to  the  estab- 
lished actions  of  epinephrine  upon  carbo- 
hydrate metabolism  we  must  add  the  ef- 
fects of  adrenocortical  hormone,  namely, 
increased  glyconeogenesis  from  protein 
and  depressed  peripheral  oxidation  of  glu- 
cose. 

Finally,  the  effects  upon  carbohydrate 
metabolism  of  thyroid  hormone : these 

are  relatively  minor,  the  major  effect  be- 
ing upon  the  rate  of  intestinal  absorption 
of  sugar.  Lack  of  the  hormone  results  in 
slow  absorption  and  excessive  thyroid 
hormone  produces  rapid  absorption. 

One  must  not  forget,  also,  that  the  blood 
sugar  level  itself  can  exert  an  influence 
upon  its  own  regulators.  Hypoglycemia 
causes  a discharge  of  epinephrine  and  sets 
off  the  eventual  adrenal  cortical  response. 
Hyperglycemia,  per  se,  is  a stimulus  to 
increased  pancreatic  insulogenesis. 

In  closing,  we  must  remember  what 
Conii'’  says,  that  despite  all  of  the  newer 
knowledge,  the  factor  or  factors  which 
initiate  the  diabetic  state  in  man  remain 
obscure.  It  is  this  inciting  factor  which 
is  the  elusive  one.  And,  as  pointed  out 
by  Soskin'b  we  should  stop  referring  to 
insulin  as  if  it  were  the  only  hormone  con- 
cerned with  carbohydrate  metabolism,  and 
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to  diabetes  as  if  it  resulted  only  from  a 
disturbance  or  disease  of  the  pancreas. 
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Dr.  Sindoni:  Thank  you,  Dr.  Gerber. 

Our  next  topic  will  be  delivered  by  Dr. 
Bohan : the  significance  of  post-pran- 

dial blood  sugar.  You  were  formerly 
taught  in  treating  your  diabetics  to  use 
a fasting  blood  sugar  as  a guide  in  mea- 
suring your  insulin  dose,  as  well  as  pre- 
scribing the  diet.  Now  Dr.  Bohan  will 
go  into  detail  as  to  the  significance  of 
blood  sugars  after  a meal  in  helping  to 
guide  your  diabetic  therapy. 

Significance  of  Post-Prandial 
Blood  Sugar 

Dr.  Bohan : As  Dr.  Gerber  has  said,  we 
often  diagnose  diabetes  too  late.  One  of 
the  quicker  ways  to  diagnose  it  is  by  us- 
ing the  post-prandial  blood  sugar.  This 
sugar  is  taken  at  an  interval  after  a meal : 
we  usually  take  it  two  hours,  it  can  be 
taken  at  other  times,  but  that  seems  to  be 
about  the  best  time. 

A review  of  the  literature  concerning 
blood  sugar  tells  us  that  very  little  atten- 
tion was  paid  to  the  blood  sugar  taken 
after  meals  until  Sindoni  called  attention 
to  the  preference  of  the  blood  sugar  over 
urine  sugar  in  diabetic  control.  Sindoni 
and  Gerber  examined  35  cases  at  the 
Philadelphia  General  in  1939,  and  found 
the  post-prandial  blood  sugar  one-half  to 
three  hours  after  the  meal  did  not  exceed 
the  fasting  sugar  level,  that  is,  the  top 
rating  of  120  milligrams.  Orent-Keiles 
and  Hallman  in  Washington  did  some 
similar  studies  in  1949  and  verified  these 
findings.  In  1951  Ackerman  and  I ana- 
lysed a series  of  cases  at  the  Du  Pont 
Company  and  obtained  the  same  results. 

Despite  this  work,  there  are  many  quo- 


tations in  scientific  textbooks  and  papers 
about  the  post-cibal  values  of  the  blood 
sugar.  There  seems  to  be  a great  lack  of 
uniformity  throughout  the  country  on 
what  it  should  be,  despite  the  work  that 
already  has  been  done.  Some  writers,  in- 
cluding Joslin,  quote  different  values  in 
the  same  book.  Joslin,  on  one  page  quotes 
a rise  to  160  milligrams  after  a meal,  and, 
on  another  page  says  that  percentage 
drops  to  normal  within  approximately 
two  hours,  but  does  not  exceed  140.  If 
it  rises  to  170  sugar  appears  in  the  urine. 
The  blood  sugar  in  normal  people,  accord- 
ing to  Joslin,  usually  reaches  its  greatest 
height  about  half  an  hour  after  a meal. 

John,  Kolmer,  Yater,  Duncan,  Root, 
White,  Marble  all  have  different  ideas 
concerning  the  height  of  the  sugar  after 
a meal  in  the  normal  person.  Readings 
quoted  by  the  American  Diabetic  Asso- 
ciation are  also  high.  In  the  proceedings 
of  that  Association  in  1948,  it  was  resolved 
upon  recommendation  of  an  advisory  com- 
mittee of  physicians,  that  the  consistent 
one-hour  post-prandial  venous  blood  su- 
gar of  170  mgms.  per  cent  or  above  plus 
glycosuria  were  considered  to  be  indica- 
tive of  diabetes.  John  says  that  in  the 
normal  person  following  each  meal  there 
is  a rise  in  the  blood  sugar  level  . . . “This 
rise  is  not  very  high,  does  not  last  long, 
from  one  to  two  hours  at  the  most,  usual- 
ly one  and  one  quarter  to  one  and  a half 
hours.  Thus  we  speak  of  a normal,  phy- 
siologic, post-prandial  hyperglycemia” 

Kolmer,  in  1943,  says  that  hypergly- 
cemia occurs  normally  after  a meal,  espe- 
cially after  the  ingestion  of  carbohydrates 
and  he  believes  that  blood  sugar  determi- 
nation should  be  made  after  a period  of 
at  least  five  hours  of  fasting,  or  prefer- 
ably, in  the  morning,  before  breakfast; 
and  there  are  similar  quotations  by  the 
men  whom  I have  already  mentioned. 

From  the  review  of  the  literature  on 
the  subject  and  this  study  of  Dr.  Sindoni’s 
and  the  others  mentioned,  it  is  concluded 
that  the  normal  blood  sugar,  post-pran- 
dially,  at  the  one  to  three  hour  level  is 
not  above  the  normal  range  of  fasting 
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SO-120  milligrams  per  100  cc.  There- 
fore, the  post-prandial  sugar  may  be  used 
at  this  level  of  diagnostic  distinction  be- 
tween diabetics  and  non-diabetics,  and 
this  has  been  adopted  by  many  clinics. 
A blood  sugar  over  120  milligrams  at  the 
two-hour  level,  which  is  the  usual  time 
it  is  taken,  justifies  a repeat  blood  sugar. 
There  is  always  the  possibility  of  some 
slight  laboratory  error,  and,  in  most  cases, 
a glucose  tolerance  test  should  be  done 
under  standard  conditions,  that  is,  high 
carbohydrate  diet,  preferably  300  grams 
carbohydrate  daily  for  three  days  preced- 
ing the  test.  That  is  very  important  in 
doing  any  glucose  tolerance  test. 

Since  the  survey  done  in  Oxford,  Mas- 
sachusetts, a few  years  ago  to  try  to  de- 
termine the  number  of  diabetics  in  the 
country,  it  was  estimated  that  there  are 
a million  undiscovered  diabetics.  Some 
more  diagnoses  could  be  made  by  using 
the  post-prandial  sugar  routinely  instead 
of  the  fasting  sugar.  It  has  been  careful- 
ly estimated  that  11%  are  missed  by  using 
the  fasting  sugar. 

I have  here  a chart  of  a glucose  toler- 
ance test  done  a few  weeks  ago.  There  is 
a post-prandial  sugar  of  126  milligrams 
in  an  obese  person.  Of  course,  the  obe- 
sity could  have  justified  a glucose  toler- 
ance anyway.  We  did  the  test  just  on  a 
hunch  that  the  126  might  not  be  normal. 
It  was  pretty  close  to  the  borderline,  but 
here  is  the  glucose  tolerance:  118  fast- 

ing, 155  first  specimen,  186  second  speci- 
men, 184,  the  third : sugar  one  plus  in 

the  urine  on  all  specimens  except  in  the 
fasting,  where  there  is  a trace. 

After  making  the  diagnosis  of  hyper- 
glycemia an  effort  should  be  made  to  iden- 
tify the  type  of  diabetes.  I don’t  think 
we’re  conscious  enough  of  the  different 
types  of  diabetes  and  the  help  that  the 
post-prandial  blood  sugar  will  give  in 
leading  us  into  the  diagnosis  of  these  dif- 
ferent types.  There  are  many  types  of 
cases,  but  I think  the  best  classification 
is  physiologic  in  scope,  and  is  made  ac- 
cording to  the  insulin  content  in  the  human 


body,  which  deficiency  may  be  absolute 
or  relative : 

(1)  Hereditary  deficiency  of  the  beta 
cells  of  the  pancreas. 

(2)  Destructions  of  the  beta  cells  by: 

(a)  Pharmacologic  agents,  e.  g.,  alloxan, 

(b)  Disease  of  chronic  pancreatitis  or  tu- 
mor of  that  organ. 

(We  can  usually  say  “Well,  the  patient 
has  diabetes,’’  but  we  must  think  “That 
patient  might  have  a carcinoma  of  the 
pancreas.’’) 

(3)  Exhaustion  of  the  beta  cell  ac- 

tivity because  of  an  excessive  demand  for 
insulin : e.g.,  the  obese  type  of  diabetes. 

(4)  Deficiency  of  insulin  precursors, 
as  glutathione.  Perhaps  some  of  the 
amino  acids  may  be  deficient  in  the  diet 
or  the  synthesis  may  be  faulty,  and  the 
patient  may  not  be  manufacturing  enough 
insulin  in  the  pancreas  from  the  deficiency 
of  elements  that  make  up  insulin. 

(5)  Extra-pancreatic  causes  may  be 
due  to  antagonism  to  insulin  from  its 
mates  in  the  glandular  system,  the  an- 
terior pituitary,  adrenal  cortex,  thyroid 
gland,  or  to  the  peripheral  inactivation 
of  insulin  with  failure  of  the  proper  end- 
organ  response. 

The  post-prandial  blood  sugar  is  also 
used  by  the  Philadelphia  General  Hospital 
group  in  treatment.  Dr.  Sindoni  and  his 
group  believe  that  the  fasting  sugar  taken 
8 to  12  hours  after  a meal  (that  is,  after 
a night’s  rest)  gives  no  information  of  the 
metabolizing  power  of  the  patient’s  insulin 
and  carbohydrates  mechanism.  There- 
fore, they  have  adopted  a diabetic  2-hour 
post-prandial  standard  of  170-220  mgms. 
per  100  cc.  This  is  in  the  average  insulin- 
treated  patient,  not  in  the  non-insulin 
treated  patient.  The  height  of  the  latter 
patient’s  sugar  is  no  problem  before  or 
after  meals. 

The  insulin-treated  diabetic  has  to  be 
kept  at  a sugar  level  compatible  with  his 
well  being  with  this  method  of  treatment. 
If  he  excretes  excess  sugar  in  the  urine  at 
this  level  of  post-prandial  sugar  it  is  dis- 
regarded so  long  as  the  patient  is  in  good 
physical  condition  objectively  and  sub- 
jectively. This  method  of  treatment  still 
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does  not  place  the  Sindoni  school  of 
thought  in  the  same  category  as  the  Tol- 
stoi method  of  treatment.  I think  that 
is  important  to  bring  out  because  it  looks 
like  a loose  method  of  treating  diabetes, 
but  it  is  not  because  the  170-220  level 
post-prandial  isn’t  too  far  from  the  older 
method  of  control  by  observation  of  fast- 
ing sugars. 

Tolstoi  completely  disregards  the  fast- 
ing sugar,  post-prandial,  or  urinalysis,  so 
long  as  the  patient  is  free  of  symptoms. 
He  disregards  the  urine  sugar  and  watches 
only  for  acetonuria,  or  acidosis  in  any 
form.  In  his  book  “Living  with  Diabetes” 
he  says  “Since  there  is  no  evidence  that 
a high  blood  sugar  contributes  to  infec- 
tion, that  it  produces  acid  intoxication, 
or  is  a cause  of  hardening  in  the  arteries, 
why  worry  about  the  blood  sugar  or  sugar 
in  the  urine?  Is  it  worth  all  the  trouble 
of  weighing  or  measuring  diets  and  going 
through  all  sorts  of  tests  and  calculations 
to  avoid  high  sugar  when  there’s  no  evi- 
dence of  damage  to  the  diabetic  treated 
with  insulin.” 

Of  course,  this  free  method  of  treat- 
ment would  be  seriously  contested  by  the 
Joslin  school  which  believes  that  the  blood 
sugar  should  be  kept  as  low  as  possible, 
in  their  opinion,  probably  to  avoid  dam- 
age to  the  arterial  system.  I am  quoting 
the  Tolstoi  and  Joslin  schools  of  thought 
to  show  you  the  two  extremes. 

It  is  my  belief  that  the  Tolstoi  and 
Joslin  schools  are  at  the  extremes  of  the 
rainbow,  and  that  the  ideal  colors  for  the 
diabetic  standard  lie  in  between  the  two : 
perhaps  in  the  compatible  hyperglycemia 
school  of  thought  of  our  moderator.  Dr. 
Sindoni,  and  his  staff  at  the  Philadelphia 
General  Hospital. 
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Dr.  Sindoni:  Since  the  advent  of  in- 

sulin, our  mortality  seems  to  be  increased 
as  far  as  vascular  deaths  are  concsrned. 
I know  in  our  wards  we  find  diabetic  gan- 
grene very  much  on  the  increase.  We  have 
not  solved  that  problem:  we  have  not 

been  able  to  decrease  our  vascular  deaths 


in  diabetes.  I include  the  coronary  and 
gangrene  cases  when  I say  “vascular” 
deaths. 

Dr.  Dorothy  Macy,  of  the  staff  of 
Women’s  Medical  College  in  Philadelphia, 
will  discuss  for  us  now  the  degenerative 
vascular  changes  commonly  associated 
with  diabetes  mellitus. 

Vascular  Disease  in  Diabetes 
Mellitus 

Dr.  Macy:  Cardiovascular-renal  dis- 

ease is  now  the  leading  cause  of  death  in 
diabetes  mellitus.  It  accounts  for  75.9% 
of  deaths  in  diabetics,  and  of  these  73.6% 
are  classified  as  “arteriosclerotic.”^  Un- 
der this  heading  are  included  coronary 
atherosclerosis  (35.8%),  diabetic  nephro- 
pathy (9.3%),  with  total  renal  vascular 
causes  of  death  (13'/),  cerebral  arteri- 
osclerosis (12.7%),  gangrene  (1.1%)  and 
“arteriosclerosis,  site  unassigned”  (1.4%  ) . 
The  remaining  0.3'/c  of  deaths  from  car- 
diovascular-renal disease  are  classified  as 
due  to  “other  circulatory  and  rheumatic 
heart  disease.” 

The  incidence  of  degenerative  vascular 
changes  in  diabetics  is  greater  than  mor- 
tality figures  indicate,  since  such  changes 
are  usually  present  to  some  degree  even 
though  they  may  not  be  the  leading  cause 
of  death.  The  incidence  of  degenerative 
vascular  changes  in  diabetics  is  greater 
than  that  in  the  general  population : ar- 

teriosclerosis obliterans  is  eleven  times 
more  common  in  diabetics,-  and  eighty 
times  more  common  in  diabetic  than  non- 
diabetic woman  gangrene  is  forty  times 
more  frequent  in  diabetic  than  in  non- 
diabetic women  over  the  age  of  fifty  years. 
Also,  on  the  average,  arteriosclerosis  ob- 
literans occurs  a decade  earlier  in  the 
diabetic  male  and  two  decades  earlier  in 
the  diabetic  female  than  in  their  non- 
diabetic counterparts.  Severe  renal  ar- 
teriolosclerosis  is  one  hundred  times  more 
frequent  in  diabetics  than  in  non-dia- 
betics,and  there  is  an  increased  inci- 
dence of  coronary  atherosclerosis  in  dia- 
betics with  4'%  of  male  and  14%  of  female 
diabetic  deaths  due  to  thrombosis. 

There  is  no  manifestation  of  vascular 
disease  unique  to  diabetes.  Diabetes 
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alone  is  not  the  only  factor  predisposing 
to  vascular  disease  in  the  diabetic.  From 
the  age  of  thirty-one  years  on,  79-89%  of 
newly  discovered  diabetics  are  overweight. 
Obesity  predisposes  to  hypertension — 
systolic  hypertension  is  almost  three  times, 
and  diastolic  hypertension  four  and  one- 
half  times,  as  frequent  in  obese  as  in 
undernourished  men;  systolic  and  dias- 
tolic hypertension  are  six  times  as  fre- 
quent in  obese  as  in  undernourished 
women. ^ Gangrene  and  coronary  throm- 
bosis are  three  times  more  common  in 
hypertensive  than  in  normotensive  sub- 
jects.^ 

The  recent  work  of  Barach  and  Lowy 
on  serum  S ^ ^2-20  lipoproteins®  has  shown 
these  to  be  elevated  in:  1.)  33%  of  male 

and  43%  of  female  diabetics;  2.)  40%  of 
overweight  diabetics  (the  presence,  not 
the  degree,  of  obesity  was  the  factor 
here)  ; 3.)  41%  of  hypertensive  diabetics; 
and  4.)  45%  of  diabetics  with  roentgen 
evidence  of  peripheral  arteriosclerosis. 
They  also  found  that  elevated  serum 
lipoproteins  were  correlated  with  dura- 
tion of  diabetes : with  a duration  of  0-5 

years,  the  incidence  was  29%  ; after  6-10 
years,  the  incidence  was  38%  ; after  11-15 
years,  the  incidence  was  44%.  Without 
a detailed  description  of  their  criteria  for 
diabetic  control,  they  state  that  the  inci- 
dence of  elevated  serum  S * lipopro 
teins  was  31%  in  patients  with  “good 
control,”  40%  in  patients  with  “fair  con- 
trol,” and  49%  in  those  with  “poor  con- 
trol.” Relative  to  diabetic  control,  it  is 
essential  to  bear  in  mind  that  this  term 
usually  signifies  the  presence  or  absence 
of  hyperglycemia  and  glycosuria,  which, 
per  se,  are  not  directly  related  to  the  in- 
cidence of  degenerative  vascular  disease  in 
diabetics*^'  Keiding  et  aP  found  no  cor- 
relation in  young  diabetics  between  serum 
g f 12-20  lipoproteins  and  duration  of  dia- 
betes up  to  25  years,  but  the  same  trend 
demonstrated  by  Barach  and  Lowy  in  re- 
lation to  diabetic  control.  Correlation  of 
elevated  serum  lipoproteins  with 

the  presence  of  nephropathy  was  better, 
and  it  was  best  with  retinitis.  Along  these 
lines  it  is  interesting  to  note  that  the  fat- 


tolerance  test  (rise  in  serum  esterified 
fatty  acids  after  a fat  meal)  in  the  dia- 
betic yields  a curve  which  deviates  from 
normal  in  a manner  generally  similar  to 
the  deviation  of  the  glucose  tolerance 
test.*^* 

While  the  inference  may  be  drawn  that 
a disturbance  in  serum  S * lipoproteins 
exists  in  diabetes,  as  well  as  in  obesity, 
hypertension,  coronary  atherosclerosis 
and  arteriosclerosis  obliterans,  the  dis- 
turbance does  not  quantitatively  parallel 
the  occurrence  of  degenerative  vascular 
disease,  as  it  should  were  it  the  specific 
etiologic  factor.  The  most  one  can  say  is 
that  the  patient  with  such  a disturbance 
is  more  prone  to  develop  these  changes, 
and  that  serum  S paral- 

lel the  changes  better  than  any  other  sin- 
gle biochemical  change  of  which  we  are 
at  present  aware. 

Is  a disturbance  in  fat  metabolism  an 
inherent  part  of  the  metabolic  pattern  of 
diabetes  mellitus?  The  answer  to  that 
question  can  now  be  given  in  the  affirma- 
tive.^ By  use  of  labelled  glucose,  it 
has  been  shown  that  there  is  a six-fold 
defect  in  lipogenesis  by  diabetic  rat-liver 
slices.  Correction  of  that  defect  is  in- 
complete with  addition  of  insulin,  but 
complete  when  certain  products  (in  this 
instance,  pyruvate)  of  normal  carbohy- 
drate metabolism  are  added  with  insulin. 
In  alloxan  diabetic  liver  slices  synthesis 
of  long-chain  fatty  acids  from  acetate 
(2  carbon)  and  octoanate  (8  carbon)  can- 
not be  restored  to  normal  by  insulin  alone. 
The  conclusion  was  drawn  from  these  data 
that  “the  transfer  of  energy  required  for 
fat  synthesis  is  derived  mainly  from  a 
coupled  reaction  involving  the  simultan- 
eous oxidation  of  some  normal  carbohy- 
drate intermediate.”  The  same  diabetic 
liver  slices  could  still  synthesize  choles- 
terol, however,  and  the  authors  pointed 
out  that  in  diabetes  with  the  reduction  of 
normal  fat  synthesis  from  2-carbon  frag- 
ments, such  fragments  are  then  more  free- 
ly diverted  to  the  pathways  of  ketone  and 
cholesterol  formation.  Thus,  normal  car- 
bohydrate metabolism  is  demonstrably  an 
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essential  condition  for  normal  fat  meta- 
bolism. 

The  juxtaposition  of  the  facts  on  lipo- 
gfenesis  in  diabetic  liver  slices  with  the 
observations  on  serum  lipoproteins  and 
the  post-mortem  incidence  of  degenera- 
tive vascular  disease  in  the  diabetic  is 
provocative,  and  more  informative  than  a 
continued  preoccupation  with  hypergly- 
cemia per  se.  The  latter  has  become  rea- 
sonably controllable  with  the  introduction 
of  insulin  preparations  of  varying  dura- 
tion and  intensity  of  action — and  control 
of  hyperglycemia  has  not  resulted  in  con- 
trol of  vascular  degenerative  disease.  This 
very  fact  should  forewarn  us,  in  view  of 
the  interrelationship  between  insulin  and 
fat  metabolism,  that  at  least  that  portion 
of  deranged  fat  metabolism  which  is  amen- 
able to  correction  by  insulin  also  is  not 
the  specific  cause  of  degenerative  vascular 
disease. 

Does  this  have  any  practical  applica- 
tion? Hyperlipemia  is  largely  indepen- 
dent of  fat  ingestion’"’^'  and  low  choles- 
terol or  low  animal  fat  diets  have  not  been 
a successful  answer  to  its  occurrence. 
There  is  a predisposing  factor  as  yet  un- 
identified which  is  far  more  important  in 
the  etiology  of  hyperlipemia  than  is 
exogenous  fat  intake.  How^ever,  there  is 
no  question  that  excessive  fat  intake,  and 
excessive  alimentation,  aggravate  degen- 
erative vascular  lipemia,  and  that  hyper- 
lipemia when  present  aggravates  degen- 
erative vascular  disease.  Therefore,  it 
seems  advisable  and  dietetically  reason- 
able to  avoid  both  excessive  fat  intake 
(over  100  grams  of  fat  daily)  and  exces- 
sive caloric  intake  (excess  calories  must 
be  converted  to  fat  for  storage ; when  lipo- 
genesis  is  depressed,  excess  calories  favor 
ketone  and  cholesterol  formation). 

There  is  no  known  specific  therapy  for 
the  prevention  or  dissolution  of  degenera- 
tive vascular  disease  be  it  retinal,  cerebral, 
coronary,  renal,  or  peripheral.  Intra- 
venous heparin,  in  100  mg.  doses  daily, 
is  being  tried  by  Engelberg  et  al.‘-  in 
glomerulosclerosis,  because  it  reduces 
large  lipoprotein  molecules  to  smaller 
molecules  of  more  normal  type ; the  inves- 


tigators hope  to  delay  the  progress  of  the 
disease  thereby.  That  work  awaits  con- 
firmation. Rutin  and  ascorbic  acid,  tes- 
tosterone, and  vitamin  E for  retinopathy 
have  all  been  found  ineffectual.  Sympto- 
matic pharmacologic  treatment  of  vaso- 
spasm, which  is  usually  present  in  the  col- 
lateral branches  of  vessels  undergoing 
active  degenerative  changes,  is  of  value 
and  should  be  employed.  Glyceryl  trini- 
trate, Priscoline,  Roniacol  tartrate,  and 
autonomic  ganglionic  blocking  agents  are 
all  effective  to  some  extent.  The  advisa- 
bility of  sympathectomy  for  arteriosclero- 
sis oblitei’ans  in  the  diabetic  is  open  to 
question  — Murray  feels  that  it  may,  in 
the  diabetic,  precipitate  gangrene ; Root 
feels  that  it  may  predispose  to  subsequent 
phlebothrombosis.  * 
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The  Electrolyte  Approach  in 
Treatment  of  Diabetes 
Dr.  Neubauer:  May  I impress  upon 

you  the  seriousness  of  proper  management 
of  this  complication  of  diabetes.  Until 
the  measurement  of  sodium  and  potassium 
by  the  Flame  photometer,  it  was  not  un- 
common to  have  a patient  in  acidosis  and 
coma  who  was  treated  for  12-14  hours 
with  normal  saline,  glucose,  insulin,  and 
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other  recognized  therapy  who  responded 
well  until  the  clinician  would  turn  his 
back,  and  the  patient  would  die  suddenly. 
There  was  no  explanation  of  this  until 
potassium  determinations  were  readily 
and  rapidly  available,  and  it  is  now  known 
that  many  of  these  deaths  were  prevent- 
able, and  due  to  potassium  depletion. 

Potassium  has  received  considerable  at- 
tention in  the  literature  in  the  manage- 
ment of  acidosis  and  coma,  and  I think 
everyone  is  aware  of  the  fact  that  it  has 
a definite  place  in  therapy.  I want  to 
speak  to  you  about  potassium  lastly  this 
evening,  because  the  problem  of  proper 
fluid  therapy  is  necessary  before  potas- 
sium administration  is  given.  We  accept 
too  routinely  the  fact  that  when  we  see 
a patient  in  acidosis  and  coma  we  imme- 
diately begin  to  order  insulin,  which  is 
undisputably  beneficial,  and  the  one  most 
important  thing  we  can  do,  but  then  the 
next  part  of  the  routine  is  the  administra- 
tion of  normal  saline,  or  perhaps  we  switch 
to  glucose  and  water,  or  glucose  and  sa- 
line, depending  upon  which  school  of 
thought  you  follow. 

There  is,  however,  a more  physiological 
and  practical  approach  to  the  problem. 
We  refer  to  acidosis  and  coma,  but  one  of 
the  prominent  features  of  this  diabetic 
state  is  dehydration.  How  frequently  do 
we  think  of  the  severity  of  the  dehydra- 
tion? It  is  not  generally  realized  that  any 
time  you  put  an  isotonic  sodium  chloride 
solution  into  a patient’s  body  the  volume 
of  distribution  becomes  part  of  the  extra- 
cellular fluid  or  fluid  outside  the  cells,  and, 
therefore,  you  do  not  readily  furnish  body 
water.  One  very  important  factor  in  the 
treatment  of  dehydration  is  water.  Since 
we  can’t  give  sterile  water  intravenously, 
which  would  produce  hemolysis,  and  be- 
cause a number  of  people  do  not  believe 
in  using  glucose  and  water  initially,  I 
want  to  propose  to  you  tonight  the  recent 
trend  of  the  use  of  hypotonic  saline  solu- 
tions. 

We  can  break  down  dehydration  into 
two  groups.  First,  there  is  the  pure  water 
deficit,  of  which  a typical  example  is  a 
patient  who,  on  a hot  day  limits  fluid  in- 


take for  a period  of  24  hours  or  so.  Then 
there  is  the  extracellular  electrolyte  deple- 
tion, and  the  pure  example  of  that  is  an 
Addisonian  crisis  where  there  is  a renal 
loss  of  body  fluid  in  isotonic  concentration. 
The  commonest  group  we  encounter,  how- 
ever, is  a combined  water  and  electrolyte 
deficit.  In  the  management  of  acidosis 
and  coma  we  have  already  mentioned  that 
normal  saline  does  not  readily  provide 
body  water.  So  one  may  say  “Well,  I’ve 
seen  cases  for  15  to  20  years,  and  they’ve 
all  done  beautifully.”  However,  this  holds 
true  only  if  the  patient  has  good  kidney 
function  and  can  excrete  the  sodium  chlo- 
ride leaving  water  behind  from  the  iso- 
tonic solution,  then  the  water  part  of  the 
dehydration  may  be  overcome. 

Now  the  need  for  sodium  and  chloride 
in  the  management  of  acidosis  and  coma 
is  three-fold:  (1)  The  volume  of  the 

extracellular  fluid  must  be  expanded,  and 
one  can’t  expand  it  with  water  alone.  It 
must  be  expanded  with  the  components 
that  are  normally  there.  (2)  There  must 
be  enough  sodium  available  so  that  base 
is  present  for  the  CO,  combining  power 
to  expand  upon,  as  the  patient  responds 
to  therapy,  and  (3)  In  order  to  get  an 
adequate  urinary  output,  enough  sodium 
must  be  available  because  one  cannot  ex- 
crete urine  without  sodium  in  it. 

An  important  consideration  in  the 
choice  of  a fluid  is  “Will  it  meet  all  the 
necessary  criteria?”  We  propose  half- 
normal saline.  There  we  give  adequate 
sodium  and  chloride,  but  we  also  give  ade- 
quate water  simultaneously.  It  is  a ques- 
tion of  how  much  base  is  lost  in  acidosis 
and  coma,  and  I think  that  that  can  be 
readily  observed  clinically  and  from  the 
history.  If  a patient  goes  rapidly  into 
coma  precipitated  by  an  infection,  and 
this  is  perhaps  a 12-hour  onset,  there  is 
very  little  loss  of  total  body  base,  and, 
therefore,  more  water  than  base  would  be 
needed.  If  it  becomes  a long  case,  e.g., 
a period  of  weeks,  and  the  kidneys’  ability 
to  manufacture  ammonia  is  working  at 
top  speed,  then  body  base  has  to  be  drawn 
upon  to  excrete  the  acid  radicals.  There 
is  then  a significant  depletion  of  body 
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base.  As  to  water  loss,  most  of  that  is 
urinary,  which  is  referred  to  as  an  “os- 
motic diuresis,”  because,  as  the  concen- 
tration of  glucose  is  elevated,  the  diuresis 
increases.  Vomiting  may  be  a complica- 
tion, and  there  is  continuous  loss  through 
the  skin  and  lungs. 

At  the  1953  Atlantic  City  meeting  of 
the  Society  of  Clinical  Investigation,  there 
was  almost  unanimous  agreement  that 
half  normal  sodium  chloride,  that  is,  half 
water  and  half  sodium  chloride  was  the 
solution  of  choice,  and  an  interesting  side- 
light is  the  addition  of  carbohydrate  to 
this  fluid.  Fructose  seems  to  be  the  one 
of  choice.  It  has  been  shown  that  fructose 
is  beneflcial,  and  that  this  carbohydrate 
decreases  the  ketosis  without  elevating  the 
blood  glucose  or  the  urinary  glucose  and 
supplies  a rapidly  available  source  of  car- 
bohydrate to  restore  the  negative  balance 
from  the  body  cells. 

Here  I would  like  to  mention  a word 
about  potassium.  Potassium  must  never 
be  given  in  acidosis  and  coma  until  certain 
criteria  are  established,  that  is,  there  must 
be  a stable  circulation  and  an  adequate 
flow  of  urine.  As  the  patient  goes  into 
acidosis  and  coma  the  kidney  function 
falls  to  low  levels  because  of  dehydration. 
These  people  are  breaking  down  body  tis- 
sue, liberating  glycogen  as  glucose,  and 
liberating  nitrogen.  Then  potassium  passes 
into  the  extracellular  fluid,  a good  ex- 
ample of  this  being  the  fluid  which  sur- 
rounds the  heart.  Because  this  medium 
is  contracted,  the  potassium  concentration 
is  elevated,  and  cases  of  sudden  death  can 
occur  from  endogenous  breakdown. 

Potassium  should  be  used,  but  it  is  not 
usually  necessary  until  the  acidosis  or 
coma  has  been  present  for  six  to  eight 
hours.  Its  need  may  be  ascertained  by 
clinical  observation,  laboratory  tests,  the 
electrocardiograph,  plus  the  requisites  of 
stable  circulation  and  adequate  urinary 
output. 


INDICATIONS  FOR  HYSTERECTOMY" 

Charles  B.  Marek,  M.  D.,** 
Baltimore,  Md. 

Almost  everyone,  at  one  time  or  an- 
other, experiences  some  difficulty  in  ar- 
riving at  a decision  as  to  whether  a cer- 
tain uterus  should  or  should  not  be  re- 
moved. Unfortunately  many  surgeons 
operate  on  symptoms  without  pathology, 
or  conversely,  on  minimal  pathology  with- 
out symptoms.  This,  of  course,  should  be 
condemned  and  in  order  to  form  a work- 
ing basis  from  which  one  can  come  to  a 
definite  conclusion  without  much  argu- 
ment, I will  undertake  to  discuss  the  in- 
dications for  hysterectomy  by  dividing 
them  into  four  rather  distinct  categories. 

As  a rule,  gynecological  surgery  is  per- 
haps considered  to  be  the  simplest  and 
most  gratifying  of  all  major  surgery  done 
today.  Therefore,  practically  every  sur- 
geon considers  himself  an  expert  gyne- 
cologist regardless  of  his  knowledge  of 
endocrinology.  Somehow,  this  does  not 
seem  right  to  me  or  to  the  thousands  of 
women  who  are  subjected  to  unnecessary 
female  operations  each  year.  Women  are 
human  beings  and  should  be  treated  as 
such;  the  mere  presence  of  a womb  and 
the  possibility  of  a fee  are  not  legitimate 
indications  for  hysterectomy.  That  many 
surgeons  are  unfamiliar  with  the  physi- 
ology of  the  reproductive  organs  is  born 
out  by  the  number  of  appendectomies  and 
right  oophorectomies  done  in  young  girls 
every  year.  Some  surgeons,  when  view- 
ing the  right  ovary  through  an  appendec- 
tomy incision  and  seeing  the  many  small 
cysts  scattered  over  the  ovary,  just  can’t 
resist  the  temptation  of  extirpating  this 
poor  innocent  organ  despite  the  fact  that 
every  well  trained  gynecologist  knows 
fully  well  that  these  cysts  are  physiological 
in  nature  and  entirely  harmless. 

I have  no  axe  to  grind  with  those  who 
conscientiously  and  scientifically  consider 
each  case  on  its  own  merits  and  act  ac- 
cordingly. On  the  other  hand,  almost 
any  pathologist  will  tell  you  confidentially 

♦Lecture  before  the  Department  of  Obstetrics  and 
Gynecology,  St.  Francis  Hospital,  Wilmington,  November 
15,  1953. 

♦•Associate  in  Gynecology,  University  of  Maryland. 
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that  he  has  a very  difficult  time  finding 
some  excuse  for  many  of  the  hysterectom- 
ies which  are  done  daily  in  hospitals  all 
over  the  country.  The  lowering  of  the 
death  rate  makes  the  operation  available 
in  a number  of  situations  where  formerly 
its  risk  would  have  been  a contra-indica- 
tion. The  result  is  a great  increase  in  the 
number  of  hysterectomies  with  a propor- 
tionate increase  in  the  number  of  good  and 
bad  results.  The  bad  results  have  provok- 
ed considerable  discussion.  Miller  studied 
a series  of  cases  done  in  ten  different  hos- 
pitals in  ten  different  communities,  both 
large  and  small,  in  the  midwestern  states. 
In  17.4%  of  patients  having  hysterectomy, 
the  diagnosis  was  not  confirmed,  but  the 
operation  was  considered  justifiable.  In 
33.1%  of  patients,  there  was  either  no 
disease  or  else  disease  contra-indicating 
hysterectomy.  There  has  been  and  always 
will  be  considerable  discussion  about  the 
indications  for  hysterectomy. 

It  has  been  said  that  a gynecologist  is 
not  a gynecologist  unless  he  is  skilled  in  the 
performance  of  vaginal  hysterectomy.  It 
should  also  be  added  that  he  is  not  a gyne- 
cologist until  he  has  ceased  to  perform 
unnecessary  hysterectomies,  for  this  oper- 
ation has  become  nearly  as  overdone  as 
the  operation  of  T.  & A.  and  appendec- 
tomy. 

Before  any  operation,  one  should  ask 
himself  these  questions : 

1 —  Will  this  operation  definitely  or  al- 
most certainly  help  this  patient? 

2 —  Will  the  help  be  of  a lasting  nature? 

3 —  Is  there  some  lesser  procedure  in- 
volving less  risk,  trauma  and  ex- 
pense which  might  serve  the  ulti- 
mate purpose  just  as  well? 

All  of  the  above  questions  certainly  ap- 
ply when  one  considers  removal  of  the 
womb.  To  a woman,  the  womb  is  not 
only  a functioning  organ,  it  is  one  of  the 
chief  symbols  of  femininity.  She  is  con- 
stantly reminded  of  this  by  the  recurring 
menstrual  periods  and  by  the  womb’s  im- 
portant part  in  reproduction.  The  endo- 
crine role  of  the  womb  has  not  been  prov- 
en or  disprove!!  but  there  may  be  some 
important  pituitary  ovarian  uterine  syner- 


gism. Therefore,  one  must  consider  and 
weigh  the  necessity  of  hysterectomy  in 
each  individual  case  against  the  possible 
far-reaching  psychologic  and  endocrino- 
logic  results  it  may  bring.  Let  us  remem- 
ber this  before  we  urge  a patient  to  have 
her  womb  removed  on  a flimsy  uncertain 
basis.  Often  these  patients  haunt  the 
surgeons,  the  psychiatrist  or  some  other 
physician  for  many  years  afterward. 

Bearing  the  foregoing  in  mind,  I be- 
lieve each  case  should  be  subjected  to  the 
following  analysis : 

1 —  Severity  of  disease. 

2 —  Severity  of  symptoms  and  mental 
stability  of  patient. 

3 —  Age  of  patient. 

4 —  Parity  and  desire  for  pregnancy. 

5 —  Operability  and  operative  risk. 

Applying  these  questions,  we  might 

briefly  discuss  some  of  the  more  common 
maladies  for  which  hysterectomies  are 
done. 

The  indications  for  hysterectomy  have 
been  divided  into  four  groups:  (I)  Abso- 
lute; (II)  Relative;  (III)  Borderline ; and 
(IV)  Questionable, 

I — Absolute  Indications. 

A — Benign  absolute  indications. 

1 — Fibromyoma  uteri  which  serves  as 
a true  indication  under  special  con- 
ditions. These  include  severe 
uterine  bleeding,  necrosis,  torsion, 
pelvic  pressure  symptoms  and 
pain.  If  the  patient  qualifies  un- 
der the  above  conditions,  the  in- 
dication is  absolute  and  hysterec- 
tomy should  usually  be  preceded 
by  diagnostic  curettage  to  rule  out 
malignancy.  Since  this  is  perhaps 
the  most  common  pathologic  en- 
tity treated  by  hysterectomy,  let 
us  consider  it  in  some  detail, 
a — Severity  of  the  disease  Myoma 
uteri  cannot  be  called  a serious 
disease  per  se.  Many  women  have 
one  or  more  uterine  myomas  for 
years  and  never  know  it.  They  are 
found  at  autopsy  in  about  one  out 
of  five  women,  and  the  fact  that  a 
few  small  symptomless  nodules  are 
felt  in  the  uterus  is  no  legitimate 
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indication  for  hysterectomy.  iMalig- 
nant  degeneration  is  rare.  Sar- 
coma of  the  uterus  which  of  course 
almost  always  arises  in  a myoma 
accounts  for  only  three  to  four  per 
cent  of  all  uterine  malignancies. 
Any  rapid  increase  in  size  should 
make  one  suspicious  of  possible 
malignant  changes, 
b — Severity  of  symptoms.  This 
seems  to  be  one  of  the  most  im- 
l)ortant  considerations,  particu- 
larly in  the  thirty  to  forty  age 
group. 

1 —  Is  the  bleeding  severe,  constant 
or  often  recurring? 

2 —  Is  the  pressure  on  the  bladder 
or  rectum  interfering  with  the 
normal  functions  of  these  organs? 

0 —  Is  there  considerable  back  pain 
or  dysmenorrhea  which  can  not  be 
controlled  adequately  by  minor 
treatments  or  medicines? 

4 —  Is  the  patient  generally  inca- 
pacitated to  carry  out  normal  du- 
ties at  home  or  at  her  place  of  em- 
ployment? 

5 —  Are  there  episodes  of  acute  pain 
consistent  with  torsion  of  the 
pedicle? 

6 —  What  is  the  mental  stability  of 
the  patient? 

7 —  Are  many  of  her  complaints  on 
a psychosomatic  basis? 

c — Age-Myomectomy  is  prefer- 
able if  at  all  possible  in  the  young- 
er age  group.  In  the  older  age 
group  of  forty  to  forty-five  yeai's, 
expectant  treatment  often  is  indi- 
cated because  it  is  a well  known 
fact  that  myomas  usually  regress 
in  size  or  may  even  disappear  dur- 
ing and  after  the  menopause, 
d — Parity  and  desire  for  pregnan- 
cy. To  me,  these  are  very  impor- 
tant considerations. 

1 —  Is  the  patient  married? 

2 —  Does  she  expect  to  be  married? 

3 —  Does  she  have  or  want  children? 

4 —  Is  the  patient  willing  to  put  up 
with  the  symptoms  a while  longer 


in  the  hope  of  conceiving  and  bear- 
ing children? 

5 — Would  myomectomy  suffice  and 
thus  leave  the  woman  her  child 
bearing  function? 
e — Operability  and  operative  risk. 

1 —  Does  the  patient  have  an  asso- 
ciated disease  which  might  be  ag- 
gravated by  hysterectomy? 

2 —  Would  intra-uterine  radium  or 
external  irradiation  be  less  danger- 
ous and  at  the  same  time  accom- 
plish adequate  relief  after  diagnos- 
tic curettage  to  rule  out  cancer  and 
feel  the  contour  of  the  endometrial 
cavity? 

2 —  Adenomyosis,  which  is  frequently 
an  incidental  pathologic  finding  but 
may  sometimes  be  diagnosed  by  care- 
ful clinical  history,  serves  as  a good 
reason  for  removal  of  the  uterus.  The 
patients  are  usually  in  their  late  thir- 
ties or  early  forties  before  symptoms 
occur  and  a hysterectomy  is  a justifi- 
able procedure,  the  fate  of  the  ovaries 
being  decided  on  the  basis  of  such  fac- 
tors as  age  of  patient  and  the  presence 
of  ovarian  or  generalized  pelvic  endo- 
metriosis. 

3 —  Tuberculosis  of  the  endometrium, 
cervix  or  otherwise  limited  genital  in- 
fection can  best  be  treated  by  complete 
excision  of  the  disease.  In  tubal  in- 
fection, sterility  is  the  rule  since  the 
disease  is  usually  bilateral  and  removal 
of  both  tubes  is  usually  done.  There  is 
some  difference  of  opinion  as  to  the 
advisability  of  removing  the  uterus. 
In  view  of  the  impossibility  of  preg- 
nancy and  the  frequency  of  endome- 
trial involvement,  it  is  usually  wiser 
to  perform  hysterectomy  than  to  trust 
to  the  endometrium  to  throw  off  the 
tuberculous  disease.  One  or  even  both 
ovaries  can  usually  be  conserved  un- 
less they  too  are  involved. 

B Malignant  absolute  indications  for 
hysterectomy. 

1 — Adenocarcinoma  of  the  uterine  fun- 
dus is  treated  by  total  hysterectomy 
alone  or  in  combination  with  radiation 
therapy.  Even  though  there  may  be 
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some  discussion  as  to  the  hows  and 
whens  of  the  surgery  or  radiation, 
there  can  be  no  doubt  that  total  hyster- 
ectomy is  the  operative  procedure  of 
choice  and  demand,  and  is  our  sound- 
est reason  for  it.  Exception  to  the 
rule  of  surgery  for  final  cure  of  fun- 
dal  adenocarcinoma  may  be  found  in 
surgically  poor  risk  candidates  such 
as  the  very  aged,  very  obese,  diabetic 
and  cardiac  patients. 

2 —  Sarcoma — of  the  uterus  in  general, 
but  this  disease  is  somewhat  more  dif- 
ficult to  diagnose  pre-operatively  as  it 
is  usually  an  incidental  clinical  or 
microscopic  occurrence,  included  with 
uterine  fibroid  specimen.  These  sar- 
comata, however,  may  sometimes  be 
diagnosed  by  biopsy  of  extruded  sarco- 
matous tissue  from  the  cervix. 

3 —  Carcinomata  of  the  fallopian  tubes 
and  ovaries  demand  in  their  surgical 
treatment  that  hysterectomy  be  done 
because  of  the  theoretical  and  actual 
dangers  of  extensions  through  the 
uterine  lymphatic  system.  Hysterec- 
tomy, therefore,  should  be  done,  if  to- 
tal removal  of  these  types  of  carcinoma 
is  deemed  as  a cure  of  the  disease. 

4 —  The  metastatic  extensions  from 
other  pelvic  organs,  namely,  the  blad- 
der and  rectum,  which  have  actually 
or  potentially  invaded  the  uterus, 
serve  as  sound  indications  for  hyster- 
ectomy. It  may  occasionally  be  in 
order,  also,  to  facilitate  removal  of 
other  pelvic  carcinomata,  even  though 
actual  invasion  has  not  occurred. 

C — Obstetrical  absolute  indications 
for  hysterectomy. 

1 — The  highly  malignant  chorionepi- 
thelioma,  limited  to  the  uterus  and  ad- 
nexa, serves  as  the  malignant  cause 
for  hysterectomy  in  this  group.  For 
that  matter,  even  in  the  presence  of 
vaginal  or  vulvar  metastasis,  operation 
is  not  necessarily  contra-indicated,  in 
view  of  the  occasional  degression  of 
such  metastases.  It  may  be  suggested 
that  roentgenism  be  used  preopera- 
tively  in  an  effort  to  arrest  somewhat 
the  rapid  growth  of  this  highly  malig- 


nant tumor  before  undertaking  ab- 
dominal surgery. 

2 —  The  Porro  type  section,  with  its 
associated  high  mortality,  is  becoming 
less  of  a necessity  with  more  moderate 
supportive  therapies,  namely,  transfu- 
sions, sulfa  and  penicillin  medication. 
The  extraperitoneal  section  and  even 
laparotrachelotomy  may  be  used  in 
preference  to  a Porro  section.  How- 
ever, the  grossly  contaminated  preg- 
nant uterus  is  still  sometimes  best 
treated  by  section  hysterectomy. 

3 —  Uterine  apoplexy  with  Couvalaire 
uterus  which  does  not  resond  to  stimu- 
lation and  oxytoxics  may  demand  hys- 
terectomy on  the  basis  of  actual  uter- 
ine necrosis  and  extensive  extravasa- 
tion of  blood  into  the  myometrium. 
However,  one  finds  that  even  uteri 
which  at  first  may  appear  damaged 
beyond  repair  will  recover  rapidly 
when  enveloped  in  hot  towels,  and  far 
fewer  wombs  are  being  sacrificed  now 
than  were  in  former  years. 

4 —  Placental  accreta  with  placental  in- 
vasion of  the  myometrium  due  to  an 
inadequacy  of  the  decidua  is  probably 
best  treated  by  abdominal  hysterec- 
tomy. In  the  management  of  this 
serious  complication,  blood  should  be 
available  for  transfusion  and  the  pa- 
tient should  be  in  the  operative  de- 
livery room  before  any  attempt  is 
made  to  remove  the  adherent  placenta. 
If  it  is  completely  attached  to  the 
uterus,  no  forceful  efforts  at  separa- 
tion should  be  carried  out.  Likewise, 
if  the  placenta  is  partially  separated 
and  cannot  be  removed  completely  be- 
cause of  densely  adherent  areas,  the 
safest  method  of  treatment  is  tem- 
porary packing  of  the  uterus  followed 
immediately  by  hysterectomy. 

5 —  Rupture  of  the  pregnant  uterus 
with  fragmented  necrotic  margins  and 
potential  infection  does  not  always 
lend  itself  well  to  simple  suturing  and 
occasionally  demands  hysterectomy  for 
cure  of  the  disorder.  Especially  if 
the  patient  has  had  her  quota  of  chil- 
dren, the  decision  in  favor  of  hysterec- 
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tomy  is  arrived  at  much  more  readily. 

6 —  Chronic  inversion  of  the  uterus 
which  has  not  responded  to  other  lines 
of  treatment  fall  easily  into  indica- 
tions for  a hysterectomy.  Needless  to 
say,  manual  replacement  of  the  uterus 
with  firm  packing  of  the  fundus  and 
vagina  should  first  be  tried  in  all 
cases. 

7 —  Cervical  tears  with  hematoma  of 
broad  ligament.  Occasionally,  the  tear 
extends  into  the  lower  uterus  segment 
rupturing  the  uterine  vessels  in  this 
area.  This  laceration  cannot  be  seen 
or  reached  for  repair  from  below  since 
it  extends  beyond  the  attachment  of 
the  vagina.  Even  though  the  wound  is 
repaired  vaginally,  the  uterine  ves- 
sels continue  to  bleed  supravaginally 
into  either  broad  ligament,  and  hema- 
tomas as  large  as  small  watermelons 
can  develop  in  a relatively  short  time. 
While  it  is  quite  possible  to  repair  the 
laceration  by  opening  the  broad  liga- 
ment, far  more  frequently,  it  is  more 
expedient  to  remove  the  uterus. 

II — Relative  Indications. 

A — Fibroid  tumors  of  the  uterus  which 
show  no  associated  fundal  malignancy, 
abnormal  uterine  bleeding,  torsion, 
pressure  symptoms  or  pelvic  pain  may 
grow  to  considerable  size  over  a period 
of  years  without  offering  absolute 
indication  for  their  removal  Many 
of  these  cases  can  be  intelligent- 
ly followed  by  repeated  pelvic  exami- 
nations and  possible  diagnostic  curet- 
tage. If  the  fibroid  uterus  shows  none 
of  the  qualifications  listed  under  ab- 
solute indications  and  if  the  total  size 
of  the  tumor  is  not  larger  than  a three 
to  four  months  pregnancy,  the  indica- 
tion for  hysterectomy  is  slightly  less 
strong  and  is  of  a relative  nature. 

B — Endometriosis  is  a disease  of  the 
child-bearing  age.  Therefore,  conser- 
vation of  this  function  is  of  prime  im- 
l)ortance  and  hysterectomy  is  seldom 
indicated.  If  symptoms  and  progres- 
sion of  the  disease  warrant  laparotomy, 
one  may  be  able  to  dissect  out  the  of- 
fending cysts  and  adhesions  and  pre- 


serve the  patient  her  child-bearing 
function.  Oftentimes,  it  is  advisable 
to  remove  only  the  involved  adnexa  in 
unilateral  cysts  and  in  the  majority, 
there  is  no  recurrence  of  endometrio- 
sis. It  should,  however,  be  remember- 
ed that  continued  growth  and  develop- 
ment of  the  aberrant  endometrium  de- 
pends upon  stimulation  by  the  ovarian 
hormones.  So  when  endometriosis  is 
encountered  in  a woman  who  is  ap- 
proaching the  menopausal  age  and  who 
has  already  had  all  the  children  she 
desires,  it  is  probable  that  most  sur- 
geons would  be  more  inclined  to  re- 
move the  ovaries,  combined  of  course, 
with  hysterectomy. 

C — Prolapse  of  the  uterus,  particularly 
the  third  degree  type  and  in  elderly 
women,  can  likely  best  be  treated  by 
vaginal  hysterectomy.  The  first  and 
second  degree  procidentia  of  the  uter- 
us may,  however,  be  more  properly 
cured  by  fascial  plastic  vaginal  sur- 
gery, such  as  Manchester  operation, 
than  by  vaginal  hysterectomy. 

D — In  conjunction  with  bilateral  oopho- 
rectomy, if  it  becomes  necessary  in  the 
course  of  pelvic  surgery  to  remove  both 
ovaries  for  bilateral  cystic  or  other 
diseases  of  the  ovaries,  it  is  likely 
preferred  that  a hysterectomy  be  also 
done  in  order  to  avoid  future  possi- 
bilities of  malposition  and  tumor  in 
an  organ  which  has  lost  its  menstrual 
and  reproductive  functions  by  bilateral 
oophorectomy. 

E — Ovarian  tumors  in  women  at  the 
menopause — At  times,  it  is  extremely 
difficult  to  determine  grossly  if  a par- 
ticular cyst  is  benign  or  malignant, 
so  if  there  is  ever  any  doubt,  hyster- 
ectomy along  with  removal  of  the  op- 
posite ovary  would  be  more  prudent. 

F — Controversial  uteri — Once  in  a while, 
one  will  see  a uterus  where  no  two 
pathologists  will  agree  on  the  diagno- 
sis, some  feeling  that  the  endometrium 
has  undergone  early  malignant 
changes,  while  others  hold  that  the 
lesion  is  merely  an  exaggerated  pro- 
liferative phase.  We  have  not  arrived 
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at  the  ultimate  solution  of  this  ques- 
tion, and  I doubt  if  we  ever  will.  I 
think  there  always  will  be  differences 
of  opinion  about  some  of  these  cases. 
Most  everyone  removes  some  of  these 
uteri  just  as  well  as  I do,  and  I believe 
it  is  the  safe  thing  to  do  but  the  possi- 
bility of  going  overboard  on  this  is 
always  a real  danger.  The  late  Dr. 
Halban’s  often  quoted  quotation  “Nicht 
carcinoma  aber  besser  aus”  would 
serve  best  to  illustrate  one’s  feeling. 
Even  if  one  were  not  certain  that  the 
lesion  was  malignant,  it  would  fulfill 
so  many  of  the  criteria  that  one  would 
be  afraid  not  to  remove  it. 

Ill — Borderline  Indications. 

A — Questionable  carcinoma  in  situ — 
best  followed  by  repeat  biopsies  and 
close  repeat  examinations.  Since  this 
is  a slowly  progressive  disease,  at  times 
taking  as  long  as  ten  years  before  be- 
coming invasive,  one  need  not  be  in 
any  particular  hurry  to  remove  what 
otherwise  may  be  a normal  uterus. 
Particularly,  if  the  patient  is  still  in 
the  childbearing  age,  which  most  of 
them  are  and  if  she  is  still  desirous  of 
children,  should  one  be  especially  cau- 
tious in  establishing  a proper  diag- 
nosis. 

B — Functional  uterine  bleeding — The 
patient  with  severe  menometrorrhagia 
on  the  basis  of  hyperplasia  of  the  en- 
dometrium who  has  reached  the  age  of 
forty  years  or  more  and  has  failed  to 
respond  to  other  methods  of  treatment 
becomes  a candidate  for  possible  hys- 
terectomy. The  decision  is  only  reach- 
ed after  curettement,  low  doses  of 
desiccated  thyroid,  substitutional  glan- 
dular therapy  and  possibly  radiation 
therapy  have  failed  to  give  a cure.  The 
hyperplasia  carries  some  potential 
metaplasia  and  actual  adenocarcinoma 
dangers  in  the  menopause  group  and 
thus  the  indication  for  hysterectomy 
is  strengthened.  In  intractable  bleed- 
ing in  young  women,  hysterectomy 
represents  surrender  on  the  part  of 
the  physician  to  the  demands  of  the 
patient  and  her  relatives  to  do  some- 


thing to  stop  the  bleeding.  This  type 
of  case  can  be  most  trying  to  the  gyne- 
cologist’s patience  and  judgment.  Hor- 
monal therapy  with  Stilbestrol,  Nat- 
ural Estrogens  or  Progesterone  often 
produce  satisfactory  results  and  if 
necessary,  may  be  used  to  advantage 
after  diagnostic  dilatation  and  curet- 
tage. Some  men  have  advocated  the 
use  of  low  dosage  irradiation  but  with 
the  possibility  of  far  reaching  eifects 
of  this  treatment,  it  should  be  used 
only  if  castration  is  desired,  and  then 
of  course,  larger  doses  should  be  di-. 
rected  to  the  pelvis. 

C — Fibrosis  uteri  and  seedling  fibroids 
jointly  are  true  borderline  indications 
for  hysterectomy  because  neither  of- 
fer much  in  the  way  of  complications 
or  difficulties  to  the  patient.  Fibrosis 
uteri  slowly  becomes  a pathologic  side- 
pocket  and  the  diagnosis  is  returned  to 
the  surgeon  by  the  pathologist  chief- 
ly because  no  sound  reason  for  hyster- 
ectomy can  be  found. 

D — The  Wertheim  operation  for  squa- 
mous cell  carcinoma  of  the  cervix  is 
being  popularized,  and  in  usual  hands, 
I would  consider  the  use  of  roentgen 
ray  and  radium  for  carcinoma  of  the 
cervix  superior  to  any  type  of  hyster- 
ectomy. The  Wertheim  type  of  hys- 
terectomy is  extremely  difficult  and 
should  only  be  done  by  an  operator 
with  years  of  experience,  and  then  on 
only  a relatively  few  selected  cases  of 
carcinoma  of  the  cervix.  The  salvage 
from  this  disease  really  remains  best 
with  adequate  roentgenism  and  radium 
treatments. 

E — The  pelvic  cripples  who  suffer  from 
chronic  tubo-avarian  inflammation 
with  reinfection  and  reactivation  may 
occasionally  become  candidates  for 
pelvic  surgery.  These  cases,  however,, 
are  by  the  large  majority  best  treated 
by  medical  therapies  which  include 
diathermy,  Elliot  treatments,  foreign 
protein  injection  or  possible  short 
courses  of  sulfa  drugs  or  penicillin. 
The  temptation  to  clean  out  the  pelvis 
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is  often  stron^^  and  must  be  guarded 
against. 

Acute  pelvic  inflammatory  disease  is 
seldom,  if  ever,  an  indication  for  pelvic 
surgery  because  chemotherapy  or  anti- 
biotics often  cause  complete  resolution 
under  specific  therapy.  If  surgery  be- 
comes necessary  and  the  tubo-ovarian 
disease  is  extensive  and  bilateral, 
hysterectomy  may  become  indicated 
because  of  the  inclusion  of  the  uterus 
in  the  inflammatory  process  and  the 
associated  menometrorrhagia  so  com- 
monly found  with  pelvic  inflammatory 
disease. 

F — Uterine  polyps  and  endometrial  fi- 
broids with  broad  pedicles  which  can- 
not be  twisted  free  or  clinically  deem- 
ed too  dangerous  for  twisting  are  best 
treated  by  hysterectomy.  It  should  be 
emphasized  that  removal  of  uterine 
polyps  be  accompanied  by  curettage  to 
rule  out  malignant  changes  which  com- 
monly occur  in  the  pedicle  of  the  polyp. 

G — Symptomatic  relief — Blood  dyscras- 
ias  or  systemic  or  endocrine  dysfunc- 
tions which  produce  uncontrollable 
uterine  bleeding  may  occasionally 
prompt  extirpation  of  the  uterus.  An 
example  of  this  is  a patient  with  idio- 
pathic thrombocytopenic  purpura  who 
is  continually  anemic  from  vaginal 
bleeding.  The  patient  is  not  cured  of 
her  basic  disease  but  at  least  the  main 
bloodletting  route  is  silenced  and  thus 
possibly  her  life  is  prolonged,  giving 
her  further  chances  for  a cure. 

IV — Questionable  Indications. 

A — Diffuse  varicose  veins  in  the  broad 
ligaments  may  need  hysterectomy  plus 
ligation  for  cure  in  a certain  few  se- 
lect cases. 

B — The  very  rare  case  of  dysmenorrhea 
which  has  not  been  cured  by  medical 
therapies  and  vaginal  uterine  proce- 
dures may  become  a candidate  for  pre- 
sacral  sympathectomy  and  even  more 
rarely  a hysterectomy.  This  would 
truly  be  a borderline  indication  as 
would  be  a hysterectomy  for  retrodis- 
placement  or  sterilization  without  as- 


sociated disease  indicating  the  pro- 
cedure. 

C — Endocervicitis — In  the  absence  of  a 
lesion  in  the  corpus,  it  is  difficult  to 
reconcile  oneself  to  the  idea  that 
hysterectomy  plays  any  part  in  the 
management  of  cervicitis.  Cauteriza- 
tion, conization,  and  if  necessary,  am- 
putation are  readily  available  and 
simple  measures. 

D — Idiopathic  pelvic  pain — This  is  usual- 
ly psychosomatic  in  nature  and  rarely, 
if  ever,  relieved  by  the  removal  of  a 
normal  uterus  unless  this  organ 
should  be  the  seat  of  her  anxiety  neu- 
rosis, such  as  fear  of  pregnancy,  etc. 
However,  this  type  of  pain  responds 
far  more  readily  to  psychotherapy, 
sedation,  pelvic  diathermy,  etc.  Even 
presacral  sympathectomy  rarely  cures 
this  syndrome,  since  one  must  first 
treat  the  mind  before  healing  the  body. 

E — Cystocele  and  rectocele  in  young 
women.  Vaginal  hysterectomy  should 
never  play  any  part  in  the  repair  of 
cystocele  and  rectocele  in  women  un- 
der thirty-five  years  of  age.  These 
cases  all  respond  well  to  anterior  and 
posterior  repair  along  the  lines  of  the 
Manchester  technique  but  without  am- 
putation of  the  cervix  for  obvious  rea- 
sons. Very  frequently,  the  patient  de- 
livers subsequently  from  below  with 
very  little  trauma  to  her  operative  site. 

F — Ectopic  pregnancy.  Rarely  should 
there  ever  be  need  for  removing  the 
uterus  except  possibly  following  rup- 
ture of  an  interstitial  pregnancy  with 
massive  hemorrhage.  Usually  the 
tube  harbors  the  pregnancy  and  most 
often  it  is  only  necessary  to  sacrifice 
this  organ,  though  at  times,  it  also  be- 
comes incumbent  to  remove  the  adja- 
cent ovary. 

In  closing,  may  I again  repeat : most 
gynecological  surgery  is  easy,  let  us  also 
take  it  easy  on  our  patients. 
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Out  in  the  Open 

When  we  came  to  Delaware  just  forty 
years  ago  we  found  here  some  fee-split- 
ting, more  than  was  good  for  the  profes- 
sion and  for  the  public.  We  regard  fee- 
splitting as  the  most  damnable  practice 
imaginable ; it  is  nothing  more  or  less  than 
the  purchase  and  sale  of  sick  people ! 

Due  primarily  to  the  influence  of  the 
American  College  of  Surgeons  this  per- 
nicious practice  was  gradually  eliminated 


rials  + 


here,  and  for  the  last  20-25  years  we  have 
not  heard  of  any  fee-splitting  in  this  state, 
a status  which  we  feel  sure  will  continue 
ad  infinitum. 

But  in  some  other  states  it  has  persisted 
and  the  College  is  now  cracking  down  on 
these  areas,  as  witness  the  following  story 
from  the  Baltimore  Sun  of  May  3,  1954: 

Cleveland,  May  2 — The  American  College 

of  Surgeons  today  told  its  Iowa  Fellows  to  prove 
they  do  not  split  fees  or  be  expelled  from  the 
organization. 

The  College  is  composed  of  19,000  surgical 
specialists  throughout  the  nation. 

Its  Board  of  Regents  voted  that  the  group’s 
more  than  200  Fellows  from  Iowa  be  required 
to  submit  their  financial  records  to  audit  by 
certified  public  accountants  to  prove  there  was 
no  fee-splitting.  Any  member  refusing  to  submit 
to  an  audit  would  be  given  an  opportunity  to 
resign,  or  be  ousted  from  the  organization. 

Predicts  Action 

The  action  was  taken  on  the  request  of  a small 
group  of  Iowa  members. 

Dr.  Evarts  Graham,  of  St.  Louis,  chairman  of 
the  Board,  predicted  similar  action  would  be 
taken  in  other  states  and  “spread  like  a grass 
fire”  in  ridding  the  nation  of  the  practice. 

He  defined  fee-splitting  as  “any  form  of  in- 
ducement (taken  by  a physician)  to  refer  a pa- 
tient to  a surgeon.”  He  added  that  when  fee- 
splitting is  practiced,  usually  one-third  to  one- 
half  of  the  surgeon’s  fee  goes  to  the  general 
practitioner  or  referring  doctor. 

In  most  cases,  he  said,  the  referring  doctor 
does  not  inform  the  patient  of  his  part  of  the  fee. 

The  College,  in  a statement  announcing  the 
policy,  said  that  “Iowa  has  been  a long  time 
trouble  spot  on  the  question  of  fee-splitting.” 

At  a meeting  of  the  Iowa  Medical  Society  in 
Des  Moines  last  week,  sixteen  Iowa  Fellows  of 
the  College  voted  to  ask  the  Board  to  take  action 
requiring  Iowa  members  to  submit  tbeir  financial 
records  to  C.P.A.  scrutiny. 

L’envoi : Caveat  emptor ! 
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Gamma  Globulin  Supply  For  Physicians 

The  Federal  Office  of  Defense  Mobiliza- 
tion will  continue  to  control  the  distribu- 
tion of  G.G.  in  1954. 

(1)  for  Measles  a)ul  Infectious  Hepa- 
titis: 

G.G.  may  be  secured  from  the  regular 
sources  as  follows  on  the  signature  of  a 
licensed  physician : 

a.  Kent  General  Hospital 

b.  Sussex  County  Health  Unit 

c.  Wilmington  General  Hospital 

d.  State  Police  Station,  Georgetown 
(4:30  p.m. — 8:30  a.m.  daily  and  all 
Saturdays,  Sundays  and  holidays) 

The  G.G.  you  receive  for  Measles  and 
Infectious  Hepatitis  may  be  labelled  “Polio 
Immune  Globulin”  or  “Immune  Globulin.” 
These  substances  are  identical  and  may 
be  used  interchangeably. 

(2)  for  Polioniiielitis: 

G.G.  will  not  be  used  on  family  or  in- 
timate contacts  of  cases,  inasmuch  as  such 
use  has  proven  of  no  avail. 

All  Polio  G.G.  will  be  distributed  by 
the  State  Health  Officer  for  use  when  in- 
dicated in  outbreaks  of  Polio  in  Camps, 
Institutions,  etc. 


OBITUARY 

Richard  C.  Beebe,  M.  D. 

Ur.  Richard  C.  Beebe,  a past  president 
of  the  Medical  Society  of  Delaware  and 
past  commander  of  the  Delaware  Ameri- 
can Legion,  died  on  April  9,  1954,  in  the 
Beebe  Hospital  which,  with  his  brother. 
Dr.  James  Beebe,  he  founded  in  1916. 

In  failing  health  for  the  past  two  years, 
he  had  been  a hospital  patient  since  early 
February,  and  had  been  critically  ill  for 
the  past  month. 

Dr.  Beebe  was  born  in  Lewes  in  1890, 
the  son  of  the  late  Richard  and  Temper- 
ance Jane  Megee  Beebe.  He  was  graduated 
from  Lewes  High  School  and,  in  1913, 
received  his  medical  degree  from  the  Jef- 
ferson Medical  College,  Philadelphia. 

When  World  War  I began  for  the  United 
States,  he  joined  the  American  Expedi- 


tionary Forces,  serving  as  captain  with 
the  Pennsylvania  medical  unit  at  base  hos- 
pital No.  10  in  France,  and  on  the  staff 
of  the  surgeon  general.  He  was  elected 
to  the  American  College  of  Surgeons  in 
1928. 

He  was  instrumental  in  founding  sev- 
eral lower  Delaware  posts  of  the  American 
Legion,  including  the  Sussex  Post,  Hen- 
lopen,  and  Lewes  Post  No.  17,  and  in  1937 
was  a delegate  to  the  Anierican  Legion 
convention  held  in  Paris. 

He  was  a charter  member  and  past 
president  of  the  Lewes  Rotary  Club,  a 
charter  member  of  the  Rehoboth  Country 
Club,  a member  of  the  board  of  directors 
cf  the  Sussex  Trust  Company,  and  a mem- 
ber of  the  Lewes  and  Rehoboth  Building 
and  Loan  Association.  He  belonged  to 
Jefferson  Lodge,  A.  F.  and  A.  M.,  of  Lewes. 

In  May,  1952,  he  and  his  brother  were 
honored  at  the  annual  commencement 
exercises  of  the  hospital’s  school  of  nurs- 
ing, and  portraits  of  the  two  physicians 
were  presented  to  the  hospital  as  a gift  of 
friends. 

In  addition  to  his  brother,  survivors  in- 
clude : his  wife,  Mrs.  Edna  Thompson 

Beebe;  three  daughters,  Mrs.  R.  Edward 
Moore,  Jr.,  and  Mrs.  Harry  F.  Frazier, 
of  Lewes,  and  Mrs.  George  Roth  of  De- 
troit, Mich. ; two  sisters,  Mrs.  G.  Herbert 
Orton,  Sr.,  and  Miss  Anna  Beebe,  of 
Lewes ; and  seven  grandchildren. 

Funeral  services  were  held  on  April 
13th  in  the  Atkins  Funeral  Home,  Lewes, 
the  Rev.  A.  Edw'ard  Dougherty,  pastor 
of  the  Bethel  Methodist  Church,  officiat- 
ing. Members  of  the  Lewes  Post  of  the 
American  Legion  provided  an  honor 
guard.  Interment  was  in  the  Lewes 
Methodist  Cemetery. 


No  drug  having  been  thus  far  found  in 
the  treatment  of  tuberculosis  which  kills 
all  tubercle  bacilli,  the  objectives  of  drug 
treatment  in  this  disease  still  fall  short 
of  the  eradication  of  all  infecting  organ- 
isms. William  B.  Tucker,  M.D.,  Annals 
of  Internal  Med.,  Nov.,  1953. 
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Ulcerative  Colitis 


Smoothage  and  Bulk  in  Correcting  Constipation 

To  initiate  the  normal  defecation  reflex, 

the  ‘‘^smoothage’’'’  and  bulk  of  Metamucil®  provide 

the  needed  gentle  rectal  distention. 


Once  the  habit  of  constipation  has  been  estab- 
lished, due  to  any  of  a large  number  of  causes,  it 
becomes  a major  problem.  Self-medication  with 
irritant  or  chemical  laxatives,  or  repeated  enemas, 
usually  causes  a decreased,  sluggish  defecation 
reflex  and  may  result  in  its  complete  loss. 

Rectal  distention  is  a vital  factor  in  initiating 
the  normal  defecation  reflex,  and  sufficient  bulk 
is  thus  of  obvious  importance  in  restoring  this 
reflex.  Metamucil  provides  this  bulk  in  the  form 
of  a smooth,  nonirritating,  soft,  hydrophilic  col- 
loid which  gently  distends  the  rectum  and  initiates 
the  desire  to  evacuate.  Metamucil  demands  ex- 
tra fluid,  imparting  even  greater  smoothage  to 
the  intestinal  contents. 

It  is  indicated  in  chronic  constipation  of 
various  types — including  distal  colon  stasis  of  the 


“irritable  colon”  syndrome,  the  atonic  colon  fol- 
lowing abdominal  operations,  repressions  of  def- 
ecation after  anorectal  surgery  and  in  special  con- 
ditions such  as  the  management  of  a permanent 
ileostomy.  Metamucil  is  the  highly  refined  mucil- 
loid  of  Plantago  ovata  (50%),  a seed  of  the  psyl- 
lium group,  combined  with  dextrose  (50%)  as  a 
dispersing  agent. 

The  average  adult  dose  is  one  rounded  tea- 
spoonful of  Metamucil  powder  in  a glass  of  cool 
water,  milk  or  fruit  juice,  followed  by  an  addi- 
tional glass  of  fluid  if  indicated. 

Metamucil  is  supplied  in  containers  of  4,  8 and 
16  ounces.  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association.  G.  D.  Searle  & Co.,  Research 
in  the  Service  of  Medicine. 
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In  Viewing  the  VA  Medical  Program  . . . 
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The  U.  S.  veteran  population  now  includes  about  40% 
of  all  adult  males.  Under  existing  legislation,  the 
federal  government  is  obliged  to  provide  "free"  medi- 
col  care  for  many  of  these  veterans,  if  they  request  it. 
The  medical  profession  questions  the  soundness  of 
providing  medical  care  ot  federal  expense  to  veterans 
with  non-service-connected  disabilities.  It  is  likely  that 
by  1975  the  U.  S.  will  truly  be  a "nation  of  veterans." 
If  the  VA  medical  program  continues  to  occept 
responsibility  for  the  care  of  veterans  with  service- 
connected  and  non-service-connected  disabilities  alike 
it  is  difficult  to  see  how  a complete  federal  health 
program  can  be  avoided. 


In  Viewing  the  VA  Medical  Progrom  . . . 


The  medical  profession  fully  endorses  and  supports 
the  medical  program  of  the  Veterans  Administration 
through  which  veterans  receive  medical  care  and 
hospitalization  without  cost  for  illnesses  or  injuries 
incurred  as  a result  of  military  service  (left).  It  is  felt, 
however,  that  the  federal  government  should  not 
assume  the  responsibility  for  the  medical  care  of 
veterans  whose  disabilities  are  incurred  in  civilian  life 
and  which  have  no  relationship  to  their  military 


HEARING  is  their  business! 

Audiphone  Company 
1411  Land  Title  Building 
1406  Chestnut  Street 

Philadelphia,  Pennsylvania  Tel:  Rittenhouse  6-8966 

Audiphone  Company 
Delaware  Trust  Arcade 
Wilmington,  Delaware 

Audiphone  Company 
205  West  Saratoga  Street 
Baltimore,  Maryland  Tel:  Mulberry  5-0495 


audivox 


TRADE-MARK 

Western  E/ectric 


hearing  aid  division 


service. 
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pedigree 

Only  a flawless  pedigree  — a long  and  illus- 
trious ancestry  of  purebreds  — can  produce 
a champion  show  dog. 

Only  audivox  in  the  hearing  aid  field  can  trace  an  an- 
cestry that  includes  both  Western  Electric  and  Bell  Tel- 
ephone Laboratories,  audivox  lineage  springs  from 
the  pioneer  experiments  of  Dr.  Alexander  Graham  Bell, 
v.'hich  were  furthered  by  the  development  of  the  hearing 
aid  at  Bell  Telephone  Laboratories,  brought  to  fruition 
by  Western  Electric  and  audivox  engineers. 

Pedigreed  in  its  field,  audivox  successor  to  Western 
Electric  Hearing  Aid  Division,  brings  the  boon  of  better 
hearing,  and  its  enrichment  of  living,  to  thousands.  With 
the  magical  modern  transistor,  with  scientific  hearing 
measurement  and  scientific  instrument-fitting,  serviced 
by  a nation-wide  network  of  professionally-skilled  deal- 
ers, audivox  moves  forward  today  in  a proud  tradition. 


..JiMxM  

Successor  to  itksrem  Ekcnk 


Hearing  Aid  Division 


Alexander 

Graham 

Bell 


■ vox 


Audivox  new  all-transistor 
model  71  hearing  aid 


TO  THE  DOCTOR:  Send  your  patient  with  a hear- 
ing problem  to  a career  Audivox  and  Micronic 
dealer,  chosen  for  hit  interest,  integrity  and  abil- 
ity. There  it  such  an  Audivox  dealer  in  every 
major  city  from  coast  to  coast. 
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with  seborrheic  dermatitis 
of  the  scalp 


Hare  you  prescribed  Selsun  for  them  yet? 
Here  are  the  results  you  can  expect:  com- 
plete control  in  81  to  87  per  cent  of  all 
seborrheic  dermatitis  cases,  and  in  92  to 
95  per  cent  of  common  dandruff  cases. 
Selsun  keeps  the  scalp  scale-free  for  one  to 
four  weeA's— relieves  itching  and  burning 
after  only  two  or  three  applications. 

Selsun  is  applied  and  rinsed  out  while 
washing  the  hair.  It  takes  little  time,  no  com- 
plicated procedures  or  messy  ointments. 
Ethically  advertised  and  dispensed  only  on 
your  prescription.  In  0 0 -i-t- 

1-fluidounce  bottles.  (HijijDxt 


prescribe  . . . 


SULFIDE  Sus pension 


(Selenium  Sulfide,  Abbott) 
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SuftctdtCCMt 


WEST  CHESTER,  PA. 

m 


• A recognized  private  psychiatric  hos- 
pital for  the  treatment  of  all  nervous  and 
mental  illness,  including  alcoholism  and 
senility.  Complete  facilities  for  electro- 
shock therapy,  insulin  therapy,  physio- 
theraphy,  hydrotherapy  and  a well  organ- 
ized program  of  occupational  and  social 
theraphy  under  a certified  therapist. 
Referring  physicians  may^  retain  super- 


vision of  patients.  Located  on  a beautiful 
28-acre  tract  . . . buildings  are  well 
equipped  and  attractively  appointed. 
Capacity:  75  beds,  single  room  occupancyu 
Complete  information  upon  request. 

Apply — Superintendent 

DARLINGTON  SANITARIUM.  INC. 
WEST  CHESTER,  PENNSYLVANIA 

Telephone:  West  Chester  3120 
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PARKE 

^nitihitionai  ^upnii 


COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 
• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Philadelpliia  11,  Penna. 


ECKERD'S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 

900  Orange  Street  Manor  Park 

WILMINGTON,  DELAWARE 


Buy  Bonds  TODAY 

c 
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Phone:  LA  4-7695 


• Collected  for 
members 
of  the 
STATE 
MEDICAL 
SOCIETY 
230  W.  41st  ST. 
NEW  YORK 


FRAIM'S  DAIRIES 

Quaiiti^  2)ain^  j^roducti 
^ince  1900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Delaware  Phone  6-8225 


To  keep 

your  car  running 

Better  - Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 


Service 

Station 


owers 


• • • 


Geo.  Carson  Boyd 


at  2/6  lAdeit  lOtli  Street 

Phone:  4388 


JOHN  G.  MERKEL 
& SONS 


Pli  ijdiciani  — -.Jdoipita  / — 
cJdaLoratori^ — ^nvaiid  ^uppii 


PHONE  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


A Store  for  . . 

QuaLf  Winded 

WL  ^ee  OLft  Cc 


onictoiii 


LEIBOWITZ'S 

224-226  MARKET  STREET 
Wilmington,  Delaware 
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As  publishers  of  the  Dela- 
ware State  Medical  Journal,  we 
wish  to  call  attention  also  to  our 
other  printing  services  in  pro- 
ducing: 

Letterheads  and  business 
stationery 

Booklets  and  brochures 

House  organs  and  school 
publications 

Newspapers  and  tabloids 
in  black  and  color. 

One-time  carbon  office 
forms. 

Ruled  accounting  sheets 
Announcements 

In  Short:  Ail  types  of  commercial  printing 

STAR  PUBLISHING  COMPANY 

South  Justison  Street 
Wilmington  99,  Delaware 


Physicians'  and  Surgeons' 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Pro- 
tection, Avoids  Unpleasant  Situations 
By  Immediate  Thorough  Investigation 
And  Saves  You  The  High  Costs  Of 
Litigation. 

The  Only  Plan  If  hick  Is  Officially  Spon- 
sored By  Your  Local  Meilical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

S7  Years  of  Dependable  Service 
Phone  Wilmington  8-6471 

If  it's  insurable  we  can  insure  it 


HOMOGENIZED 
VITAMIN 
D f 
MILK  I 
builds  I 


strong  | 
bodies 
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ACCIDENT  • HOSPITAL  i>  SICKNESS 


INSURANCE 

For  Physicians,  Surgeons,  Dentists  Exclusively 


ALL 


PREMIUMS 
COME  FROM 


/ PHYSIC1ANS\ 
SUROEONS 
\ DENTISTS  J 


ALL 

CLAIMS^ 
GO  TO 


$5/000  accidental  death  Quarterly  $8.00 
$25  weekly  indemnity,  accident  and  sickness 


$10,000  accidental  death  Quarterly  $16.00 
$50  weekly  indemnity,  accident  and  sickness 


$15,000  accidental  death  Qua'terly  $24.00 
$75  weekly  indemnity,  accident  and  sickness 


$20,000  accidental  death  Quarterly  $32.00 
$100  weekly  indemnity,  accident  and  sickness 


COST  BAS  NEVER  EXCEEDED  AMOUNTS  SHOWN 


ALSO  HOSPITAL  INSURANCE 


Single 

Double 

Triple 

Quadruple 

60  days  in  Hospital  

....  5.00  per  day 

10.00  per  day 

15.00  per  day 

20.00  per  day 

30  days  of  Nurse  at  Home  

....  5.00  per  day 

10.00  per  day 

15.00  per  day 

20.00  per  day 

Laboratory  Fees  in  Hospital  

5.00 

10.00 

15.00 

20.00 

Operating  Room  in  Hospital  

10.00 

20.00 

3Q.00 

40.00 

Anesthetic  in  Hospital  

10.00 

20.00 

30.00 

40.00 

X-Ray  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Medicines  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Ambulance  to  or  from  Hospital  .... 

10.00 

20.00 

30.00 

40.00 

COSTS  (Quarterly) 

Adult  

2.50 

5.00 

7.50 

10.00 

Child  to  age  19  

1.50 

3.00 

4.50 

6.00 

Child  over  age  19  

2.50 

5.00 

7.50 

10.00 

$4,000,000.00  PHYSICIANS  CASUALTY  ASSOCIATION  $19,500,000.00 

INVESTED  ASSETS  PHYSICIANS  HEALTH  ASSOCIATION  paid  for  CLAIMS 

51  years  under  the  same  management 

400  First  National  Bonk  Building  Omaha  2,  Nebraska 

$200,000.00  deposited  with  State  of  Nebraska  for  protection  of  our  members 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

^61380  4 

6-1380  is  Brittingham's  unlisted  telephone  num- 
ber for  the  use  of  doctors  only  ....  Phone  your 
prescriptions  to  us  and  we  will  deliver  them  by 
fast  motorcycle  to  any  point  in  the  city  or  sub- 
urbs. . . . No  charge,  of  course! 

BRITTINGHAM'S 

PHARMACY 

Medical  Arts  Bldg.  Del.  Trust  Bldg. 
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Baynard  Optical 
Company 


Pi  •eseriptioii  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5th  and  Market  Sts. 
Wilmington,  Delaware 


tiM 

TAFTON,  PIKE  CO.,  PA. 

I Live  leisurely  on  shore  of  beautiful 
• *1^'  Mountain  Lake 

Centrally  heated  SKY  LAKE  LODGE 
75  Cozy  Individual  Cottages 

RIdiiiff.  sailing:,  fishing,  all  water  and  landsports. 
Complete  nigrhtly  entertainment.  Fameas  for  Food. 

Ideal  tor  HONEYMOONERS  (Special  Rates)  j 
FAMILIES  . . . All  Ages 

c'hurch  services  on  premises. 

Season  May  5-Oct.  20 
Write  for  Booklet  or 
Tel.  Hawley  4.596 


Enjoy  instant,  plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  hove  on  ample, 
reliable  supply  of  hot 
water!  With  on  Auto- 
matic Gas  Water  Heat- 
er in  your  Home,  you're 
sure  of  oil  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  house- 
_ hold  tasks,  bathing, 

cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 

DEUWAKFOWEHCUCHTCO. 


With  an  Automatic  Gas 

WATER  HEATER 
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accuracy  every  time 


BRAND 


for  detection  of  urine-sugar 


“Both  CUnitest  and  Benedict’s  qualitative  test  are 
completely  accurate  when  properly  performed.’’^ 


but 

“...there  are  fewer 
sources  of  error  with 
CUnitest.”^ 


and 


“The  routine  Benedict 
test. ..is  seldom  well 
performed  because  of 
the  difficulties  of  accu- 
rate measurement  of 
reagent  and  urine  and 
because  of  the  practical 
difficulties  of  uniform 
heating;  the  much  sim- 
pler and  more  readily 
standardized  tablet  test 
is  to  be  preferred... 


1.  Cook,  M.  H.;  Free,  A.  H.,  and  Giordano,  A.  S.:  Am.  J.  M.  Technol.  /9:283,  1953. 

2.  Gray,  C.  H„  and  Millar,  H.  R.;  Brit.  M.  J.  4824:1361  (June  20)  1953. 


Ames  Diagnostics- Adjuncts  in  clinical  management 


AMES 


COMPANY,  INC*  ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto 


DEXTRIrMALTOSE 


provide  important 
physiologic  safeguards 


SPARING  EFFECT  OF  ADDED 


CARBOHYDRATE  (DEXTRI  MALTOSE)  ON 
RENAL  WATER  REQUIREMENTS  * 


* Data  of  Pratt  & Snyderman  Pediatrics  U . 65.  1953 


Added  renal  safety.  When  the  effective 
carbohydrate,  Dextri-Maltose®,  is  added  to  cow's  milk 
formulas,  the  infant’s  water  requirements  are 
reduced.  This  provides  an  added  margin  of  safety 
against  dehydration.  In  addition,  the  load  on  the 
water  excretory  capacity  of  the  infant’s  immature 
kidneys  is  reduced. 

The  margin  of  renal  safety  is  especially  important 
since  various  stresses  and  handicaps  have  been 
shown  to  influence  the  infant’s  fluid  balance 
and  renal  capacity. 


Better  nitrogen  retention.  The  addition 
of  adequate  carbohydrate  (Dextri-Maltose)  to 
cow’s  milk  formulas  increases  the  infant’s  nitrogen 
retention  end  promotes  the  efficient  use  of  nitrogen 
for  growth,"  causing  a reduction  in  the  excretion  of 
urea  and  lightening  the  load  on  the  infant’s  kidneys. 

Ample  carbohydrate  is  provided  in  a milk  and  water 
mixture  by  inclusion  of  4 to  5%  of  Dextri-Maltose— 
or  1 tablespoonful  to  each  5 or  6 fluid  ounces 
of  formula. 


With  a record  of  forty-three  years  of  outstanding 
clinical  success,  no  other  carbohydrate  has  earned 
such  world-wide  acceptance  and  confidence  in  its 
constant  dependability  as  Dextri-Maltose. 


1.  Pratt  & Snyderman:  Pediatrics  11:  65,  1953;  2.  Calcagno  & Rubin: 
Pediatrics  (in  press);  3.  Calcagno,  Rubin  & Weintraub:  J.  Clin.  Investi- 
gation 33:  91,  1954;  4.  Cooke,  Pratt  & Darrow:  Yale  J.  Biol.  & Med. 
22:  227,  1950;  5.  Gamble:  J.  Pediat.  30:  488,  1947;  6.  Rappoport: 
Am.  J.  Dis.  Child.  74:  682,  1947. 


DEXTRI-MALTOSE 

the  carbohydrate  of  choice  for  infant  formulas 
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(Secobarbital  Sodium,  Lilly) 

rapid  action,  short  duration -patient  awakens  refreshed 


In  1/2,  3/4,  and  1 1/2-grain  pulvules 

ELI  LILLY  AND  COM  PA  NY  • INDIANAPOLIS  6.  INDIANA,  U.S.  A. 


provides ! 
relief  from! 
a wide  variety 

of  seasonal 
allergies 


BENADRYL  Hydrochloi 
(diphenhydramine  hydro- 
chloride, Parke-Davis) 
is  available  in  a variety  of 
— including  Kapseals,®  50 
each;  Capsules,  25  mg.  ea 
Elixir,  10  mg.  per  teaspoo 
and  Steri-Vials,®  10  mg.  p 


50  mg. 
each; 


o: 


ente] 


IC) 


'V 


B E NADRYL 


Patients  troubled  by  lacrimation,  nasal  discharge, 
and  sneezing  respond  to  BENADRYL  and  enjoy 
symptom-free  days  and  restful  nights. 


IV 
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To  caieHift  Mow  wtfiH 

^ou  ”No  Salt!’.’... 


r\^ 


— gives  a zestful  "salty"  flavor  to  the 
sodium-restricted  diet  — helps  to  keep  the  patient  on  the 
salt-free  regimen  by  making  meals  tasty. 


Neocurtasal  may  be  used  wherever  sodium  restriction  is  indicated  — 
it  is  completely  sodium-free.  May  be  used  like  ordinary  table  salt  — added 

to  foods  during  or  before  cooking  or  used  to  season  foods  at  the  table. 


WINTHROP 


supplied  in  2 oz.  shakers 
and  8 oz.  bottles. 


1.  Heller,  E.  M.:  The  Treotment  of  Essential 
Hypertension.  Canad.  Med.  Assn. 

Jour.,  61:293,  Sept.,  1949. 


Neocurtasal 

. . trustworthy  non-sodium  containing  salt  substitute"^ 
Write  for  pad  of  diet  sheets. 


WINTHROP-STEARNS  INC. 


Neocurtosal,  trademark  reg.  U.S.  & Canada 


NEW  YORK  18,N.Y.  • WINDSOR,  ONT. 
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‘.‘..when  the 

patient  is  in 
acute  distress 
from 


waterlogging..” 

“Meralluride  sodium  solution 
(mercuhydrin)  in  1 to  2 cc.  doses 
intramuscularly  has  been  very 
effective  and  is  not  painful.”'''  In  acute 
congestive  failure,  MERCUHYDRIN 
characteristically  curbs  tissue 
inundation  and  relieves  dyspnea, 
orthopnea  and  cardiac  asthma. 

Ampuls  of  1 cc.,  2 cc.,  and  10  cc.  vials. 

*Stead,  E.  A.,  Jr.,  in  Cecil,  R.  L.,  and 
Loeb,  R.  E:  Textbook  of  Medicine,  ed.  8, 
Philadelphia,  W.  B.  Saunders  Co., 

1951,  p.  1065. 
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WHEN  SYMPTOMS  ARE  DISTRESSING 


BUT  DISGUISED  . . . 


‘"It  is  strange,”  Malleson  says,  ‘iiow  little  clinical  recognition”  has  been  given 
to  the  “negative  behavior”  or  “endogenous  misery”  of  the  woman  with  endocrine 
imbalance.  Largely  accountable  for  this,  of  course,  is  the  patient’s  own  reluctance 
to  discuss  these  symptoms  with  her  physician  until  she  actually  suffers  from  some  of 
the  more  obvious  menopausal  symptoms  such  as  hot  flushes.  Even  then  she  may  become 
so  accustomed  to  her  change  in  feeling  she  can’t  remember  what  it’s  like  to  feel  well.^ 


Changes  in  the  mood  pattern  are  just  a few  of  the  many  distressing  symptoms 
of  declining  ovarian  function  which  are  so  often  disguised  because  they  do  not  always 
coincide  with  cessation  of  menstruation,  and  at  times  will  occur  long  before,  and  even 
years  after.  Other  good  examples  are  insomnia,  headache,  easy  fatigability,  arthralgia 
— and  understandably  so,  when  one  considers  that  the  loss  of  ovarian  hormone  “with- 
draws one  of  the  most  important  metabolic  regulators  of  the  organism.”" 


“Premarin”  is  a preparation  of  choice  for  the  replacement  of  body  estrogen. 
“Premarin”  presents  a complete  equine  estrogen-complex  and  all  the  components 
of  this  complex  are  meticulously  preserved  in  their  natural  form.  This  largely  explains 
why  “Premarin”  not  only  produces  prompt  symptomatic  relief  but  also  imparts  an 
important  “plus”  — the  distinctive  “sense  of  well-being”  that  patients  find  so  highly 
gratifying.  These  benefits  of  “Premarin”  have  made  it  a natural  estrogen  widely 
prescribed  by  physicians  . . . and  often  preferred  by  patients. 


PREMARIN 


99 

® 


has  no  odor 
. . . imparts  no  odor 


Estrogenic  Substances  ( uatcr-soluble),  also  known  as  conjugated 
estrogens  ( equine),  available  in  both  tablet  and  liquid  form 


1.  Malleson,  J.:  Lancet  2:158  (July  25)  1953.  2.  Goldzieher,  M.  A.,  and  Goldzieher,  J.  W.:  Endocrine 
Treatment  in  General  Practice,  New  York,  Springer  Publishing  Gompany,  Inc.  1953,  p.  23. 


NEW  YORK,  N.  Y. 


MONTREAL,  CANADA 
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DOCTOR,  WHEN  YOUR  PATIENTS  ASK 


Cigarette 

Choose?” 


• • • 


...REMEMBER  THAT  NEW  VICEROY  GIVES  SMOKERS 


DOUBLE  THE  FILTERING  ACTION! 


ONLY  A PENNY  OR  TWO  MORE 
THAN  CIGARETTES  WITHOUT  FILTERS 


1NEW  AMAZING  FILTER  OF  ESTRON  MATERIAL 

• This  new-type  filter,  of  non-mineral,  cellulose- 
acetate,  Estron  material,  exclusive  with  Viceroy  Ciga- 
rettes, represents  the  latest  development  in  20  years 
of  Brown  & Williamson  filter  research.  Each  filter  con- 
tains 20,000  tiny  filter  elements  that  give  efficient  filtering 
action;  yet  smoke  is  drawn  through  easily,  and  flavor 
is  not  affected. 


2 PLUS  KING-SIZE  LENGTH 

• The  smoke  is  also  filtered  through  Viceroy’s  extra 
length  of  rich,  costly  tobaccos.  Thus  Viceroy  actually 
gives  smokers  double  the  filtering  action  ...  to  double 
the  pleasure  and  contentment  of  tobacco  at  its  best! 


New  King-Size 

Filter  Tip  yiCEROY 

OUTSELLS  ALL  OTHER  FILTER  TIP  CIGARETTES  COMBINED 
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hours  c 


Simple,  dramatic  proof  of  the  effectiveness 
of  Tetracyn  is  offered  by  the  characteristic 
rapid  defervescence  noted  in  the  treatment 
of  a wide  range  of  susceptible  infectious 
diseases.  Think  of  Tetracyn  whenever 
you  take  a temperature  for  an  AIH  response 
in  Tetracyn- sensitive  infections. 


5S6  Lake  Shore  Drive,  Chicago  11,  Illinoia 


June,  1954 
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its  use  is  followed  by  a 
rapid  clinical  response.  Symptoms, 

including  fever,  largely  cleared 
up  within  2k  to  k8  hours.” 


English,  A.R.,  et  al. : Antibiotics  Annual  (1953-1954), 
New  York,  Medical  Encyclopedia,  Inc.,  1963,  p.  70. 


Brand  of  tetracycline  hydrochloride 


Tetracyn  represents  a nucleus  of  modem  broad-spectrum  antibiotic  activity. 
With  it  you  may  expect 

• unexcelled  tolerance 

• outstanding  stability 

• high  concentrations  in  body  fluids 

Tetracyn  may  often  be  effective  where  resistance  oP 
sensitivity  precludes  other  forms  of  antibiotic  therapy. 

Tetracyn  Tablets  {sugar  coated)  250  mg.,  100  mg.,  50  mg. 


BASIC  pharmaceuticals  for  needs  basic  to  medicine 
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W^ine  in  Geriatrics? 

^‘Wine  is  the  nurse  of  old  age...” 

— Galen 

SINCE  long  before  the  time  of  Galen,  wine  has  been 
recommended  not  only  for  its  epicurean  delights  but 
for  its  value  in  medicine — notably  as  an  aid  in  combating 
the  physical  and  emotional  infirmities  of  old  age. 

This  historical  application,  now  supported  and 
expanded  by  recent  laboratory  and  clinical  research*  in 
American  medical  centers,  is  important  to  modern  ger- 
iatricians— to  physicians  who  today  are  giving  added 
years  of  life  to  their  patients,  and  who  are  asked  to  make 
these  added  years  pleasant  and  comfortable. 

New  investigations  have  demonstrated,  both  in  the 
laboratory  and  in  the  clinic,  that  the  moderate  use  of 
wine  can  increase  the  appetite  in  anorexia. 

They  have  shown  that  wine  in  judicious  quantities  can 
stimulate  the  lax  and  achlorhydric  stomach  of  the  elderly, 
assist  in  providing  a more  adequate  fluid  intake,  and 
improve  elimination  by  enhancing  the  important  gastro- 
colic reflex. 

As  a gentle  sedative — sometimes  called  the  safest  of  all 
sedatives  for  old  age — w'ine  can  help  allay  restlessness  and 
irritability,  easing  the  fears  and  anxieties  of  the  elderly. 
The  euphoria — the  “glowing  sense  of  well-being”  — pro- 
duced by  a glass  of  Port,  Sherry  or  table  wine,  may  aid 
significantly  in  overcoming  the  all-pervading  sense  of 
uselessness  which  too  often  mars  the  last  decades  of  life. 

Physiologically,  wine  acts  gently  and  moderately  as  a 
vasodilator,  diuretic,  relaxant,  and  aid  to  nutrition  and 
digestion.  But  perhaps  of  equal  importance,  it  acts  psy- 
chologically as  well — as  a mark  of  “something  special” 
to  grace  the  diet  of  the  aging  patient. 

California’s  700-mile  vineyard  belt  affords  a range  of 
soils  and  climate  in  which  can  be  grown  the  world’s 
finest  wine  grapes  of  every  variety.  Add  to  this  natural 
advantage  the  modern  wine-making  skills  and  facilities 
of  a progressive  New  World  industry,  and  you  have  wines 
of  strict  quality  standards,  true  to  type,  moderate  in  price. 
Wine  Advisory  Board,  71 7 Market  .Street,  San  Francisco  3, 
California. 

*Research  information  on  wine  is  available  upon  request. 
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KARO  SYRUP  belongs  IN  THIS  PICTURE! 

. . . a carbohydrate  of  choice 

in  milk  modification  for  3 generations 

OPTIMUM  caloric  balance — 60%  of  caloric  intake, 
gradually  achieved  in  easily  assimilable  carbohydrates 
— is  assured  with  Karo.  Milk  alone  provides  28%, 
or  less  than  half  the  required  carbohydrate  intake. 

A MISCIBLE  liquid,  Karo  is  quickly  dissolved, 
easy  to  use,  readily  available  and  inexpensive. 

A BALANCED  mixture  of  dextrins,  maltose  and  dextrose, 

Karo  is  well  tolerated,  easily  digested,  gradually 
absorbed  at  spaced  intervals  and  completely  utilized. 

PRECLUDES  fermentation  and  irritation.  Produces 
no  reactions,  hypoallergenic.  Bacteria-free  Karo  is 
safe  for  feeding  prematures,  newborns,  and  infants — 
well  and  sick. 

LIGHT  and  dark  Karo  are  interchangeable  in 
formulas;  both  yield  60  calories  per  tablespoon. 


CORN  PRODUCTS  REFINING  COMPANY 


17  Battery  Place,  New  York  4,  N.  Y. 


Hydrochloride 


Achromycin,  a new  broad  spectrum 
antibiotic,  has  proved  its  effectiveness  in 
clinical  trials  among  all  age  groups,  and  has 
definitely  fewer  side  reactions  associated 
with  its  use. 

Achromycin  maintains  effective  potency 
for  a fuU  24  hours  in  solution,  and  provides 


rapid  diffusion  in  tissues  and  body  fluids. 

Achromycin  is  effective  against  beta 
hemolytic  streptococcic  infections,  E.  coli 
infections,  meningococcic,  staphylococcic, 
pneumococciC  and  gonococcic  infections, 
acute  bronchitis  and  bronchiolitis,  and 
certain  mixed  infections. 


1 250  mg. 

SPERSOIDS* 

( 50  mg.  per 

INTRAVENOUS  < 

CAPSULES 

< 100  mg. 

Dispersible 

< teaspoonful 

(,  50  mg. 

Powder 

i (3.0  Gm.j 

500  mg. 
250  mg. 
100  mg. 


LEDERLE  LABORATORIES  DIVISION  amerwa/^  CumamM company  PEARL  RIVER,  N.  Y. 


•Reg.  U.S.  Pat.  Off. 


Earlier  Blood  Levels  from 


I DISINTEGRATES  FASTER  THAN  ENTERIC  COATING 
t HIGH  BLOOD  CONCENTRATIONS  VilTHIN  2 HOURS 


3:20 — Five  minutes  later,  Film  Sealed  coating  has  already 
started  to  disintegrate.  The  tissue-thin  film  actually  begins 
to  dissolve  within  30  seconds  after  patient  swallows  tablet. 


3:30 — Film  Sealing  is  now  completely  dissolved.  At  this  stage, 
Ervthrociv  is  ready  to  he  absorbed,  and  ready  to  de.stroy 
sensitive  cocci — even  those  resistant  to  most  other  antibiotics. 


3:45 — Now  the  Film  Sealed  tablet  mushrooms  out  with  all  of 
the  drug  available  for  absorption.  Note  that  enteric-coated 
tablet  is  still  intact.  Tests  show  that  the  new  Stearate  form 
definitely  protects  Erythrocin  against  gastric  acids. 


4:00 — Because  of  Film  Sealing  (marketed  only  by  Alibott)  the 
drug  is  released  faster,  absorbed  sooner.  In  the  liody,  effective 
Erythrocin  blood  levels  now  ajipear  in  less  ^ n p . . 
than  2 hours  (instead  of  4-6  hours  as  before).  vJ.AtuT5^1X 


'pat.  applied  for 
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arthritis 
ana  allied 
disorders 


Rapid  Relief  of  Pain 

usually  within  a few  days 

Greater  Freedom 
and  Ease  of  Movement 
functional  improvement  in  a significant 
percentage  of  cases 

No  Development  of  Tolerance 
even  when  administered  over 
a prolonged  period 


BUTAZOLIDIN 


(brand  of  phenylbutazone) 


Its  usefulness  and  efficacy  substantiated  by  numerous  published  reports, 
Butazolidin  has  received  the  Seal  of  Acceptance  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical  Association  for  use  in: 

• Gouty  Arthritis  • Rheumatoid  Arthritis 

• Psoriatic  Arthritis  • Rheumatoid  Spondylitis 

• Painful  Shoulder  (including  peritendinitis,  eapsulitis,  bursitis  and  acute  arthritis) 


Since  Butazolidin  is  a potent  agent, patients  for  therapy  should  be  selected 
with  care;  dosage  should  be  judiciously  controlled;  and  the  patient  should  be  regularly 
observed  so  that  treatment  may  be  discontinued  at  the  first  sign  of  toxic  reaction. 
Descriptive  literature  available  on  request. 

Butazolidin®  (brand  of  phenylbutazone),  coated  tablets  of  100  mg. 


GEIGY  PHARMACEUTICALS 

Division  of  Geigy  Chemical  Corporation 
220  Church  Street,  New  York  13,  N,  Y. 

In  Canada:  Ceigy  Pharmaceuticals,  Montreal 
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Makes  intractable  asthma  tractable 

MydroCortme' 

(HYDROCORTISONE,  MERCK) 


IMPRESSIVE  RESULTS:  A recent  reviewl  emphasizes 
that  hormonal  therapy  has  provided  either  marked  or 
complete  control  of  symptoms  in  approximately  85  per 
cent  of  patients  with  refractory  acute  bronchial  asthma. 

In  the  treatment  of  such  patients,  Hydrocortone 
offers  significant  advantages.  It  is  a principal  adreno- 
cortical steroid  and  considerably  more  potent  than 
cortisone.  Published  reports  indicate  that  unwanted 
physiologic  effects  are  less  likely  to  arise  with  smaller 


All  Hydrocortone  Tablets  are 


but  equally  effective  doses  of  Hydrocortone.  This  is 
particularly  advantageous  in  the  long-term  manage- 
ment of  certain  asthmatics  who  can  be  maintained 
symptom-free  on  low  dosage  therapy. 

1.  Thorn,  G.  W.,  et  al..  New  England  J.  Med.  248:632, 
April  9,  1953. 

SUPPLIED:  ORAL — Hydrocortone  Tablets:  20  mg., 
bottles  of  25  tablets;  10  mg.,  bottles  of  50  and  100 
tablets;  5 mg.,  bottles  of  50  tablets. 


oval-shaped  and  carry  this  trade-mark: 
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the  secret  of  sleep  in  a capsule 


PULVULES 

‘Seconal 

Sodium’ 

(Secobarbital  Sodium,  Lilly) 


rapid  action  . . . 
short  duration  . . . 
awaken  refreshed 

SUPPLIED  IN  PULVULES 

No.  318 1/2  gr.  (0.0325  Cm.) 

No.  243 3/4  gr.  (0.05  Cm.) 

No.  240 1 1/2  grs.  (0.1  Cm.) 


DOSAGE: 


Insomnia,  1 1/2  grs.  Preoperative  hypnotic. 
3 to  4 1/2  grs.  O.  B.,  3 to  4 1/2  grs.  initially, 
followed  by  1 1/2  to  3 grs.  at  one  to  three-hour 
1 ntervals.  Not  more  than  12  grs.  in  twenty-four 
hours. 


Ell  UllY  AND  CCMfAKY,  INDIANAPOIIS  6,  INDIANA,  U.  S.  A. 


DELAWARE  STATE  MEDICAL  JOURNAL 

Issued  Monthly  Under  the  Supervision  of  the  Publication  Committee 
Owned  and  Published  by  the  Medical  Society  of  Delaware 


VOLUME  26  TTTXTl?  iQ-i  Per  Year,  $4.00 

NUMBER  6 JUiNlii,  lHaT  Per  Copy,  $ .50 


THE  ABUSE  OF  THE  BARBITURATES' 

Harold  W.  Lovell,  M.D.,*'= 

New  York,  N.  Y. 

Drug  addiction  and  alcoholism  are  two 
public  health  problems  of  tremendous 
magnitude  causing  social  havoc  in  the 
homes  as  well  as  in  the  individual  lives 
of  those  afflicted.  Neither  may  be  prop- 
erly considered  alone  because  rarely,  if 
ever,  do  they  occur  in  poor  culture.  They 
account  for  great  loss  of  productivity, 
productive  manpower,  and  they  constitute 
a heavy  drain  upon  the  public  treasury. 

However,  the  greatest  toll  in  patient 
and  family  suffering,  in  physical  and  men- 
tal suffering,  is  incapable  of  measurement 
in  dollars.  We  do  not  know  with  exacti- 
tude the  number  who  are  afflicted,  but 
we  do  know  that  one  or  another  combina- 
tion of  the  various  remedial  techniques 
now  available  is  likely  to  prove  effective, 
providing  only  that  the  afflicted  patient 
develops  a sincere  desire  to  get  well  before 
he  is  too  seriously  injured  by  his  disease. 

Accurate  delineation  of  the  problem  of 
barbiturate  addiction  and  alcoholism  in 
our  country  has  been  impossible  because 
of  our  complacency,  on  the  one  hand,  and 
our  traditional  but  unintelligible  preju- 
dices, on  the  other. 

Until  a very  few  years  ago,  when  it 
was  feared  that  an  epidemic  of  teen-age 
drug  addiction  was  swamping  the  nation, 
we  had  a comfortable  feeling  that  drug 
addiction  constituted  a little  more  than 
a minor  police  action.  But  in  1950  and 
1951,  the  exaggerated  report  of  the  inci- 
dence of  drug  addiction  among  our  adoles- 
cent society  alarmed  our  people  and  de- 
manded immediate  action.  The  near-panic 
reaction  of  frightened  parents,  of  over- 
zealous  public  officials,  and  others,  brought 

•Read  before  the  Medical  Society  of  Delaware,  Wilmington, 
October,  13,  1953. 

♦•Associate  Professor  of  Neurology,  New  York  Medical 
College. 


about  the  adoption  of  resolutions  calling 
for  a crusade  to  wipe  out  the  dope  menace. 

Although  the  mass  hysterical  reaction 
led  to  many  extreme  and  unwise  acts, 
much  that  is  good  has  come  from  the  drug 
scare.  The  public  was  jai'red  from  its 
former  complacency  about  the  illicit  nar- 
cotic traffic.  Federal,  state  and  local  legis- 
lative action  was  taken  to  tighten  control 
and  increase  punishment  to  offenders.  At- 
tention was  focused  not  only  upon  narcotic 
addiction  but  upon  the  overindulgence  of 
our  people  in  the  barbiturates,  with  con- 
sequent barbiturate  addiction. 

Above  all,  the  public  learned  that  these 
addictions  must  be  regarded  as  real  dis- 
eases which  can  and  do  affect  every  seg- 
ment of  our  population,  rather  than  just 
the  underprivileged,  or  Skid  Row,  groups. 

It  is  unfortunate  that  narcotic  addiction, 
which  involves  such  a small  fraction  of 
our  population,  should  have  received  so 
much  more  attention  than  barbiturate  ad- 
diction or  alcoholism,  either  of  which  can 
be  equally,  if  not  more,  incapacitating,  and 
affects  so  many. 

There  are  some  50,000  to  60,000  nar- 
cotic addicts  in  the  United  States  today, 
of  whom  about  10,000  are  teen-agers.  This 
is  good  and  sufficient  reason  for  real  con- 
cern and  intensified  research  into  better 
methods  of  controlling  analgesic  drugs  and 
treating  those  addicted  to  them.  How- 
ever, these  figures  represent  a decided  im- 
provement since  World  War  I,  when  it 
was  estimated  that  the  incidence  of  nar- 
cotic addiction  was  150,000,  over  twice 
the  present  figure.  From  the  available 
data,  it  appears  that  the  incidence  of  this 
type  of  addiction  among  our  teen-agers 
is  slightly  lower  today  than  it  was  then. 

Not  so  with  hypnotic  and  sedative 
drugs,  and  with  alcohol.  Addiction  to  the 
barbiturates  is  very  common  and  appears 
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lo  be  increasing,  whereas  narcotic  addic- 
tion has  decreased  importantly  since  the 
high  point  was  reached  near  the  end  of 
1950. 

The  manufacture  and  use  of  barbitur- 
ates in  this  country  has  multiplied  in  re- 
cent years  far  beyond  the  medical  require- 
ment of  the  drug.  Barbiturate  manufac- 
ture has  jumped  by  1,000  per  cent  since 
1933.  More  than  a million  pounds  were 
produced  in  1951  alone,  enough  to  furnish 
a sleeping  pill  dose  to  12  million  Amer- 
icans every  night  of  the  year. 

Since  1933,  deaths  from  accidental  bar- 
biturate poisoning  have  about  quadrupled, 
and  sleeping  pill  suicides  have  multiplied 
some  sixfold.  About  1,500  deaths  due  to 
barbiturate  poisoning  occur  annually  in 
the  United  States.  Barbiturate  addicts 
may  also  ingest  excessive  amounts  of  these 
cirugs  when  their  judgment  has  been  im- 
paired by  chronic  intoxication.  Alcoholics 
may  do  the  same,  and  the  combination  of 
alcohol  and  barbiturates  seems  to  produce 
toxic  effects  which  are  in  excess  of  merely 
additive  actions  of  these  drugs. 

Until  rather  recently,  barbiturates  were 
believed  to  be  non-habit  forming  and  non- 
addicting. But  it  is  now  generally  recog- 
nized that  they  are  not  only  habit-forming 
but  addicting,  and  that  their  abrupt  with- 
drawal from  addicted  persons  is  followed 
by  severe  and  dangerous  signs  of  abstin- 
ence. Initially,  the  symptoms  of  intoxi- 
cation may  abate  and  the  patient  appear 
to  be  improved.  They  then  become  ner- 
vous, restless,  apprehensive,  feel  weak, 
and  may  vomit.  Finally,  convulsions  oc- 
cur, resembling  those  of  grand  mal 
epilepsy.  The  number  of  convulsions 
varies.  Some  persons  escape  seizure  en- 
tirely ; others  may  have  a few,  and  others 
may  have  repeated  convulsions. 

After  convulsions  cease,  patients  may 
recover  without  further  incident,  or  they 
may  go  into  psychosis.  The  delirium 
usually  begins  and  is  worse  at  night.  It 
is  characterized  by  disorientation  of  time 
and  place.  Vivid  hallucinations,  usually 
visual  but  sometimes  auditory,  are  pres- 
ent. Untreated  delirium  may  persist  from 
two  to  sixty  days.  During  the  delirium. 


fever,  elevation  of  the  non-protein  nitro- 
gen may  occur.  Blood  pressure  is  elevated, 
and  pulse  and  respiratory  rates  are  in- 
creased. 

Like  abstinence  from  morphine,  abstin- 
ence from  these  hypnotic  drugs  is  a self- 
limited condition,  and  patients  recover 
completely  provided  they  are  sufficiently 
protected  and  not  allowed  to  become 
dangerously  exhausted. 

Most  important  of  all  of  the  depressant 
drugs,  statistically,  is  alcohol.  Alcoholism 
is  on  the  increase  and  presently  ranks  as 
the  fourth  American  disease,  following 
only  heart  disease,  cancer  and  tuberculosis. 
It  is  estimated  that  there  are  some  four 
million  chronic  alcoholics  in  the  United 
States,  in  addition  to  the  many  millions 
more  who  become  pathologically  intoxi- 
cated occasionally. 

The  incidence  of  the  disease  among 
young  people  and  women  is  increasing. 
Interesting  is  the  fact  that  of  the  70  mil- 
lion Americans  using  alcoholic  beverages 
in  one  form  or  another,  about  94  per  cent 
are  successful,  pleasure-seeking  social 
drinkers,  but  the  remaining  6 per  cent, 
which  is  approximately  one  in  sixteen, 
drink  because  they  feel  they  have  to.  When 
alcohol  is  associated  with  the  barbiturates, 
control  is  lost  and  replaced  by  compulsion, 
associated,  apparently,  with  a curious 
sensitivity  to  the  offending  depressant 
beverage  or  drug. 

It  is  still  believed  by  most  people  that 
the  cause  of  addiction  is  not  drugs  but 
human  weakness,  and  that  addiction 
usually  is  the  symptom  of  a personality 
maladjustment  rather  than  a disease  in 
its  own  right.  Those  who  hold  to  this 
type  of  thinking  generally  imply  that  the 
person  who  becomes  addicted  was  origin- 
ally pathologically  afflicted,  either  men- 
tally or  morally,  or  both.  He  is  looked 
upon  characteristically  as  weak,  the  as- 
sumption being  that  he  is  physiologically 
and  biochemically  normal. 

Such  reasoning  has  retarded  medical 
progress,  and  is  due,  apparently,  to  the 
difficulty  which  doctors  experience  when 
they  turn  from  consideration  of  the  phy- 
siological to  the  psychological  approach, 
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and  vice  versa.  When  we  are  accustomed 
to  thinking  in  terms  of  organic  disease,  it 
is  hard  to  leave  that  field  and  turn  to  a 
consideration  of  the  psychological  impli- 
cations of  the  situation.  For  the  physi- 
cian this  is  a mental  somersault.  It  is 
like  leaving  one  environment,  to  which 
he  is  accustomed,  and  attempting  to  adjust 
quickly  to  another.  This  produces  an  un- 
pleasant sense  of  confusion  in  the  doctor’s 
mind,  with  the  result  that  he  has  an  un- 
fortunate tendency  to  remain  in  one  field. 

An  understanding  of  addiction  calls  for 
orientation  in  both  fields  concurrently,  so 
that  the  doctor  may  determine  not  whether 
addiction  is  mental  or  physical  but  how 
much  of  either,  and  the  effect  or  relation- 
ship of  one  to  the  other.  Attention  is 
drawn  to  the  importance  of  the  adrenal 
glands  in  the  adjustment  of  the  person 
to  his  environment.  Worry,  etc.  may  act 
as  stimuli  affecting  deficiency  of  the 
adrenal  cortex.  On  the  other  hand,  adrenal 
cortical  deficiencies,  however  developed, 
may  be  responsible  for  nervous  symptoms 
ranging  from  irritability  to  depression, 
negativism,  and  other  important  person- 
ality changes. 

Here,  then,  is  an  example  of  subtle  psy- 
chosomatic interplay  in  which  mental 
stimuli  initiate  psychosomatic  response 
which  in  turn  stimulate  further  pathology. 
Adding  to  the  complexity  of  this  situation 
is  evidence  that  alcohol  and  certain  drugs 
decrease  the  lipoid  contents  of  the 
adrenals. 

With  this  concept,  it  was  postulated  in 
1949  that  alcohol  and  drug  addiction  might 
be  added  to  the  growing  number  of  dis- 
orders previously  interpreted  on  a func- 
tional or  mental  basis,  but  later  regarded 
as  having  important  basic  organic  con- 
comitants. Studies  of  patients  with 
chronic  alcoholism  indicated  adrenal  cor- 
tical deficiency  in  many  instances.  Fre- 
quently the  alcoholic,  particularly  during 
the  acute  phases,  with  adrenal  and  pitui- 
tary hormones,  was  associated  with  strik- 
ing improvements  in  relief  from  his 
anxieties,  tensions  and  other  functional 
or  neurotic  manifestations.  The  findings 
among  the  narcotic  and  barbiturate  ad- 


dicts were  similar  in  many  instances,  but 
less  conclusive  generally,  and  the  response 
to  hormone  treatment  less  satisfactory. 

Although  the  evidence  is  not  entirely 
conclusive,  it  appears  that  the  drug  addic- 
tion and  alcoholism  affect  all  personality 
types  rather  than  just  the  weak  or  mal- 
adjusted psychopath.  In  this  connection, 
it  is  interesting  that  those  whom  one  might 
consider  the  weakest  mentally,  that  is, 
those  with  major  psychoses,  such  as 
schizophrenia,  manic  depressive  psychosis, 
and  the  like,  seldom  become  addicted. 

On  the  other  hand,  it  is  not  unusual 
for  successful  and  apparently  normally 
adjusted  persons  to  develop  one  addiction 
or  another. 

The  availability  of  drugs  in  relation  to 
addiction  is  reflected  in  the  relatively  high 
incidence  of  drug  addiction  among  phy- 
sicians, nurses  and  pharmacists.  There 
can  be  no  question  but  that  addiction  in 
every  form  is  more  or  less  progressive, 
insidious  and  deteriorating,  causing  ag- 
gravations of  existing  personality  defects 
and  the  development  of  others.  There- 
fore, until  further  research  clarifies  many 
of  the  existing  unknowns  about  the  ad- 
dicted individual,  it  would  seem  wise  not 
to  generalize  about  the  kind  of  neurosis 
or  personality  fault  underlying  or  pre- 
disposing his  addiction.  Better  that  we 
wait  until  our  erudition  permits  us  to  ac- 
curately predict  among,  let  us  say,  the 
high  school  juniors  and  seniors  who  will 
become  addicted,  before  categorizing  the 
addiction  neurosis. 

There  are  many  who  quarrel  with  the 
concept  of  drug  addiction  or  alcoholism  as 
diseases.  They  psychologize  about  their 
being  only  symptoms  of  the  basic  or  un- 
derlying neurosis.  The  psychiatric  aspects 
of  this  fundamental  neurosis  are  concerned 
with  such  factors  as  instinctive  impulses, 
which  drive  these  individuals  to  search 
for  a type  of  pleasure  that  only  alcohol  or 
drugs  can  supply. 

There  is  the  belief  that  the  addict  was 
psychologically  injured  earlier  in  life,  caus- 
ing him  to  remain  more  or  less  infantile 
with  respect  to  certain  facets  of  his  per- 
sonality. In  this  connection,  it  is  pointed 
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out  that  the  addict  endeavors  later  in  life 
to  seek  through  indulgence  in  drugs  or 
alcohol  that  brand  of  psychological  or 
physiological  gratification  which  was  sup- 
plied by  his  mother  during  his  infancy. 
Some  have  endeavored  to  treat  with  one 
or  another  psychiatric  technique  the  under- 
lying neurosis  in  the  hope  that  its  resolu- 
tion would  cure  the  resultant  symptomatic 
addiction. 

Failure  of  this  type  of  treatment  alone 
is  due  probably  to  failure  of  the  psychia- 
trist to  treat  the  addiction  as  disease 
first,  and  the  associated  or  underlying 
neurosis  second.  It  would  seem,  therefore, 
that  he  has  the  cart  in  front  of  the  horse 
This  would  be  like  trying  to  cure  cancer  by 
removing  the  causative  agent  without  at- 
tacking the  cancer  directly. 

Like  cancer,  addiction  once  developed 
proceeds  on  its  own  momentum  as  a new 
and  unique  disease,  and  therefore  must 
be  treated  as  a special  kind  of  independent 
illness.  The  instability  of  world  affairs  and 
the  mounting  tensions  of  our  age  are  driv- 
ing more  and  more  of  the  older  age  groups 
to  turn  to  alcohol  and  barbiturates  for 
surcease  from  their  individual  life  situa- 
tions. Older  professional  and  executive 
people,  squeezed  between  decreasing  capi- 
tal but  increasing  overhead  and  taxes, 
appear  to  be  rationalizing  that  a few 
more  drinks  or  a few  more  goof-balls,  as 
the  barbiturates  have  come  to  be  known, 
are  not  likely  to  prove  harmful. 

This  type  of  thinking  results  in  more 
and  more  of  our  older  leading  citizens 
becoming  addicted  in  one  form  or  another. 
And  the  curse  of  enforced  retirement, 
of  increasing  numbers  of  men  in  their 
early  sixties,  too  often  to  a life  of  intro- 
spection and  boredom,  adds  its  heavy 
toll.  Here  psychological  factors  seem  to 
outweigh  endocrine  or  physiological  ones 
in  causation. 

With  the  approach  of  menopausal  or 
climacteric  changes,  considerable  numbers 
of  people  formerly  able  to  control  their 
drinking  or  their  dependence  on  the  bar- 
biturates lose  this  capacity  and  join  the 
ranks  of  the  addict.  This  is  further  evi- 
dence of  glandular  dysfunction  in  addic- 


tive causation,  and  focuses  attention  on 
the  intimate  relationship  between  gonadal 
and  adrenal  physiology.  Whether  more 
malignant  processes  are  at  work  in  the 
drug  addiction  than  of  alcoholism  are  not 
clear.  Certainly  the  rapidity  with  which 
drug  addiction  results  rates  it  the  more 
ominous  disease  and  the  more  difficult 
one  from  which  to  recover. 

Improved  methods  of  treatment  have 
been  developed  during  recent  years  for 
both  addict  and  alcoholic.  The  impetus  for 
renewed  interest  for  research  was  sparked 
by  Alcoholics  Anonymous  and  the  study 
from  Yale  Research  Center  in  1944,  and 
by  the  near  panic  of  1950  caused  by  the 
teen-age  drug  scare. 

In  1944  a survey  of  facilities  in  America 
revealed  only  97  hospitals  which  would 
accept  alcoholics,  as  such.  A similar  sur- 
vey in  1951  showed  over  1,300  general 
hospitals  receiving  alcoholic  patients,  and 
a number  of  these  have  special  facilities 
for  alcoholic  treatment. 

Treatment  of  the  narcotic  and  barbitur- 
ate addict  usually  requires  specialized 
hospital  or  institutional  care.  Mbdical 
aids  are  less  than  satisfactory,  which 
ix)ints  up  the  need  for  intensified  research 
to  assist  the  addicted  drug  patient.  There 
is  always  the  potential,  particularly  during 
times  of  national  or  international  stress, 
for  drug  addiction  to  burst  into  epidemic 
proportions. 

The  safeguard  here  is  emphasis  on  pre- 
ventive therapy  and  vigilance  in  the 
control  of  all  sedative  drugs.  Varying  com- 
binations of  medical  and  psychotherapy 
are  required  to  achieve  the  successful 
goal  of  both  complete  abstinence  and 
growth  essential  to  full  recovery.  Ab- 
stinence should  be  total  and  for  the  balance 
of  the  patient’s  life.  Growth  implies  emo- 
tional development  from  an  immature  level 
of  judgment  which,  if  not  present  befoi'e 
addiction  appeared,  will  have  developed 
more  or  less  as  a consequence  of  it. 

This  total  push  treatment  program  in- 
cludes a combination  of  all  the  construc- 
tive aids  available — medical,  psychological, 
sociological,  and,  last  but  not  least,  spiritu- 
al. No  one  therapeutic  discipline  will 
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suffice.  One  or  another  combination  is 
imperative  and  must  be  adjusted  to  the 
individual  needs  of  the  addict.  Be  care- 
ful, on  prescribing  barbiturates  for  your 
alcoholic  patient,  lest  you  substitute  a 
worse  addiction  than  the  one  he  already 
has. 

Of  paramount  importance  is  a continu- 
ing rehabilitation  program  for  these  pa- 
tients. They  are  almost  certain  to  relapse 
if  you  forget  them  after  their  discharge 
from  the  hospital.  If  you  cannot  attend 
him  personally,  do  not  discharge  your 
responsibility  before  negotiating  their  as- 
sociation with  Alcoholics  Anonymous,  Nar- 
cotics Anonymous,  or  other  sound  social  or 
medical  agencies  available  in  your  com- 
munity. And  if  such  agencies  are  not 
available  in  your  community,  you  can 
render  no  greater  medical  and  civic  service 
than  initiating  a drive  in  your  county 
medical  society,  with  an  invitation  to  your 
legal  colleagues,  clergymen  and  other 
public-spirited  citizens,  to  help  you. 

Remember  that  there  is  no  longer  any 
such  entity  as  a hopeless  alcoholic  or  drug 
addict. 

115  East  67th  Street. 


LEGAL  ASPECTS  OF  THE  BARBITURATE 
PROBLEMS  IN  DELAWARE" 

Hon.  Thomas  Herlihy,  Jr.,"=-’= 
Wilmington,  Del. 

The  topic  assigned  to  me,  namely,  the 
legal  aspects  of  the  barbiturate  problem 
in  Delaware,  really  falls  into  two  cate- 
gories: 

1.  Does  the  situation  in  Delaware  rela- 
tive to  the  use  of  barbiturates  require 
the  enactment  of  additional  regulatory 
legislation  ? 

2.  What  type  of  legislation  should  be 
enacted  to  solve  the  problem? 

As  a student  of  government  I have  al- 
ways been  of  the  firm  belief  that  no  legis- 
lation should  be  enacted  unless  the  need  for 
such  legislation  is  clearly  established.  Con- 
sequently, as  to  the  first  phase  of  my  part 
of  the  discussion,  I am  obliged  to  examine 
whether  or  not  the  situation  here  in  Del- 

*Read  before  the  Medical  Society  of  Delaware,  Wilming- 
ton, October  13,  1953. 

**Judge  of  the  Municipal  Court,  Wilmington. 


aware  has  reached  the  point  where  the 
control  of  barbiturates  by  additional  regu- 
latory measures  is  necessary.  I do  not 
believe  that  legislators  should  be  stam- 
peded into  enacting  laws  merely  because 
lay  publications  at  periodic  intervals  paint 
lurid  tales  of  the  havoc  wrought  by  the 
use  of  barbiturates.  I think  it  is  incum- 
bent on  me  to  examine  the  statements 
made  in  our  press  relative  to  the  use  of 
barbiturates  and  to  give  some  recognition 
to  the  complaint  especially  on  the  part 
of  the  local  newspapers  which  have  ap- 
proached this  problem  with  judicial  re- 
straint. But  apart  from  what  the  lay 
publications  may  say  about  the  matter 
there  is  no  doubt  but  that  your  own  pro- 
fessional journals  recognize  the  serious- 
ness of  the  problem.  Dr.  J.  M.  Maas  in 
The  American  Journal  of  the  Medical 
Sciences  for  August,  1951  states : “A  prob- 
lem of  considerable  magnitude  and  with 
almost  endless  ramifications  confronts 
almost  every  thinking  and  conscientious 
physician  today.  This  problem  concerns 
the  insidious  hazards  attending  the  promis- 
cuous use  of  barbiturates.” 

You  can  readily  see,  therefore,  that  your 
own  profession  is  aware  of  the  problem 
and  the  statement  just  quoted  is  typical 
of  numerous  statements  of  similar  nature 
made  in  other  professional  medical 
journals. 

As  a lawyer,  I know  that  statements 
made  in  the  public  press  are  not  necessar- 
ily the  type  of  evidence  which  is  ordinarily 
adduced  in  a court  of  law.  However,  no 
one  aware  of  any  social  problem  can  ignore 
what  the  lay  press  is  saying,  so  that  it 
is  interesting  to  briefly  examine  what  has 
been  said.  In  an  editorial  in  the  Journal 
Every  Evening  of  January  22,  1953  these 
statements  occur  in  connection  with  a 
speech  made  by  Dr.  Tarumianz  relative 
to  the  misuse  of  barbiturates  “The  danger 
in  the  misuse  of  barbiturates  and  their 
role  in  the  broad  problem  of  narcotic  ad- 
diction have  already  been  established. 
Barbiturate  poisoning,  for  example,  is 
more  widespread  than  laymen  know.  The 
misuse  of  sleeping  pills,  particularly  by 
drug  addicts  who  depend  upon  them  to 
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tide  them  over  periods  when  their  dope 
supply  is  cut  off  has  given  many  public 
health  officials  considerable  concern  * * 
Merely  to  say  that  Dr.  Tarumianz  is  an 
alarmist  is  not  answering'  the  pertinent 
questions  (which  arise  in  connection  with 
the  misuse  of  barbiturates) . There  seems 
to  be  a prima  faci  case  for  a serious  study 
by  the  medical  profession  and  the  public.” 

This  editorial  did  not  in  any  way  par- 
ticularize or  localize  the  situation.  How- 
ever, journalist  and  radio  commentator, 
Bill  Frank,  in  the  Morning  News  of  March 
6.  1953  quotes  a druggist  who  states:  “The 
sleeping  pill  business  in  Delaware  is  very 
serious.  I agree  100%  that  it  is  too  easy 
to  get  hold  of  the  pills  and  what’s  more 
doctors  are  inclined  to  be  a bit  too  free 
and  easy  with  their  prescriptions  and  re- 
filling prescriptions.”  He  also  states  “once 
more  I cite  Dr.  Tarumianz.  Since  1947 
he  has  had  more  barbiturate  addicts  at 
the  Delaware  State  Hospital  and  the  Gov- 
ernor Bacon  Health  Center  than  drug  ad- 
dicts.” Still  further  he  quotes  an  article 
which  appeared  in  the  American  Medical 
Association  magazine  “Today’s  Health”  to 
the  effect  that  “because  of  the  common 
use  of  bai'biturates  many  serious  automo- 
bile and  home  accidents,  by  people  who 
appear  to  be  drunk,  but  who  are  not, 
should  be  credited  to  this  drug.” 

The  Journal  Every  Evening  of  March 
20,  1953  carried  an  article  which  quoted 
Dr.  Donald  A.  Dukelow  of  Chicago,  to  the 
effect  that  “these  pills  (barbiturates)  are 
causing  at  least  one  thousand  deaths  a 
year  and  are  a contributing  cause  in  un- 
known thousands  of  other  deaths  through 
accidents  and  crime.”  The  same  article 
also  states  that  the  “Drug  Trade  News” 
reported  that  more  than  900,000  pounds 
of  sleeping  pills  or  barbiturates  were  pro- 
duced in  the  peak  year  1947 — four  times 
as  much  as  ten  years  earlier.  This  same 
article  also  quotes  a statement  from  the 
American  Medical  Association  magazine 
“Today’s  Health”  to  the  effect  “if  the  1951 
production  of  688,500  pounds  were  divided 
into  doses  of  one  and  a half  grains  each, 
the  usual  dose  for  most  of  these  drugs, 
there  would  be  enough  capsules  to  put 


every  man,  woman  and  child  in  the  United 
States  to  sleep  for  20  days.” 

Too  frequently  the  legal  and  medical 
professions  ignore  the  lay  comment  and 
criticism  and  then  suddenly  find  them- 
selves confronted  with  legislation  designed 
to  meet  certain  situations  but  which  legis- 
lation is  so  unprofessionally  prepared  as 
to  hamper  them  in  their  professional  en- 
deavors. I do  not  come  here  with  the  in- 
tent to  criticize  the  medical  profession. 
Quite  frankly,  I am  here  basically  at  your 
invitation  to  discuss  the  legal  aspects  of 
the  problem  which  obviously  implies  that 
I should  state  what  my  experience  has 
been  as  a judge  in  handling  cases  where 
the  misuse  of  barbiturates  was  apparent, 
and  at  the  same  time  to  suggest  methods 
by  which  this  misuse  can  be  controlled. 
To  state  the  matter  in  another  way,  I am 
here  to  ask  your  coopei'ation  with  a court 
which  is  administering  justice  in  an  urban 
community  where  problems  of  the  misuse 
of  barbiturates  more  frequently  occur 
than  in  the  rural  areas.  We  need  the  ac- 
tive support  of  the  medical  profession  in 
the  solution  of  this  problem  and  I have 
cited  the  foregoing  articles  from  the  local 
press  with  the  idea  of  emphasizing  just 
what  information  the  public  is  receiving 
as  to  the  misuse  of  barbiturates. 

As  a judge  and  lawyer  I know  what 
value  is  to  be  attached  to  expert  opinion, 
and  there  is  no  doubt  in  my  mind  as  to 
the  qualifications  of  Dr.  Tarumianz  as 
an  expert  on  this  subject.  In  a public 
statement  in  connection  with  a panel  dis- 
cussion of  narcotics  and  barbiturates  Dr. 
Tarumianz  said  on  January  15,  1953:  “The 
time  has  come  when  the  public  must  be- 
come more  aroused  about  addiction  to 
barbiturates,  even  more  so  than  addiction 
to  narcotic  drugs,  for  the  simple  reason 
that  there  is  better  control  of  narcotics 
than  of  barbiturate  drugs  and  because 
federal  law  attempts  to  protect  the  public 
from  narcotic  drugs  with  all  the  might 
it  possesses,  while  there  is  no  definite 
enforcement  law  in  regard  to  barbituric 
drugs.  It  is  true  that  most  states  have 
laws  pertaining  to  the  distribution  of  bar- 
bituric drugs  and  the  sale  of  such  drugs 
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without  prescription  from  a licensed 
physician  is  prohibited  by  law.  However, 
many  barbiturate  addicts  are  able  to  ob- 
tain prescriptions  Horn  various  physicians 
not  only  in  their  own  home  towns  but 
even  outside  of  their  own  states.  It  is 
my  opinion  that  amendments  to  existing 
state  laws  should  be  made  to  protect  the 
people  from  such  loose  distribution  of 
the  extremely  dangerous  drugs,  the  barbi- 
turates.” 

If  nothing  else  were  said  on  this  subject 
it  seems  to  me  that  this  statement  should 
be  persuasive  enough  to  induce  both  the 
legal  and  medical  professions  to  cooperate 
to  the  end  that  controls  could  be  set  up 
to  meet  the  misuse  of  barbiturates. 

I am  sure  that  most  lawyers  will  agree 
that  expert  opinion  and  testimony  alone 
does  not  win  cases,  and  that  there  must 
also  be  supporting  factual  evidences.  Con- 
sequently, I thought  it  was  necessary  for 
me  to  cite  from  my  experiences  in 
the  municipal  court  cases  which  I felt 
definitely  demonstrated  that  there  was  a 
misuse  of  barbiturates. 

Case  1.  X was  a man  in  his  sixties. 
He  sustained  an  injury  at  home  and  to 
alleviate  pain  he  had  been  given  “sleeping 
pills.”  Then  one  evening  as  his  relatives 
indicated,  he  went  berserk.  He  created 
such  a disturbance  in  his  room  that  it 
was  necessary  to  call  the  police  and  to 
have  him  charged  with  a breach  of  the 
peace.  The  police  could  find  no  evidence 
of  alcoholic  intoxication.  The  next  morn- 
ing in  court  I was  informed  that  the  man 
had  never  been  known  to  over  indulge  in 
the  use  of  alcoholic  intoxicants ; that  he 
had  been  regularly  employed  for  thirty 
years.  A check  was  made  with  the  em- 
ployers immediately  and  this  fact  was 
verified.  Actually,  when  the  employers 
learned  about  his  present  difficulty  they 
immediately  offered  assistance  because  of 
the  fact  that  they  never  knew  the  defen- 
dant to  do  anything  improper  during  the 
thirty  years  of  his  employment.  I was 
determined  to  check  the  matter  further 
and  learned  that  in  his  room  at  home 
there  were  bottles  containing  pills.  With 
the  permission  of  the  defendant  and  with 


the  permission  of  the  relatives,  the  police 
were  immediately  sent  to  the  house  and 
procured  the  the  bottle  containing  the 
pills.  There  was  no  instructions  on  the 
use  of  the  pills  and  as  the  defendant 
subsequently  indicated  “he  probably  took 
more  than  he  should  have  taken.” 

Case  2.  Y was  charged  with  driving  a 
motor  vehicle  while  under  the  influence 
of  an  alcoholic  intoxicant.  He  had  been 
observed  by  two  policemen  operating  his 
automobile  in  a reckless  manner.  The 
patrolmen  who  went  up  to  the  car  after 
it  had  been  stopped  stated  that  there 
were  four  people  in  the  car,  including 
the  defendant,  and  that  the  inside  of  the 
motor  vehicle  had  an  alcoholic  odor.  He 
stated,  however,  that  the  defendant  did 
not  have  an  alcoholic  breath.  Three  empty 
cans  of  beer  were  found  in  the  car.  The 
defendant  was  brought  to  the  station  and 
given  the  usual  test  for  driving  a motor 
vehicle  while  under  the  influence  of  an 
intoxicating  liquor.  He  first  stated  that 
he  had  taken  no  drugs  or  pills,  and  the 
report  indicated  that  he  was  under  the 
influence  of  intoxicating  liquor  so  as  to 
deprive  him  of  the  use  of  his  faculties 
and  therefore,  he  was  not  able  to  op- 
erate a motor  vehicle  safely  upon  the 
streets  of  the  city  of  Wilmington. 
The  defendant  was  represented  by  counsel 
at  the  trial.  He  denied  taking  any  alcohol- 
ic intoxicant  on  the  day  of  his  arrest.  He 
stated  that  he  had  been  given  some  pills 
on  the  day  before  his  arrest  by  a nurse 
at  his  place  of  employment.  He  further 
stated  that  the  next  morning  he  com- 
plained to  her  again  about  a headache 
and  that  she  gave  him  additional  pills 
and  that  on  the  afternoon  preceding  his 
arrest  he  had  taken  the  three  pills  within 
a short  space  of  time.  Two  of  the  other  peo- 
ple in  the  car  testified  that  they  had  beer 
to  drink  but  that  the  defendant  had  not 
drunk  any  beer  or  other  alcoholic  bever- 
age. The  defense  offered  the  foreman  who 
stated  that  he  known  the  defendant  as 
a.n  employee  for  a number  of  years  and  I 
permitted  a question  to  be  asked  and 
answered  to  the  effect  that  he  never  knew 
him  to  overindulge  in  the  use  of  intoxi- 
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cants.  I was  satisfied  that  the  police  were 
correct  in  their  observation  of  the  intoxi- 
cated condition  of  the  defendant  and  I 
was  also  reasonally  satisfied  that  the  de- 
fendant’s condition  had  been  brought 
about  by  the  misuse  of  the  pills. 

Case  3:  Z was  a man  in  the  forty  to  fifty 
year  age  group  who  was  arrested  on  a 
charge  of  being  drunk.  Police,  however, 
could  not  detect  any  odor  of  alcohol  about 
liis  breath  and  when  arraigned  in  court  he 
definitely  appeared  to  lack  coordination 
and  the  only  infomiation  he  was  able  to 
give  us  was  his  address.  He  could  not 
relate  the  circumstances  leading  up  to 
his  arrest  or  where  he  had  been  on  the 
day  of  his  arrest.  He  was  examined  by 
the  police  physician  as  to  his  mental 
capacity  and  on  the  second  day  that  he 
was  brought  into  court  his  mind  seemed 
to  improve  as  far  as  clarity  but  he  still 
could  not  give  us  any  information  as  to 
his  activities  immediately  preceding  his 
arrest.  As  he  continued  to  give  the  ap- 
pearance of  being  in  a stupor  the  case 
was  continued  for  another  day  and  on 
the  third  day  he  appeared  to  have  im- 
proved and  then  it  w^as  that  he  informed 
us  that  he  had  taken  an  over  dose  of 
I'heno  barbital. 

I realize  any  general  observation  made 
from  the  recital  of  these  cases  in  the 
municipal  court  is  subject  to  the  logical 
fallacy  of  the  citing  of  an  insuflTcient 
number  of  cases.  However,  the  cases  are 
typical  and  are  illustrative  of  what  is 
occurring  in  some  of  our  criminal  courts, 
so  much  so  that  the  matter  commands 
your  attention. 

This  brings  me  then  to  a discussion  of 
the  present  Delaware  law.  Title  16, 
Chapter  49  of  the  Delaware  Code  of  1953 
defines  barbiturates  and  other  hypnotic 
and  somnifacient  drugs.  This  law  pro- 
vides that  there  shall  not  be  any  dispens- 
ing at  retail  to  a person  except  upon  the 
v.'ritten  prescription  of  a duly  licensed 
physician,  dentist  or  veterinarian,  and 
requires  the  pharmacist  to  affix  to  the 
container  a label  bearing  his  name  and 
address  and  the  date  the  drug  w'as  com- 
pounded and  the  consecutive  number  of 


the  prescription  under  which  it  is  recorded 
in  his  files,  also  the  name  and  address 
of  the  physician,  dentist  or  veterinarian 
prescribing  it.  It  also  requires  that  the 
direction  for  use  be  stated  on  the  label. 
The  sale  or  possession  of  any  barbiturate 
drug  without  the  container  bearing  a 
proper  label  giving  the  name  of  the  drug 
and  the  proportion  of  the  amount  thereof 
is  specifically  prohibited  in  so  far  as  manu- 
facturers, pharmacists,  jobbers  and  other 
dealers  in  drugs  are  concerned.  A pharma- 
cist, physician,  dentist,  veterinarian  and 
licensed  jobber  is  required  to  keep  a record 
of  the  name  and  address  of  the  patient 
and  the  date  and  name  and  quantity  of  the 
drug  dispensed  as  well  as  a record  of  all 
renewals.  You  can  see  from  the  recital 
of  the  foregoing  that  the  Delaware  law- 
does  provide  for  the  control  of  “over  the 
counter  sales,”  and  it  also  provides  that 
records  be  kept.  I have  studied  the  model 
or  uniform  barbiturate  law,  the  barbitu- 
rate provisions  of  the  sanitary  code  of  the 
City  of  New  York  and  the  laws  dealing 
with  the  barbiturates  in  the  adjoining 
states,  and  also  the  Durham-Humphrey 
Act.  With  these  laws  as  a basis  or  stand- 
ard for  comparison,  it  is  my  opinion  that 
the  Delaware  Act  is  defective  in  the  fol- 
lowing respects : 

1.  No  state  agency  is  named  as  the  res- 
ponsible enforcement  agency.  The  State 
Board  of  Pharmacy  has  certain  powers  and 
duties  requiring  prescriptions  to  be  kept 
for  five  years  and  calling  for  inspection 
of  records  and  safeguarding  of  drugs  and 
medicine,  and  I understand  it  does  keep 
a check  on  the  records  of  barbiturates  in 
pharmacies.  However,  enforcement  pro- 
visions along  this  line  should  be  specifically 
stated  in  the  act. 

2.  There  is  no  provision  for  a check 
being  made  on  the  records  of  the  dispens- 
ing physician  either  as  to  the  quantity 
of  the  barbiturates  he  handles  or  how  he 
dispenses  them. 

3.  There  is  no  time  limit  in  regard  to 
renewals.  It  is  interesting  to  note  that 
in  the  sanitary  code  of  the  City  of  New 
York  provision  is  made  that  after  the 
second  renewal  there  can  be  no  further 
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renewal  of  prescriptions  for  a period  of 
three  months.  Whether  or  not  this  period 
is  too  long-  or  too  short  a time  seems  to  me 
to  be  a question  for  the  medical  profession 
to  determine.  But  I am  of  the  opinion  that 
there  should  be  a definite  time  limit  on  re- 
newals in  order  to  prevent  the  developing 
of  a habit. 

4.  The  Delaware  Law  does  not  cover  the 
sale  or  possession  of  barbituric  drugs  by 
manufacturers  and  as  already  indicated 
merely  provides  regulations  as  to  labeling. 
There  should  be  definitely  a provision  as 
to  what  constitutes  illegal  possession  of 
barbituric  drugs. 

5.  Does  not  regulate  distributing  or  giv- 
ing away  of  barbituric  drugs. 

6.  As  already  indicated  the  agency  in 
charge  of  the  records  dealing  with  bar- 
bituric drugs  should  be  specifically  set 
forth  in  the  Act.  In  the  enforcement  of 
any  law  where  it  is  the  intent  to  make 
the  violation  thereof  a criminal  act,  penal- 
ties should  be  specifically  set  forth. 

7.  The  procuring  of  barbiturates  by 
fraud  in  my  opinion  should  be  made  a 
specific  violation  and  so  stated  in  the  act. 

8.  The  manner  and  recording  of  sales 
by  manufacturers  and  wholesale  dealers 
to  physicians,  pharmacists,  dentists,  hos- 
pitals and  veterinarians  should  be  specifi- 
cally stated. 

The  July  issue  of  the  Journal  of  the 
American  Pharmaceutical  Association  in 
leviewing  the  status  of  barbiturate  regu- 
lations makes  this  very  pertinent  state- 
ment : 

“It  was  generally  agreed  that  any  pro- 
posed legislation  must  go  beyond  the  con- 
trol of  ‘over  the  counter’  sales  of  these 
dangerous  drugs  by  pharmacists  and 
control  the  dispensing  physician,  restrict 
the  refilling  of  prescriptions,  prohibit  dis- 
tribution to  illegitimate  channels  by  ir- 
responsible manufacturers  and  wholesalers 
and  make  the  unlawful  possession  of  these 
drugs  a criminal  offense.’’ 

However,  no  protective  measures  taken 
by  any  one  state  in  my  opinion  will  be 
effective.  I believe  that  the  only  way 
that  you  are  going  to  bring  about  the 
most  effective  enforcement  of  barbiturate 


drugs  is  to  enact  federal  legislation  and 
put  the  responsibility  for  the  enforcement 
of  the  law  under  the  agency  now  charged 
with  the  handling  of  narcotic  drugs.  It 
should  be  obvious  to  you  that  if  one  state 
has  strict  enforcement  and  other  states 
do  not,  the  addict  will  be  able  to  cross 
state  lines  and  secure  the  drug.  I am 
realistic  enough  to  know  that  no  positive 
panacea  can  be  devised  for  the  absolute 
solution  of  the  problem  of  the  misuse 
of  barbiturate  drugs.  National  legislation 
to  control  distribution  of  barbiturate 
drugs  is  inevitable.  And  in  conclusion  I 
would  like  to  again  refer  to  Dr.  Maas’ 
article:  “In  the  meantime,  careful  and 
intelligent  cerebration  when  this  family 
of  drugs  is  prescribed  is  of  paramount 
importance.  Cooperation  between  the 
physician  and  pharmacist  is  not  only 
desirable  but  mandatory.  These  steps, 
together  with  the  honest  desii-e  to  evaluate 
and  treat  each  case  individually,  plus  con- 
scientious efforts  on  the  part  of  everyone 
affiliated  with  the  distribution  of  these 
drugs  to  stamp  out  the  roots  of  evil  when 
they  are  encountered,  must  be  achieved. 
Such  action  will  probably  do  more  to 
abolish  a most  unfortunate  situation  than 
will  well-meant  but  often  poorly  conceived 
legislation  or  the  ill-advised  fDortrayals 
by  the  tabloid  journals. 

\orth  American  Building. 

Discussion 

of  papers  by  Dr.  Lovell  and 
Judge  Herlihy. 

Dr.  H.  T.  McGuire  (Wilmington)  : I 

will  say  that  it  is  a pleasure  to  appear 
after  the  judge  rather  than  before  him. 
Also,  it  is  a distinct  privilege. 

I think  it  is  a paradox  and  an  ironical 
situation  that  it  is  necessary  for  us  to  have 
a member  of  the  judiciary  come  and  so 
eloquently — and  I might  say  so  gracious- 
ly— appeal  to  our  professional  and  moral 
responsibility  in  this  serious,  challenging- 
situation.  To  me  it  is  ironical  because, 
above  all,  the  nice  things  he  has  said 
are  true,  there  are  legal  barriers  and 
legal  enforcement  that  could  be  put  in 
the  present  statute  in  the  total  picture 
that  are  insignificant  because  the  responsi- 
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bility  is  ours,  and  ours  alone.  People 
are  introduced  to  these  drugs  by  us,  and 
they  are  continued  in  their  use  by  our 
constant  inability  to  properly  .evaluate 
who  is  to  use  them  and  how  and  under 
what  circumstances. 

I think  too  that  using-  this  subject  as 
part  of  our  program  should  be  a tribute 
to  the  humanitarian  thinking  of  our  presi- 
dent. and  also  a tribute  to  the  program 
committee,  because  we  have  a tendency 
sometimes  to  deal  in  abstract  sciences 
and  forget  the  humanities  of  medicine. 

I think  too  that  the  legal  profession  in 
Delaware,  and  the  legislature  and  the 
newspapers  too,  will  be  more  than  willing 
to  cooperate,  but  I think  that  all  of  that 
will  be  of  no  value  unless  we  re-assess 
our  thinking  in  this  most  provocative 
problem. 

The  problem  is  a challenging  one  to  us. 
It  is  a medical  problem.  It  has  legal  im- 
plications, but  basically  it  is  ours  and 
ours  alone. 

I want  to  thank  Judge  Herlihy,  and  I 
am  sure  we  all  join  in  thanking  him  for 
his  provocative  address  on  this  timely 
subject.  I notice  that  he  not  only  chose 
the  national  but  our  local  people  as  author- 
ities on  the  problem. 

To  get  to  the  initial  speaker.  Dr.  Lovell, 
] find  that  his  talks  always  challenge 
the  imagination  to  a proper  and  intelligent 
response,  because  you  will  notice  that 
he  has  taken,  if  I may  use  the  word  that 
Dr.  Tarumianz  used,  the  multifacient  ap- 
proach to  this  basic  problem  of  dealing 
with  people,  because  after  all,  in  dealing 
with  alcohol  and  alcoholics,  and  barbitu- 
rates and  barbiturate  addicts,  there  seems 
to  be  an  insidious  similarity. 

The  program  committee  asked  Dr. 
Lovell  to  confine  himself  to  the  abuse  of 
the  barbiturates,  but  he  said  that  he 
couldn’t,  in  all  honesty,  discuss  one  with- 
out summoning  the  other. 

I want  to  make  one  plea,  if  I can.  Please 
do  not  prescribe  barbiturates  to  the  al- 
coholic. He  will  eventually  substitute 
them.  Please  do  not  prescribe  barbitu- 
rates to  the  strongly  neurotic  and  the 
patient  who  might  escape  from  reality 


with  alcohol  but  who  will  substitute  bar- 
biturates, because  they  don’t  smell  and 
they  don’t  make  you  stumble  around 
quite  so  much  and  don’t  make  you  quite 
so  offensive  in  society. 

Remember  that  the  alcoholic  who  stays 
drunk,  or  who  stays  sober,  literally,  while 
using  barbiturates,  might  just  as  well  get 
drunk  in  the  first  place.  He  will  substitute 
one  for  the  other. 

Now  as  to  the  routine  use  of  barbitu- 
rates on  every  hospital  admission.  I had 
someone  tell  me  the  other  day  that  he 
sometimes  had  to  waken  his  patients  be- 
cause of  the  overuse  of  barbiturates. 

To  sum  up  this  thing,  in  this  age  of 
anxiety  the  barbiturates  have  become  a 
mixed  blessing.  But  I must  assert  and 
reiterate  that  Judge  Herlihy ’s  legal  col- 
leagues and  legislative  friends,  be  it  on 
the  local,  state  or  national  level,  can  make 
only  a puny  contribution  to  the  ultimate 
solution  of  this  problem.  It  is  allied  with 
our  own  escape  from  the  realities  of  deal- 
ing with  people,  that  it  deals  with  symp- 
toms rather  than  with  the  total  person. 

We  must  approach  this  with  judicious 
thought.  I think  if  you  will  give  conscien- 
tious reflection  to  your  own  individual 
action,  you  will  realize  the  guilt  with  which 
we  are  encompassed  in  this  terrifying  and 
despairing  disease. 

We  are  grateful  indeed — I am  sure  I 
am — to  Dr.  Lovell  for  his  paper  and  to 
Judge  Herlihy  for  addressing  us  in  such 
a fine  manner,  and  to  the  president  and 
the  program  committee  for  including  this 
on  the  program. 

Dr.  Jerome  Kay  (Wilmington)  : I 

think  that  it  is  entirely  appropriate  that 
the  two  papers  of  the  first  day’s  meeting 
be  devoted  to  barbiturates  and  their  con- 
trol. In  looking  up  my  Gilman  and  Gilman, 
1941  edition.  Textbook  of  Pharmacology, 
they  made  the  blanket  statement  that 
there  had  been  no  proof  of  any  addiction 
to  barbiturates  up  to  that  time.  Appar- 
ently, there  were  no  physiologic  withdraw- 
al symptoms,  although  craving  did  exist. 
It  is  interesting  that  the  latest  edition  of 
TIME  magazine,  in  their  section  devoted 
to  medicine,  quotes  Sir  Kenneth  Ogilvie. 
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APRESOLINE  REDUCES  DIASTOLIC  PRESSURE 

Diastolic  pressure  reduced  to  level 
considered  normal  in  one-quarter  and  to 
110  mm.  Hg  or  less  in  one-third  of  97 
patients  receiving  oral  Apresoline  for  periods 
ranging  from  3 months  to  1 year  or  longer;i 
hypertension  in  which  neurogenic  or 
psychogenic  mechanisms  predominated 
most  improved;  patients  with  severe  as  well 
as  moderate  hypertension  benefited. 


APRESOLINE  INCREASES  RENAL  BLOOD  FLOW 

Renal  improvement  less  marked  than  cerebral  improvement,  but  renal  blood  flow 
and  filtration  rate  increased  and  hematuria  and  proteinuria  remitted  in  some 
cases;  hypertensive  heart  disease  little  improved  and,  in  some  cases,  worsened. 
Side  Effects:  Side  effects  "minor,  transient,  or  remediable”  in  most  cases. 
Headache,  gastrointestinal  upset,  periorbital  and  ankle  edema,  and  a "grippe-like 
syndrome”— involving  malaise  and  muscle  and  joint  pain  (see  note)— observed. 


APRESOLINE  LESSENS  RETINAL 
ARTERIOLAR  CONSTRICTION, 

RETINAL  HEMORRHAGES* 

Lessening  of  retinal  arteriolar  constriction; 
disappearance  of  retinal  hemorrhages; 
remittance  of  hypertensive  headaches, 
giddiness,  paresthesias,  transient  pareses, 
and  encephalopathies;  some 
evidence  of  improved  mental  alacrity. 
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NOTE : Appearance  of  arthritis-like  symptoms  during  Apresoline  therapy  is  an  indication  for  cessation  of  treatment. 
Experience  has  shown  that  the  phenomenon  remits  spontaneously  on  withdrawal  of  the  drug.  These  symp- 
toms are  not  likely  to  occur  in  patients  who  receive  a daily  dose  of  400  mg.  or  less. 

FOR  COMPLETE  INFORMATION  on  Apresoline  ask  your  CIBA  representative  or  write  Medical  Service  Division, 
CiBA  Pharmaceutical  Products,  Inc.,  Summit,  N.  J.  SUPPLIED!  Apresoline  hydrochloride  (hydralazine 
hydrochloride  Ciba)  10-mg.  tablets  (yellow,  double-scored),  25-mg.  tablets  (blue,  coated),  and  50-mg. 
tablets  (pink,  coated)  in  bottles  of  100,  500,  and  1000;  100-mg.  tablets  (orange,  coated)  in  bottles  of 
100  and  1000. 

1.  TAYLOR,  R,  0.,  OUSTAN,  H.  P.,  CORCORAN,  A.  C.,  AND  PAGE,  I.  H.:  ARCH.  INT.  MED.  90:734  (DEC.)  1952. 
*THE  NORMAL  FUNDUS  (RIGHT)  AS  COMPARED  WITH  THE  FUNDUS  IN  HYPERTENSION  SHOWING  EDEMA,  EXUDATES,  AND  HEMORRHAGES  (LEFT); 
ILLUSTRATIONS  FROM  "THE  FUNDUS  OF  THE  EYE":  BEDELL,  A.  J.:  CIBA  CLINICAL  SYMPOSIA  4:135  (JULY)  1952.  THESE  ILLUSTRATIONS  ARE 
FOR  DEMONSTRATION  PURPOSES  ONLY  AND  DO  NOT  REPRESENT  APRESOLINE-TREATED  PATIENTS. 
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ALLEVIATES  HAY  FEVER,  OTHER  RESPIRATORY  ALLERGIES 

The  above  photos  show  a case  of  allergic  rhinitis  before  and 
after  Pyribenzamine  therapy.  Many  such  cases  have  been 
reported  in  the  literature.  A few  examples:  Loveless  and  Dworin^ 
found  Pyribenzamine  beneficial  in  82%  of  107  patients; 

Feinberg-  noted  relief  in  82%  of  254  cases;  Gay  and  associates^ 
in  76%  of  51  cases;  Arbesman  and  colleagues^  in  84%  of 
106  cases.  In  a later  study  Arbesman-'*  rated  Pyribenzamine  one 
of  "the  most  effective  of  all  the  drugs  studied  in  allergic 
rhinitis.  . . Side  effects:  It  has  been  stated  that  "undesirable 
symptoms  from  the  use  of  50  to  100  mg.  doses  of  Pyribenzamine 
were  rarely  of  sufficient  severity  to  interfere  with  its  use.”® 

Drowsiness,  nausea,  epigastric  distress,  vertigo  and 
other  side  effects— rarely  severe— may  occur  in  some  patients. 

CONTROLS  PENICILLIN  REACTIONS 

Pyribenzamine  has  been  used  successfully  to  control 
penicillin  reactions— especially  urticaria  and  itching.  For  example, 
Kesten"  found  that  oral  Pyribenzamine  relieved  or 
suppressed  post-penicillin  urticaria  in  16  of  18  cases;  she  termed 
it  "a  most  useful  agent  in  allergic  symptoms 
which  follow  the  administration  of  antitoxin  or  penicillin.” 

RELIEVES  ALLERGIC  DERMATOSES 

Foster*  reported  good  results  with  oral  Pyribenzamine  in 
patients  with  various  allergic  dermatoses.  In  another  study®  of 
241  such  patients,  Pyribenzamine  was  found  effective. 
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Pynbenzmmne  25-mg. 
tablets  now  available — 
for  children  and  for  adults 
who  can  he  maintained 
on  low  dosage  or 
who  experience  side  effects 
from  the  usual  dosage 
of  antihistamines 


PUBLISHED  CLINICAL  STUDIES 
SHOW  THOUSANDS  OF 

ALLERGIC  PATIENTS 
RELIEVED  BY 


Supplied:  Pyribenzamine  hydrochloride  25-mg. 
and  50-mg.  tablets;  Pyribenzamine  Elixir,  30  mg. 
Pyribenzamine  citrate  (equivalent  to  20  mg. 
tripelennamine  hydrochloride)  per  4-ml.  teaspoonful; 
Pyribenzamine  hydrochloride  solution  (for 
parenteral  use),  25  mg.  per  ml.,  in  1-ml.  ampuls. 
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PYRIBENZAMINE  HYDROCHLORIDE  (TRIPELENNAMINE  HYDROCHLORIDE  CIBA) 
PYRIBENZAMINE  CITRATE  (TRIPELENNAMINE  CITRATE  CIBA)' 


REFERENCES 

1.  Loveless,  M.  H.,  and  Dworin,  M.: 

J.  Am.  M.  Women's  A.  4:105  CMarch)  1949- 

2.  Feinberg,  S.  M.:  J.A.M.A.  732:702  (Nov.  23)  1946. 

3.  Gay,  L.  N,,  Landau,  S.  W.,  Carliner,  P.  E., 

Davidson,  N.  S.,  Furstenberg,  F.  F.,  Herman,  N.  B., 

Nelson,  W.  H.,  Parsons,  J.  W.,  and  Winkenwerder,  W.  W, 
Bull.  Johns  Hopkins  Ho,sp.  83:356  (Oct.)  1948. 

а.  Arbesman,  C.  E.,  Koepf,  G.  F.,  and  Lenzner,  A.  R.: 

J.  Allergy  77:275  (Sept.)  1946. 

s.  Arbesman,  C.  E.:  J.  Allergy  79:178  (May)  1948. 

б.  Feinberg,  S.  M.,  and  Friedlaender,  S.: 

Am.  J.  M.  Sc.  273:58  (Jan.)  1947. 

7.  Kesten,  B.  M.:  Ann.  Allergy  6:408  (July-Aug.)  1948. 

8.  Foster,  P.  D.:  California  Med.  73:413  (Nov.)  1950. 

9.  Morrow,  G.:  California  Ntcd.  69:22  (July)  1948. 

For  complete  information  on  Pyribenzamine  ask 

your  CIBA  representative  or  write  Medical  Service  Division, 

CIBA  Pharmaceutical  Products,  Inc.,  Summit,  N.  J. 
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INCREASES  PERIPHERAL  BLOOD  FLOW; 


Priscoline  reported  to  be  a valuable  aid  to  conventional 
therapy  in  peripheral  ischemia  and  its  sequelae— 
pain,  loss  of  function,  ulceration,  gangrene,  other  trophic 
manifestations;  Priscoline  most  effective  when  vasospasm 
is  prominent  but  may  prove  limb-saving  even  when 
vasospasm  is  minimal  because  it  decreases  vascular  tone, 
promotes  establishment  of  collateral  circulation. 


MULTIPLE  action: 

Priscoline  exerts  direct  vasodilating  effect  on  vessel 
wall,  blocks  sympathetic  nerves  (probably  at  their 
terminations  in  vascular  muscle) , blocks  vasoconstrictive 
action  of  circulating  epinephrine-like  substances. 


Side  Effects:  Certain  side  effects  of 
Priscoline— "crawling”  cutaneous  sensation, 
chilliness  with  resultant  gooseflesh 
or  feeling  of  warmth— indicate  attainment 
of  effective  dosage  level;  occasionally 
tachycardia,  tingling,  nausea 
and  epigastric  distress,  slight  hypotensive 
effect  or  slight  rise  in  blood  pressure 
may  be  experienced. 


AGE  75.  Arteriosclerotic 
ulceration  with  erysipeloid 
reaction  and  marked  inflam- 
mation; after  administration 
of  oral  Priscoline,  25  mg. 
three  times  daily,  for  one 
week— Increased  thereafter  to 
50  mg.  four  times  daily — 
there  is  steady  improvement, 
healing  in  eight  weeks. 

No  other  medication  used. 


FOR  COMPLETE  INFORMATION  on  Priscoline  ask  your  CIBA  representative 
or  write  Medical  Service  Division,  CIBA  Pharmaceutical  Products,  Inc., 
Summit,  N.  J.  SUPPLIED!  Priscoline  hydrochloride  (tolazoline  hydrochloride 
CIBA)  is  available  as  25-mg.  tablets  (scored),  bottles  of  100  and  1000; 
elixir,  25  mg.  per  4 ml.,  in  pints;  10-ml.  multiple-dose  vials,  25  mg.  per  ml. 


Photographs  and  accompanying  clinical  data  by  courtesy  of  R.  I.  Lowenberg,  M.D., 
Consultant  In  Vascular  Surgery,  Connecticut  State  Hospital,  Middletown,  Connecticut. 


AGE  68.  Arteriosclerosis 
obliterans  cellulitis;  sluggish 
response  to  saline  dressings 
and  procaine  penicillin 
300,000  units  daily;  healing 
speeded  by  oral  Priscoline, 
25  mg.  four  times  daily 
for  one  week,  25  mg.  every 
three  hours  thereafter; 
healing  within  six  weeks. 
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His  comment  was  that  Britain  was  in 
danger  of  becoming  a nation  of  barbitui'ate 
addicts.  One-tenth  of  the  prescriptions 
written  were  for  barbiturates  in  the  year 
1951;  half  of  the  suicides  in  1951  were 
due  to  barbiturates.  Dr.  Ogilvie  adds 
rather  ironically  a comment  about  the 
possible  consequences  of  chronic  barbitu- 
rate intoxication. 

I think  it  gives  us  something  to  think 
about.  We  all  know  that  as  physicians  we 
are  constantly  facing  patients  with  diffuse 
anxiety,  patients  who  stand  in  front  of 
us  subjectively  tense,  uncomfortable,  in- 
wardly nervous,  or  who  present  symptoms 
in  their  viscera  resulting  from  anxiety,  or 
the  symptoms  of  insomnia.  What  can 
we  do?  These  patients  give  us  a great 
deal  of  pressure.  We  want  to  do  some- 
thing for  them. 

I would  like  to  make  a plea  along  the 
lines  of  what  we  physicians  perhaps  have 
contributed  to  the  development  of  ex- 
cessive dissemination  of  barbiturates.  I 
think  as  physicians  we  should  be  far  more 
judicious,  and  we  should  not  disseminate 
these  drugs  as  promiscuously  as  we  have 
in  the  past.  As  a psychiatrist,  I think 
we  should  look  into  the  motivation  of  what 
we  physicians  have  done.  There  is  a need 
for  us  doctors  to  do  something  very 
specific.  Under  the  aegis  and  the  exigen- 
cies of  the  situation  of  the  uncomfortable 
patient  in  front  of  you,  looking  at  him 
and  talking  to  him  with  the  pressure  of 
a full  waiting  room  outside,  and  very 
little  time  to  listen  to  him  for  fifteen  or 
twenty  minutes,  it  is  quite  easy  to  give 
him  a prescription. 

The  danger  in  this  situation,  I think, 
has  been  well  studied  by  the  experts  in 
the  field.  Dr.  Isbell’s  work  in  Lexington 
has  been  well  reviewed  by  Dr.  Lovell  and 
by  Judge  Herlihy  today.  But  I do  make 
this  plea  as  my  salient  point,  that  we 
become  far  more  discriminating  and  con- 
trol the  use  of  barbiturates.  I feel  that 
as  general  practitioners  you  men  can  do 
a great  deal  of  good  office  psychotherapy. 

I believe  it  takes  a certain  amount  of 
soul-searching  into  oneself  to  tell  a patient, 
“I  do  not  want  to  give  you  sedation.”  We 


can  substitute  some  non-habit  forming 
drug,  but  this  has  not  proved  to  be  the 
case. 

I think  we  should  tell  the  patient  no, 
even  though  we  have  the  fear  inside  that 
this  patient  will  go  down  the  street  and 
get  the  barbiturate  there.  That  is  a ration- 
alization, and  I think  we  have  to  take  a 
firm  stand. 

I would  like  to  use  the  word  psychia- 
trists bandy  about.  Instead  of  multifaci- 
ent,  we  use  the  word  wholistic,  meaning 
that  the  judge,  clergy,  physician  all  work 
together,  because  it  is  only  in  this  way 
that  we  can  obtain  our  common  goal. 

I was  talking  with  a judge  the  other 
day  and  he  commented  that  it  was  rather 
strange  to  see  two  psychiatrists  agree. 
He  had  a report  from  me  and  another 
psychiatrist  on  a patient,  and  they  agreed. 
1 think  it  is  fortunate  that  we  all  agree, 
as  Dr.  McGuire  said,  that  the  barbiturate 
is  a blessing  and  a curse. 

Again  I want  to  stress  the  working 
together  of  all  groups,  and  also  the  soul- 
searching  on  the  part  of  the  physician 
to  disseminate  these  drugs  only  when 
they  are  specifically  indicated,  and  to 
people  who  will  not  become  addicted. 

Dr.  Louis  B.  Flynn  (Wilmington)  : 
Dr.  Lovell’s  talk  was  most  stimulating; 
Judge  Herlihy’s  was  most  sobering.  I 
think  I can  agree  with  most  of  the  sug- 
gestions outlined  by  Judge  Herlihy,  al- 
though perhaps  not  in  all  details  without 
further  study.  It  might,  however,  be  very 
worth  while  for  our  legislative  committee 
to  sit  down  with  Judge  Herlihy  and  see 
what  can  be  done  to  improve  our  present 
regulatory  mechanisms  in  the  control  of 
this  difficulty  we  have  been  discussing. 

The  present  arrangement  of  writing 
prescriptions  with  a time  limit  on  renew- 
al has  been  in  effect  in  this  area  a very 
short  time.  Until  a year  or  two  ago,  we 
were  regulated  mainly  by  an  unwritten 
law  among  the  pharmacists,  and  it  was 
not  concurred  in  by  all  of  them.  It  has 
only  been  a year  or  so  that  it  has  been 
more  difficult  to  get  prescriptions  for 
barbiturates  refilled.  Therefore,  perhaps 
in  the  foreseeable  future,  the  problem  may 
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abate  somewhat.  Nevertheless,  I feel  we 
should  go  ahead  and  investigate  better 
regulatory  mechanisms. 

Dr.  iMcGuire  and  Dr.  Kay  have  pointed 
out  that  we  should  get  our  own  house  in 
order  first,  and  with  this  I heartily  agree. 
Carelessness  in  prescription  is  not  to  be 
endorsed.  From  the  medico-legal  angle, 
or  the  poisoning  angle,  that  problem  may 
not  be  solved  by  these  other  measures 
entirely.  Anyone  who  intends  to  commit 
suicide  will  probably  secure  available 
medicine,  if  he  is  sincere  about  it.  You 
are  all  acquainted  with  the  patient  who 
will  get  two  or  three  or  four  prescriptions 
of  barbiturates,  not  take  any  of  them,  and 
then  six  months  later  take  them  all  at 
once.  In  such  instances,  and  in  other  cases 
which  come  up  in  Judge  Herlihy’s  court, 
the  problem  might  be  more  quickly  solved 
if  the  methods  of  blood  level  estimation 
of  the  drug  were  made. 

This  further  points  up  one  facet  of  the 
problem  w'hich  has  not  been  touched 
upon,  which  would  include  certain  criminal 
cases,  and  perhaps  fatal  cases,  where 
such  examination  would  be  most  import- 
ant, and  which  points  up  another  reason 
for  the  desirability  of  a medical  examiner 
for  the  State  of  Delaware. 

Dr.  M.  a.  Tarumianz  (Farnhurst)  : 
There  is  very  little  to  add  to  Dr.  Lovell’s 
l>resentation  of  this  very  well  prepared 
paper.  I fully  agree  with  Judge  Herlihy, 
with  whom  1 discussed  this  matter  on 
many  occasions,  that  the  moral  issue  it- 
self is  not  going  to  solve  the  problem.  1 
think  we  are  all  inclined,  morally,  to  help 
our  patients,  and  we  promise  ourselves 
not  to  be  indiscriminate  in  regard  to  pre- 
scription of  barbiturates.  Nevertheless, 
we  do  continue  prescribing  indiscrimi- 
nately at  all  time;  at  least  we  all  do  at 
some  times. 

There  is  no  reason  for  us  to  try  to 
falsify  our  owm  doings,  nor  is  there  any 
excuse  for  us  to  try  to  solve  the  problem 
on  merely  moial  issues.  Nor  can  this 
problem  be  solved  by  legal  procedure.  I 
think  it  is  primarily  an  educational  prob- 
lem. 1 think  people  must  be  educated 


as  to  the  damage  they  are  doing  them- 
selves. 

Unless  we  prepare  our  people,  excepting 
the  ten  or  fifteen  per  cent  who  are  too 
ignorant  to  understand  the  problem  per 
se,  I doubt  very  much  that  either  the  legal 
procedure  nor  the  moral  issues  will  help 
to  the  extent  that  it  will  solve  the  problem. 

I think  this  is  a matter  of  self  preserva- 
tion for  our  nation.  I don’t  care  what 
we  heard  about  Great  Britain.  That  is 
a humanitarian  problem  when  it  comes 
across  the  ocean.  But  right  here  in  our 
own  home  we  are  confined  with  such  a 
terrific  increase  of  deaths  due  to  barbitu- 
rate poisoning,  of  drug  addicts  among  the 
teen-agers,  that  it  seems  to  me  something- 
should  be  done.  And  who  is  better  quali- 
fied to  educate  the  people  than  the  medical 
profession  itself? 

My  plea  is,  in  addition  to  all  the  legal 
aspects,  to  try  to  educate  our  people  as 
to  the  seriousness  of  this  situation  at 
the  present  time.  I don’t  think  alcoholism 
IS  as  serious  as  the  drug  addiction,  particu- 
larly due  to  barbiturates.  Substitution  can 
be  made. 

I often  think,  on  this  matter  of  prescrip- 
tion by  a physician,  that  a simple  placebo 
sometimes  will  do  just  as  well  in  minor 
cases  as  the  prescription  of  barbiturates. 

As  men  who  have  practiced  medicine 
for  many,  many  years,  you  have  heard 
plenty  about  this  particular  problem  in 
our  midst.  It  seems  to  me  that  I can’t 
find  any  solution  in  my  thinking,  in  my 
study,  except  approaching  the  people  and 
expressing  our  own  opinion  in  regard  to 
the  danger  that  they  are  confronted  with. 

Mr.  Cavanaugh  : I read  these  articles : 
1 have  listened  to  these  talks.  There  is 
one  thing  I would  like  to  say.  Most  of 
the  prescriptions  are  filled  by  druggists, 
we  hope.  When  any  law  is  wu'itten,  or 
discussed,  I believe  that  some  druggist, 
appointed  by  the  Board  of  Pharmacy  or 
the  Pharmaceutical  Society,  should  sit 
with  those  people  so  they  make  a law 
that  won’t  require  another  secretary  and 
another  clerk  to  keep  records.  They  write 
these  laws  with  no  concept  of  what  the 
poor  druggist  has  to  do  to  observe  them. 
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In  other  words,  they  write  them  and  some- 
body else  has  to  live  up  to  them. 

I agree  that  there  should  be  a law, 
possibly,  but  let’s  make  it  one  that  you 
can  work  with  without  the  addition  of 
another  clerk. 

Dr.  Harry  Taylor  (Wilmington)  : I 

have  a question  or  two  to  ask.  Can  we 
swing  over  to  the  use  of  chloral  hydrate 
without  running  into  the  same  problem? 

Also,  if  we  run  into  the  use  of  elixirs 
as  placebos,  will  we  run  into  alcoholism, 
and  is  there  any  drug  therapy  that  we  can 
use  safely  without  going  into  psychother- 
apy on  a grand  scale? 

Dr.  H.  a.  Tarrant  (Wilmington)  : I 

wonder  if  Dr.  Lovell  would  make  any 
comment  on  the  drug  Dormison  ? I would 
like  him  to  say  something  on  that,  not 
that  I am  picking  out  any  manufacturer. 

Dr.  a.  R.  Shands  (Wilmington)  : Are 
there  any  specific  antagonists  to  barbitu- 
rates taken  for  suicidal  purposes  in  great 
doses,  that  can  be  taken  safely  and  will 
do  any  good?  We  have  found  none. 

Dr.  Tarumianz:  May  I ask  Judge 

Herlihy  to  explain  to  the  Society  how 
should  we  proceed  in  regard  to  the  federal 
law,  that  is,  the  establishment  of  a fed- 
eral law?  Does  he  have  any  suggestion? 

President  Washburn : Are  there  any 

other  questions  or  any  other  remarks  or 
discussion? 

I may  say  that  I have  taken  great  satis- 
faction in  the  program  this  afternoon. 

I did  have  a very  small  part  in  arranging 
this,  but  it  seemed  to  me  that  from  the 
point  of  view  of  my  experience  and  con- 
tact, that  this  was  a very  important 
subject  and  deserved  the  thoughtful  at- 
tention of  both  the  medical  and  legal  pro- 
fession looking  toward  a future  method 
of  correction. 

If  I may,  before  I turn  the  subject  back 
to  the  speakers,  express  the  point  of  view 
— and  this  point  has  been  made  by  one 
speaker  here — that  it  is  our  responsibility 
as  members  of  the  medical  profession  as 
to  whether  we  are  careless  about  the 
prescribing  or  the  dispensing  of  these 
drugs. 

The  plea  has  been  made  that  we  must 


educate  the  people.  I wish  to  remark,  as 
one  who  has  spent  many,  many  years 
in  hospital  life,  that  I am  convinced  that 
it  is  one  of  the  things  we  must  do,  one 
of  our  responsibilities,  to  educate  our 
house  officers  not  to  routinely  write  the 
orders  for  patients.  I had  that  trouble 
when  I was  in  active  practice.  It  was 
so  commonplace  for  orders  to  be  written 
when  there  was  no  present  indication;  it 
was  simply  routine.  I think  we  must 
teach  our  people  to  practice  differently. 

If  there  is  no  further  discussion  from 
the  floor,  I call  on  Dr.  Lovell  to  close  his 
part  of  the  program. 

Dr.  Lovell:  I am  deeply  grateful  to 

Dr.  Washburn  and  to  Dr.  McGuire  for 
the  invitation  to  participate  in  this  dis- 
cussion with  you  today,  and  I am  deeply 
grateful  also  to  Drs.  Kay,  Flynn,  and 
Tarumianz  for  discussing  the  paper,  and 
to  the  others. 

It  is  particularly  gratifying  to  a psychi- 
atrist to  have  his  colleagues  discuss  his 
paper  and  agree  with  him.  Usually the 
speaker  gets  torn  to  pieces.  Wonderful 
indeed,  then,  that  not  only  two,  but  three 
or  more,  psychiatrists  can  agree,  and 
wonderful  also,  I think,  that  we  physicians 
can  meet  with  members  of  the  legal  pro- 
fession. I think  that  they,  and  we,  the 
clergymen  have  a great  deal  to  offer  in 
unison  on  this  problem. 

I wish  to  add  any  support  that  I may 
to  the  use  of  education  in  handling  this 
problem.  I do  not  believe  that  one  can 
legislate  abstinence  or  do  a great  deal 
in  controlling  the  subject  of  addiction  by 
legal  rules.  However,  they  are  important, 
and  I think  that  they  should  be  given  a 
great  deal  of  calm  and  sober  thought, 
and  not  have  resolutions  passed  when  mass 
hysteria  and  pressure  bring  their  weight 
upon  the  legislative  groups. 

Is  there  any  specific  antagonist  to  bar- 
biturate drugs  ? I know  of  none. 

Is  it  wise  to  use  chloral  hydrate  or  par- 
aldehyde, or  some  other  sedative  drug, 
in  place  of  the  barbiturates?  The  answer, 

I believe,  is  an  emphatic  no.  Chloral  hy- 
drate has  some  advantages  over  barbitu- 
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rates,  but  patients  can  become  addicted 
to  chloral  hydrate  and  to  paraldehyde. 

I think  that  rather  than  i)rescribe  pla- 
cebos— they  are  wonderful  in  their  place — 
it  is  important  through  education  and 
through  spending  a little  extra  time  with 
your  patients,  if  you  can,  to  teach  these 
patients  that  it  is  normal  to  sleep  and 
that  it  isn’t  important  whether  they  lose 
a few  night’s  sleep.  We  have  had  patients 
who  have  lost,  as  nearly  as  I can  tell,  a 
week’s  sleep.  If  they  can  be  taught  to  lie 
Quietly,  not  to  read,  smoke  cigarettes, 
drink  coffee,  pace  the  floor,  they  will  get 
enough  rest,  and  after  a while  they  will 
be  surprised  to  find  that  they  can  sleep 
without  depending  upon  sedatives. 

I don’t  know  of  any  drug  that  one  can 
prescribe  safely.  In  my  25  years  of  prac- 
tice 1 have  had  one  drug  after  another 
recommended  to  me  as  a safe  drug,  non- 
habit forming.  The  barbiturates,  demerol 
— you  know  all  of  them  as  well  as  I.  Now 
we  have  mephenesin  and  tolserol.  I use 
them  a great  deal  in  the  treatment  of 
alcoholism.  I believe  they  are  good.  Tol- 
serol is  a relatively  new  drug.  So  far 
as  we  know,  it  is  not  habit  forming,  but 
it  is  young;  we  have  still  something  to 
learn  about  it. 

I had  a very  wealthy  alcoholic  patient 
who  was  using  barbiturates.  I say  1 
had  him  because  I felt  that  he  was  alco- 
holic. He  disagreed.  I refused  to  give 
him  barbiturates,  so  he  left  me.  His 
wife  rei)orts  that  he  is  having  difficulty 
getting  barbiturates  either  from  New 
York  doctors  or  New  Jersey  doctors,  where 
he  lives,  and  at  the  present  time  his  de- 
fiance has  led  him  to  take  somewhere  in 
the  neighborhood  of  80  Dormison  tablets 
a day. 

1 don’t  know  yet  what  the  effect  of  this 
drug  is.  It  must  be  relatively  mild  because 
he  is  still  able  to  navigate  with  80  Dormi- 
son tablets  a day. 

1 would  emphasize,  therefore,  in  conclu- 
sion, intensification  of  research,  and  to  edu- 
cate our  people  better.  And  we  physicians, 
1 think,  should  do  it,  and  the  place  we 
should  begin  is  in  the  high  schools  or  the 
late  elementary  schools. 


Judge  Herlihy  : I want  to  say  right 

off,  Mr.  Cavanaugh,  that  I agree  with  you 
that  when  legislation  is  written  it  should 
by  no  means  be  so  worded  as  to  increase 
the  clerical  detail  and  work.  However,  I 
have  thought  of  that  matter  in  connection 
with  any  records  to  be  maintained,  as 
far  as  these  drugs  that  we  have  been  dis- 
cussing are  concerned,  and  I have  felt 
that  if  there  were  a uniform  record  method 
set  up,  as  has  been  done  with  narcotic 
drugs,  that  same  idea  could  be  carried 
over  to  the  field  of  these  barbiturate 
drugs. 

However,  I want  to  say  also  that  in  any 
group  that  prepares  the  legislation  for 
control  of  these  drugs,  druggists  should 
play  an  important  part,  in  my  opinion. 

I agree  with  Dr.  Flynn  100  per  cent 
about  the  establishment  in  this  state  of 
a medical  examiner.  I think  that  would 
terminate  many  of  our  difficulties.  The 
outmoded  coroner’s  office  is  not  only  a 
matter  of  antiquity,  and  archaic,  but  is 
also,  in  my  opinion,  a deterrent  to  carrying 
out  justice.  I recall  very  distincly,  since 
I was  the  prosecutor  at  the  time,  that  we 
went  into  the  arsenic  investigations  as  a 
result  of  the  activities  of  the  Petrillo  gang- 
in  Philadelphia,  and  we  had  one  instance 
here  in  Wilmington  that  if  we  had  a medi- 
cal examiner  the  prosecution  would  have 
taken  place  at  a much  earlier  time  than  it 
did,  and  not  a year  later  after  the  decedent 
had  been  buried  for  a time. 

Not  only  does  that  go  for  arsenic  poison- 
ings but  also  it  would  be  of  assistance  in 
determining  the  real  cause  of  death  in 
some  of  these  cases  which  we  attribute 
to  these  drugs  we  have  been  discussing. 

I could  be  very  trite  and  platitudinous. 
Dr.  Tarumianz,  in  saying  “write  your 
Congressman,’’  but  that  wouldn’t  be  the 
answer  as  to  whether  we  are  going  to 
get  this  on  the  federal  level.  They  tell 
me  that  the  reason  why  a narcotic  divi- 
sion, or  the  Bureau  of  Narcotics,  which 
administers  the  narcotic  drugs,  does  not 
want  to  take  over  these  barbiturate  drugs 
IS  due  to  the  cost  of  enforcement  and  the 
employment  of  additional  personnel. 

It  is  my  very  humble  opinion  that  that 
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whole  department  should  be  re-surveyed, 
and  that  steps  should  be  taken  to  see  just 
what  they  do  need.  In  order  to  get  that 
done,  obviously  we  will  have  to  use  some 
national  groups,  like  your  national  medi- 
cal groups,  your  national  legal  groups,  and 
your  national  pharmaceutical  groups.  I 
have  no  other  way.  And  if  it  does  need  ad- 
ditional appropriation,  then  of  course  we 
have  to  do  it  on  the  state  level  and  start 
writing  our  Senators  and  Congressmen. 

Dr.  Flynn  mentioned  the  time  element 
between  prescriptions.  I think  that  they 
may  have  been  the  implication,  or  maybe 
1 am  taking  the  wrong  implication.  Dr. 
Flynn,  I think  that  if  you  will  recall,  in 
my  paper  I did  call  attention  to  the  fact 
that  I suggested  any  manner  of  dealing 
with  the  time  lapse  between  the  prescrip- 
tions should  be  something  that  should  be 
decided  by  the  medical  profession.  I don’t 
think  that  ought  to  be  left  up  to  any 
legislative  group  or  lay  group. 

I welcome  any  suggestion  that  would 
be  made  by  your  group  in  the  event  that 
you  decide  to  have  a joint  committee  to 
prepare  legislation  to  control  these  drugs. 

Once  again  I want  to  thank  you  for  the 
spirit  that  has  been  shown  here,  and  the 
courtesy  that  has  been  shown  to  me  as 
a member  of  the  bar  and  as  a member 
of  the  judiciary,  and  I am  certain  that 
if  the  efforts  that  have  been  indicated 
by  your  remarks  here  are  brought  about, 
we  will  accomplish  proper  control  of  these 
drugs. 

ACUTE  CARDIAC  EMERGENCIES 

William  Likoff,  M.  D.,* ** 
Philadelphia,  Pa. 

Acute,  severe  interference  with  the 
heart’s  ability  to  perform  work  is  a med- 
ical emergency,  with  death  the  implied  or 
actual  threat.  The  practicing  physician  is 
confronted  with  this  problem  routinely. 

The  most  dramatic  cardiac  emergency 
is  alive  one  moment,  dead  the  next.  In 
a single,  convulsive  physiologic  upheaval, 
the  heart  ceases  to  function. 

Fortunately,  most  emergencies  are  not 

*Read  before  the  Medical  Society  of  Delaware,  Wilmington, 
October  14,  1953. 

•♦Associate  Professor  of  Medicine,  Hahnemann  Medical 
College. 


as  dramatic.  In  truth,  they  are  as  prosaic 
as  pain,  as  routine  as  fainting,  as  com- 
mon as  coughing.  To  recognize  them  mas- 
querading in  such  benignity  is  the  sharp- 
est kind  of  contest. 

What  are  some  of  the  earmarks?  Most 
everyone  is  quite  aware  of  the  signi- 
ficance of  chest  pain  in  relation  to  heart 
disease.  It  is  the  first  expression  of  cor- 
onary artery  disease.  It  is  experienced  at 
the  onset  of  certain  acute  arrhythmias. 
It  may  be  constant  in  aneurysm,  and  acute 
and  severe  in  dissection  of  the  aorta.  It 
is  common  with  embolic  issues.  The  phy- 
sician must  be  alert  to  pain  as  a cardiac 
symptom,  and  able  to  differentiate  it  from 
similar  expressions  of  lesser  disease. 

Syncope  and  vertigo  frequently  are  in- 
dications of  important  cardiac  illness. 
Syncope  occurs  in  Adams-Stokes  disease 
where  the  ventricles  are  functionally  in- 
active, in  fibrillation,  or  asystole.  It  is 
encountered  in  aortic  stenosis  and  insuf- 
ficiency, and  interestingly  enough  it  may 
be  an  initial  symptom  of  acute  infarction 
when  the  myocardial  insult  results  in 
cerebral  anoxia.  This  same  anoxia  may 
occur  at  the  onset  of  any  acute  arrhy- 
thmia or  tachycardia. 

Paroxysmal  dyspnea  is  a third  common 
symptom  of  severe  cardiac  dysfunction. 
It  is  the  classic  manifestation  of  exhausted 
myocardial  reserve,  and  is  common  in  hy- 
pertension, coronary  artery  disease,  rheu- 
matic valvular  and  luetic  heart  disease,  as 
well  as  uncontrolled  paroxysmal  tachy- 
cardia. When  the  myocardium  fails,  in- 
sidiously persistent  cough  and  wheezing 
respirations  with  effort  are  directly  caused 
by  this  beginning  inadequacy. 

Hemoptysis  is  a fourth  symptom  of 
important  heart  disease.  It  is  a manifest- 
ation of  severe  pulmonary  hypertension  in 
rheumatic  valvular  afflictions — usually 
mitral  stenosis.  Actually  it  represents 
a momentary  failure  of  the  pulmonary  cir- 
culation. The  symptom  is  likewise  en- 
countered in  pulmonary  infarction,  and 
in  the  pulmonary  edema  of  hypertension 
and  coronary  artery  disease. 

With  the  recognition  of  these  signs  of 
impending  or  actual  cardiac  disaster  comes 
the  responsibility  of  treatment.  It  is  rare 
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that  a single  therapeutic  maneuver,  how- 
ever proper,  satisfies  the  entire  issue. 

Let  us  examine  some  of  the  usual  card- 
iac emergencies  and  their  treatment. 

Coronary  Occlusion.  This  is  perhaps 
the  most  significant  of  the  cardiac  dis- 
asters. At  the  onset,  however  expressed, 
the  urgent  need  is  for  a quiet  resting  heart. 
The  opiates  are  the  most  accomplished 
agents  in  satisfying  this  need.  Whether 
morphine,  demerol,  pantopon,  or  dilaudid 
is  used,  the  dose  must  be  liberal  enough  to 
ensure  comfort  and  rest.  Repeated  smal- 
ler doses  increase  the  possibility  of  urin- 
ary retention  and  respiratory  depression. 

There  is  excellent  evidence  that  oxygen 
relieves  pain  and  improves  cardiac  func- 
tion by  actual  correction  of  the  pathophy- 
siology of  a myocardial  infarction.  Ani- 
mal experimentation  suggests  that  the 
actual  size  of  the  infarction  may  be  re- 
duced by  the  use  of  oxygen.  Certainly  it 
is  an  important  supplement  early  in  the 
disease  and  may  actually  modify  the  need 
for  opiates. 

Initially,  shock  or  a severely  hypokinetic 
circulation  may  accompany  coronary  oc- 
clusion. This  profound  problem  is  not  to 
be  confused  with  a rather  ordinary  fall  in 
blood  pressure.  It  is  marked  by  a restless, 
comatose  or  semi-comatose  state  where  the 
pulse  is  small,  the  skin  pale  and  cold,  and 
the  blood  pressure  almost  unobtainable. 

Since  the  pathophysiology  is  poorly  un- 
derstood, the  therapy  is  often  confused  and 
ineffectual.  Classically,  the  patient  is  kept 
warm,  given  high  concentrations  of  oxy- 
gen, and  certain  vasopressor  drugs  thought 
pharmacologically  capable  of  increasing 
blood  pressure  without  further  constrict- 
ing the  coronary  circulation.  Such  pro- 
ducts include  norepinephrine,  neosyne- 
phrine,  paredrine,  vasoxyl,  and  wyamine. 

The  dose  for  norepinephrine  is  4 cc  of 
a 0.1%  solution  which  is  diluted  in  dex- 
trose and  is  given  20  to  30  drops  per  min- 
ute. The  dose  is  continued  until  the  systolic 
blood  pressure  is  maintained  routinely  at 
least  at  100  mm  of  mercury,  and  can  be 
maintained  as  such  with  decreasing  doses 
of  the  drug. 

Paredrine  is  generally  used  in  10  to  20 


mg  of  injection  and  is  generally  given  in- 
tramuscularly. 

Wyamine  is  given  in  5 to  15  mg  doses, 
intramuscularly,  or  50  grams  is  diluted  in 
100  cc  of  glucose  and  distilled  water  and 
given,  again,  20  to  30  drops  per  minute. 

Vasoxyl  is  given  in  doses  of  40  mg  in 
500  cc  of  distilled  water  and  glucose,  and 
again  is  given  20  to  30,  or  at  times,  40 
drops  per  minute. 

It  has  been  our  experience,  at  least,  that 
of  all  these  vasopressor  drugs,  probably 
vasoxyl  is  the  most  effective.  The  morta- 
lity in  the  severely  shocked  group  remains 
90  per  cent  in  spite  of  these  drugs. 

It  is  perfectly  possible  in  instances  of 
acute  myocardial  infarction  in  this  ex- 
treme state  to  maintain  systolic  blood 
pressure  for  a continual  period  of  time, 
and  then  find,  after  24  to  36  hours,  that 
in  spite  of  the  vasopressor  drugs,  urinary 
output  has  practically  quit  and  the  patient 
will  subsequently  die  of  retention  and 
uremia. 

This  point  is  cited  only  to  illustrate  that 
the  entire  answer  is  not  in  these  vasopres- 
sor drugs. 

Investigations  have  suggested  that  shock 
can  be  combated  by  early  transfusion  or 
infusions  of  concentrated  glucose,  plasma, 
or  human  albumin.  The  dose  of  plasma  is 
generally  250  cc  given  not  less  than  in  two 
hours,  and  human  albumin  is  given  in 
doses  of  2 to  4 routine  units,  not  less  than 
two  hours.  Some  success  has  been  attained 
with  this  therapy.  The  most  significant 
encouragement,  however,  has  resulted 
from  inter-arterial  transfusions.  Surpris- 
ingly, heart  failure  has  not  been  produced 
or  increased  by  this  method.  The  only 
contra-indication  is  a marked  rise  in  ven- 
ous pressure,  or  severe  pulmonary  edema. 
Although  difficult  to  institute,  inter- 
arterial  transfusion  promises  reasonable 
hope  in  an  otherwise  desperate  issue.  The 
danger  in  any  intravascular  therapy  in 
coronary  occulusion  is  that  one  may  over- 
shoot the  mark  and  throw  the  patient  into 
pulmonary  edema.  The  rate  of  flow  in 
any  of  these  methods  should  not  exceed  200 
cc  per  two  hours. 

Pulmonary  edema  may  complicate  the 
earliest  phase  of  coronary  occlusion. 
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When  advanced  shock  does  not  accompany 
this  left  ventricular  failure,  it  is  best  that 
the  patient  be  placed  in  the  upright  posi- 
tion or  in  a chair.  This  maneuver,  taking 
advantage  of  the  force  of  gravity,  de- 
creases pulmonary  congestion,  increases 
vital  capacity.  It  is  important  to  realize 
that  the  chair  position  does  not  imply  more 
liberal  activity  on  the  part  of  the  patient. 
The  fact  that  the  patient  is  sitting  upright 
does  not  give  him  the  privileges  of  going 
to  the  bathroom  or  of  walking  about  the 
room.  It  is  only  a position. 

As  an  outgrowth  of  this  acute  depart- 
ure from  the  classical  edict  of  absolute 
bed  rest  in  myocardial  infarction,  it  has 
been  suggested  that  patients  be  placed  in 
a chair  after  pain  and  shock  have  been 
overcome  to  prevent  future  pulmonary 
edema.  That  is  generally  within  48  hours. 
This  particularly  holds  true  for  those  in- 
dividuals that  have  given  some  indication 
of  being  in  pulmonary  edema,  however 
slight,  at  the  time  of  their  initial  infarc- 
tion. 

Drug  therapy  differs  somewhat  when 
congestion  of  the  lungs  complicates  myo- 
cardial infai'ction.  Digitalis  or  the  related 
glycosides  are  generally  withheld  for  fear 
of  producing  ectopic  rhythms,  or  adverse- 
ly affecting  cardiac  output.  There  are 
many  occasions,  even  early  in  myocardial 
infarction,  when  digitalis  cannot  be  set 
aside,  regardless  of  the  calculated  risk. 

Acute  arrhythmias  may  complicate 
myocardial  infarction,  increasing  the  haz- 
ard in  an  already  established  emergency. 
Atrial  arrhythmias  generally  subside 
without  embarrassing  the  integrity  of  the 
cardio-vascular  system.  Ventricular  tachy- 
cardia, however,  must  be  treated  vigor- 
ously by  those  methods  to  be  discussed 
separately. 

The  use  of  anticoagulants  is  not  truly 
an  emergency  measure.  A commitment  is 
generally  made  promptly,  but  it  has  no  in- 
fluence on  those  maneuvers  designed  to 
obtain  immediately  a restful  and  efficient- 
ly working  heart. 

So  much  for  coronary  occlusion. 

Acute  Left  Ventricular  Failure,  This 
emergency  is  met  in  patients  with  struct- 
ural heart  disease,  particularly  the  hyper- 


tensive patient.  Again,  opiates  and  oxygen 
are  the  immediate  therapeutic  measures 
of  choice.  Morphine  given  intravenously 
may  miraculously  quiet  the  restlessness 
and  tumultuous  breathing  which  accom- 
panies the  threat  of  suffocation. 

Patients  should  be  placed  in  the  upright 
position.  If  not,  they  will  assume  it  them- 
selves. 

The  administration  of  oxygen  is  most 
effective  under  a positive  pressure  of  3 to 
5 cms  with  the  concentration  at  50  per  cent 
and  the  flow  at  8 liters  per  minute.  Posi- 
tive pressure  masks,  however,  are  often 
uncomfortable,  and  under  such  circum- 
stances the  use  of  an  ordinary  mask  or 
catheter  is  entirely  warranted.  The  use 
of  an  oxygen  tent  must  be  safeguarded  by 
those  measures  which  ensure  adequate 
concentration  of  oxygen  and  which  make 
sure  that  the  patient,  and  not  the  mattress 
or  the  bed  clothing,  or  the  room,  gets  the 
oxygen. 

Recent  experiences  with  caprylic  alco- 
hol vapors  have  been  most  encouraging. 
Caprylic  alcohol  is  thought  to  reduce  the 
intra-alveolar  congestion  and  exudation. 
It  acts  in  somewhat  similar  fashion  to 
what  you  suppose  atropine  is  doing,  when 
you  give  it  together  with  demerol.  This 
has  been  a rather  encouraging  way  of 
treating  congestive  failure  and  pulmonary 
exudation,  and  today  we  routinely  use  it 
when  we  have  the  opportunity. 

When  it  has  been  satisfactorily  deter- 
mined that  acute  pulmonary  edema  has  not 
been  precipitated  by  a myocardial  infarc- 
tion, digitalization  may  be  planned.  So 
frequently,  practicing  physicians  in  acute 
pulmonary  edema  will  give  morphine  and 
digitalis  in  one  fell  swoop,  without  taking 
the  time  to  inquire  or  to  determine  whether 
or  not  acute  myocardial  infarction  has  re- 
sulted in  the  pulmonary  edema.  You  must 
permanently  and  definitely  determine 
whether  such  has  occurred  before  you  plan 
your  digitalization. 

There  are  many  effective,  rapidly  act- 
ing products  available  for  oral  or  paren- 
teral use.  These  include  oubain,  lantoside 
C,  digitoxin,  and  digoxin.  The  intravenous 
doses  of  these  products  are  rapidly  dissem- 
inated, and  oral  maintenance  should  be 


140 


Dklawahk  State  ^Iedicae  .Ioukxal 


.IrxE,  1954 


instituted  within  24  hours  after  you  have 
committed  yourself  to  intravenous  use. 

Oubain.  not  generally  popular,  but  ef- 
fective nonetheless — it  is  extremely  popu- 
lar in  Europe — is  given  in  a dose  of  0.5 
mg.  intravenously.  Its  great  drawback  is 
the  fact  that  it  must  be  given  intraven- 
ously, and  the  subsequent  doses  are  given 
every  half  hour  to  one  hour.  0.1  mg.,  until 
the  apical  rate  is  90  or  less,  or  the  total 
dose  has  reached  1 mg.  That  means  that 
you  have  to  do  constant  intravenous  ther- 
apy, which  is  a nuisance. 

Digoxin  may  be  given  in  an  initial  dose 
of  1 mg.  and  0.25  mg.  may  be  repeated 
every  four  hours  until  a maximum  of  3 
mg.  has  been  administered. 

The  dose  schedule  of  digitoxin  is  some- 
what different:  0.6  to  0.7  initially,  with 
0.2  mg.  every  four  hours  until  1.2  to  1.6 
mg.  has  been  given. 

The  initial  dose  of  Lantoside  C varies 
from  .4  to  .8  mg.  Succeeding  doses  of  0.4 
mg,  every  two  hours  may  be  given  until 
2.4  mg.  is  reached. 

Dose  schedules,  and  this  is  probably 
most  vital,  of  any  of  the  digitalis-like  drugs 
are  not  fixed  patterns.  They  are  to  be  in- 
telligently modified  according  to  the  clin- 
ical picture.  Signs  of  toxicity  are  to  be 
respected. 

Whenever  pulmonary  edema  is  accom- 
panied by  marked  venous  engorgement  or 
a severe  hypertension,  the  ancient  vene- 
section or  more  modern  bloodless  phle- 
botomy may  be  effective.  The  bloodless 
phlebotomy  is  probably  less  effective  than 
the  venesection.  It  is  accomplished  by  ap- 
plying tourniquets  to  all  four  extremities. 
These  are  tightened  at  one  time.  Each  is 
released  in  rotation  at  15  minute  intervals. 

After  the  application  of  these  measures, 
a mercurial  diuretic  may  be  administed 
intramuscularly  or  subcutaneously  in  or- 
der to  establish  an  edema-free  state. 

Acute  Arrhythmias.  From  the  patient’s 
standpoint,  any  paroxysmal  tachycardia 
is  an  emergency.  However,  unless  struc- 
ture disea.se  is  present,  danger  is  rarely 
real.  A notorious  exception  is  ventricular 
tachycardia.  It  is  an  ominous  complica- 
tion of  myocardial  infarction.  Occasion- 


ally this  form  of  tachycardia  results  from 
toxic  doses  of  digitalis. 

Quinidine  sulphate  and  pronestyl  or  pro- 
caine amide  hydrochloride  are  the  specific 
corrective  drugs. 

Quinidine  sulphate  should  be  adminis- 
tered in  large  doses  orally — 0.6  grams 
every  2 to  3 hours  until  the  rhythm  is 
abolished  or  until  signs  of  toxicity  develop. 
The  latter  include  intraventricular  con- 
duction defects,  and  prolonged  ventricu- 
lar systole,  and  are  discovered  only  on  elec- 
trocardiographic examination.  Nausea, 
vomiting,  diarrhea  and  tinnitus  are  gener- 
ally indications  of  gastric  or  eighth  nerve 
irritability  and  when  severe  require  the 
drugs  to  be  discontinued. 

Recently,  quinidine  hydrochloride,  lac- 
tate, gluconate  and  sulphate  have  been  pre- 
pared for  parenteral  use.  The  latter  means 
intramuscular  use  for  those  of  us  who  com- 
monly use  the  drug.  I think  it  should  be 
accepted  as  a firm  and  complete  contrain- 
dication that  this  drug  ever  be  used  in- 
travenously. There  is  another  drug  that 
is  safe. 

Pronestyl  is  most  effective  orally  and 
intravenously.  Although  this  drug  is  cap- 
able of  causing  some  fall  in  blood  pressure 
when  used  by  vein,  it  is  a safer  drug  than 
quinidine  used  in  a like  manner.  The  max- 
imum dose  by  vein  is  200  mg.  per  minute, 
with  an  absolute  limit  of  1 gram.  Orally, 
five  250  mg.  capsules  are  administered, 
followed  by  three  such  capsules  in  one  and 
again  two  hours,  if  required. 

We  stated  that  digitalis  may  actually 
cause  ventricular  tachycardia,  and  yet  it 
may  be  used  when  congestive  failure  com- 
plicates that  arrhythmia.  This  departure 
from  classical  teaching  remains  to  be  fully 
confirmed. 

Although  a relatively  benign  arrhy- 
thmia, atrial  fibrillation,  occurring  in  the 
course  of  surgery  or  as  a complication  of 
severe  organic  heart,  may  require  atten- 
tion as  a true  cardiac  emergency. 

Most  clinicians  prefer  under  the  cir- 
cumstances to  control  the  ventricular  rate 
with  full  doses  of  digitalis.  Quinidine  is 
subsequently  introduced  if  reversion  to 
normal  sinus  rhythm  is  desired.  The  dose 
of  0.4  grams  every  three  hours  will  abolish 
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most  attacks  of  atrial  fibrillation.  Much 
higher  doses  have  been  used  without  dif- 
ficulty but  anticoagulant  therapy  is  recom- 
mended in  the  presence  of  mitral  stenosis 
or  myocardial  infarction  where  embolism 
is  likely  to  occur. 

Atrial  flutter  is  treated  as  an  emergency 
in  a similar  fashion.  The  first  requirement 
is  the  control  of  the  ventricular  rate  with 
full  digitalization.  This  results  in  one  of 
the  following  eventualities : the  flutter 
may  be  converted  to  flbrillation  and  re- 
main as  such ; the  fibrillation  may  then  be 
reverted  to  normal  sinus  rhythm  by  quini- 
dine ; fibrillation  may  revert  to  normal 
sinus  rhythm  when  digitalis  is  withdrawn. 

The  last  cardiac  emergency,  Adams- 
Stokes  Disease.  This  seizure,  marked  by 
syncope  or  intense  vertigo  with  or  without 
convulsions,  is  generally  caused  by  ventri- 
cular fibrillation  or  standstill  which  com- 
plicates complete  heart  block.  The  differ- 
entiation between  fibrillation  and  asystole 
is  possible  only  with  an  electrocardiogram. 
But  the  drug  therapy  depends  upon  such 
a differentiation.  Under  the  circumstances, 
a sharp  and  forceful  blow  across  the  breast 
may  be  the  best  treatment  of  choice  dur- 
ing the  emergency,  forceful  in  some  in- 
stances to  the  point  where  ribs  have  been 
fractured.  Such  a blow  may  initiate  nor- 
mal cardiac  action  in  a ventricle  that  is 
fibrillating  or  in  complete  asystole. 

When  a recognition  of  the  ventricular 
action  is  possible  through  the  electrocardio- 
gram, epinephrine  in  doses  of  half  or  a 
whole  cc  may  be  injected  at  short  inter- 
vals for  standstill,  and  quinidine  or  pro- 
nestyl  may  be  utilized  for  fibrillation.  Un- 
fortunately, in  many  of  the  electrocardio- 
grams obtained,  the  ventricle  is  fibrillat- 
ing at  one  moment  and  standing  still  the 
next.  These  drugs  cannot  be  used  inter- 
changeably, and  when  both  fibrillation  and 
asystole  coexist,  no  adequate  therapy  is 
available. 

Occasionally,  ventricular  fibrillation  and 
standstill  are  emergency  states  during  sur- 
gery. There  is  no  substitute  for  exposure 
of  the  heart  and  actual  massage.  It  is 
superior  to  electrical  stimulation,  at  least 
that  type  of  electrical  stimulation  that  we 
have  available  today.  This  procedure. 


however,  must  be  immediately  instituted 
or  otherwise  is  ineffectual  heroics. 

Most  of  these  emergencies  are  readily 
diagnosed  at  the  bedside  and  in  the  office. 
Diagnosis  is  more  a recognition  of  ordi- 
nary symptomatology  than  an  understand- 
ing of  precision  instruments.  The  speed 
with  which  the  physician  applies  a ther- 
apeutic agent  may  or  may  not  be  a reflec- 
tion of  the  profound  understanding  of  the 
presenting  problem;  the  effectiveness  of 
the  agents  he  chooses,  however,  generally 
is  in  direct  proportion  to  that  understand- 
ing. Cardiac  emergencies  respond  to  ac- 
curate therapy,  and  in  subsiding  leave 
many  years  of  useful  living  against  the 
erosion  of  time. 

2U9  N.  Broad  Street. 

Discussion 

Dr.  J.  R.  Durham  (Wilmington)  : I 
want  to  thank  Dr.  Likoff  for  a very  excel- 
lent presentation  on  cardiac  emergencies. 
Dr.  Likoff  has  been  intimately  associated 
with  our  Wilmington  group  on  many  of 
our  mitral  valvulotomy  cases,  and  I know 
him  to  be  a very  competent  cardiologist. 

In  opening  the  discussion,  I would  like 
to  ask  one  question  concerning  digitaliza- 
tion. Does  Dr.  Likoff  believe  that  with  the 
rapid  glycosides  that  we  are  using  now  a 
patient  can  de-digitalize  himself? 

On  the  paroxysmal  tachycardias,  which 
the  doctor  covered  so  well,  if  we  see  a case 
at  home  it  is  quite  true  we  don’t  have  a 
cardiogram  with  us,  as  a rule.  We  recog- 
nize the  presence  of  a tachycardia,  and  a 
great  majority  are  not  emergencies  in  the 
medical  sense.  They  are,  of  course,  as  far 
as  the  family  goes,  or  sometimes  the  pa- 
tient, who  is  aware  of  this  terrific  raid. 

Assuming  that  we  have  some  doubt  as 
to  whether  we  might  be  dealing  with  a 
paroxysmal  or  a supraventricular  tachy- 
cardia, would  you  say  a word  about  the 
treatment?  In  other  words,  should  we 
use  quinidine  even  though  we  do  not  have 
the  base  line  tracing? 

Dr.  E.  R.  Miller  (Wilmington)  : I see 
Dr.  Phillips  down  in  the  audience.  A num- 
ber of  years  ago  I discussed  Dr.  Wolferth’s 
paper,  and  he  said  “You  made  a longer 
talk  than  Dr.  Wolferth,’’  so  I’ll  have  to 
watch  myself  today. 
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Cax’diac  emergencies.  I think,  are  seen 
probably  more  by  the  general  practitioner. 

I did  general  practice  for  ten  years  and  I 
realize  that.  It  presents  a challenge  to  the 
ingenuity,  the  intuitiveness  of  the  doctor, 
and  really  brings  out  the  thought  that 
medicine  is  an  art. 

You  have  three  types  of  situations  to 
deal  with.  You  have  the  family,  the  pa- 
tient, and  the  disease. 

In  the  first  place,  as  Dr.  Durham  said, 
an  emergency  to  one  is  not  such  an  emer- 
gency to  another,  and  it  is  a question  of 
making  a proper  diagnosis.  As  Dr.  Dur- 
ham said,  you  don’t  have  the  electrocardio- 
graphic machine,  and  it  presents  a chal- 
lenge. Fortunately,  the  patient  is  either 
dead  or  still  alive,  and  if  he  is  dead  the 
diagnosis  is  speculative.  Sometimes  that’s 
wrong.  Not  long  ago,  a case  diagnosed  as 
coronary  thrombosis  was  found,  after  a 
post-mortem,  to  be  a case  of  pulmonary  in- 
farction, and  double  indemnity  was  col- 
lected by  insurance. 

But  coming  back,  I would  like  to  com- 
ment on  a few  points  of  Dr.  Likoff’s 
splendid  paper.  I thought  his  paper  was 
so  complete  that  there  was  not  much  left 
to  say.  It  was  interesting  with  regard  to 
his  caprylic  alcohol  inhalations.  My  pa- 
tients prefer  to  take  it  inwardly  rather 
than  by  breathing  it  in.  I don’t  know  too 
much  about  this  new  method  but  I do  be- 
lieve that  alcohol  has  a definite  place. 

As  to  the  use  of  digitalis  preparations 
in  contrast  to  oubain,  I do  think  that  we 
have  neglected  the  use  of  oubain  in  this 
country  as  compared  to  Europe.  There 
may  be  reasons  for  that.  One  thing  is  that 
many  of  our  patients  may  have  received 
digitalis  previously  and  it  is  very  import- 
ant for  the  house  doctor  to  call  up  the 
family,  or  for  the  attending  physician  to 
make  sui'e  that  this  patient  did  not  have 
digitalis  previously. 

Another  point  with  regard  to  emergen- 
cies in  treating  coronary  thrombosis. 
About  three  weeks  ago  I was  asked  to  see 
a patient  as  an  emergency.  The  cardio- 
gram was  normal,  and  the  enthusiastic  in- 
terns were  giving  heparin.  I inquired  care- 
fully whether  the  patient  had  a dissecting 
aneurysm,  and  I was  assured  he  didn’t. 


The  later  x-ray  diagnosis  proved  to  be  dis- 
secting aneurysm.  The  only  contribution 
I made  was  to  have  them  stop  the  heparin, 
which  you  know  would  be  absolutely  con- 
tra-indicated if  a patient  did  have  a dis- 
secting aneurysm.  There  is  no  emergency 
in  using  heparin  or  dicumarol. 

Another  point  which  is  interesting  is 
intra-arterial  transfusions.  This  has  not 
been  established  at  our  hospital  but  I do 
think  it  needs  to  be  speculated  on.  I have 
heard  a talk  where  as  much  as  24  pints 
of  blood  were  given  in  six  hours  intra- 
arterially. 

Dr.  Likoff  brought  out  the  point  of  us- 
ing norepinephrine.  I think  that  has  been 
a great  contribution  recently  in  that  it  is 
highly  imperative  not  to  allow  the  pres- 
sure to  be  too  low,  and  it  has  been  life- 
saving in  some  of  our  cases. 

As  I said  before,  his  talk  has  been  so 
complete  that  it  leaves  very  little  to  say. 
but  no  talk  is  complete  unless  you  differ 
with  the  speaker,  and  I want  to  challenge 
this  one  in  a most  friendly  way.  He  said 
thei’e  is  absolutely  no  use  for  quinidine  in- 
travenously. There  are  no  absolutes.  I 
remember,  before  the  days  of  pronestyl,  I 
saw  a patient  w^ho  was  comatose,  who  was 
on  his  way  out,  which  means  close  to  his 
demise.  He  was  in  ventricular  fibrillation. 
Quinidine  in  those  days  was  not  available. 
I am  glad  it  is  on  the  market  now  because 
I still  think  there  may  be  some  use  for  it 
intravenously.  So  we  sent  down  to  the 
drug  store  where  we  could  get  dilute  hydro- 
chloric acid,  and  diluted  the  quinidine  in 
that  and  gave  it  intravenously,  slowly  and 
carefully,  and  the  patient  miraculously 
made  a comeback,  temporarily.  But  it  was 
like  making  his  last  stand,  because  the 
next  day  he  did  make  his  exit.  But  at 
least  we  had  prolonged  his  life,  I think,  for 
24  hours. 

So  we  could  go  on  talking,  like  the  man 
in  California  who  liked  to  stand  up  and 
talk  about  heart  disease  for  a long  time. 
But  in  order  to  save  myself  from  another 
criticism  from  Dr.  Phillips,  I want  to  say 
in  conclusion  that  I think  Dr.  Likoff’s  talk 
was  very  well  presented.  He  covered  his 
subject  thoroughly.  And  I think  the  com- 
ments of  Dr.  Durham  also  were  well  made. 
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Dr.  W.  W.  Briggs  (Wilmington)  : I 
should  like  to  ask  Dr.  Likoff  two  questions. 
Recently  there  has  been  observed,  follow- 
ing the  use  of  the  pressor  drugs  in  condi- 
tions of  shock,  cardiac  and  otherwise,  the 
later  appearance  of  jaundice,  which  in  at 
least  two  patients  has  been  transient 
jaundice,  sufficiently  transient  not  to  be 
able  to  determine  whether  it  was  obstruc- 
tive or  due  to  peptocellular  damage.  I 
doubt  if  the  drug  was  given  according  to 
the  directions  which  he  indicated  in  his 
talk,  but  I should  like  to  know  if  that  has 
been  an  observation  of  his. 

The  other  question  is  whether  there  has 
been  any  experience  with  the  use  of  atro- 
pine intravenously,  in  relatively  large 
doses,  in  an  effort  to  overcome  the  initial 
shock  with  the  cold,  clammy-voiced  patient 
with  severe  hypotension. 

Dr.  J.  J.  Selinkoff  (Elsmere)  : I would 
like  to  ask  whether  in  these  cases  of  acute 
paroxysmal  arrhythmias,  which  seem  to 
occur  rather  frequently  in  the  same  pa- 
tient, whether  digitalis  should  not  be  given 
as  a routine,  steady  treatment,  the  same 
as  you  would  in  a case  of  cardiac  decom- 
pensation. 

Dr.  Sidney  Chavin  (Wilmington)  : If 
you  are  dealing  with  a case  of  acute  dysp- 
nea, which  may  be  associated  with  some 
allergy,  would  you  still  use  opiates? 

Dr.  Likoff  : I would  like  to  thank,  first 
of  all.  Dr.  Durham  and  Dr.  Miller  for  their 
kind  discussion,  and  those  of  you  who  were 
nice  enough  to  ask  very  interesting  ques- 
tions. 

First  of  all,  in  response  to  Dr.  Durham, 
when  insulin  first  came  out  I understand 
that  this  was  almost  a fixed  pattern  of 
those  who  were  most  interested  in  the 
treatment  of  diabetes.  There  were  very 
many  variations  of  the  insulin  product 
which  were  available  for  distribution  to 
the  medical  profession,  and  those  who 
were  wisely  guiding  the  treatment  of  in- 
sulin in  those  days  decided  that  we  had 
better  have  one  product,  well  understood, 
and  least  confusing,  rather  than  many 
with  very  great  variations. 

Sometimes  I wish  the  same  things  had 
been  done  with  digitalis  and  the  varying 
glycosides  because  we  now  have,  as  you 


know,  very  many  digitalis  products  and 
allied  drugs,  which  make  the  situation 
very  confusing.  The  issue  that  Dr.  Dur- 
ham brought  up  is  a very  true  one.  We 
have  some  very  rapidly  acting  digitalis 
products,  the  most  popular  of  which  is 
digoxin,  and  patients  can  become  de-digit- 
alized,  so  to  speak,  under  what  is  or- 
dinarily accepted  as  a routine  mainten- 
ance dose. 

It  has  gotten  so  now  that  in  the  teach- 
ing of  the  subject  matter,  you  handle  each 
digitalis  product,  or  its  glycoside,  accord- 
ing to  its  capability  and  not  as  an  overall 
drug.  For  example,  I liken  digoxin  to  a 
man  who  wants  to  stay  on  his  toes  as  a 
boxer,  shifting  from  position  to  position. 
It  is  a light  drug.  It  will  lose  its  effect 
quickly,  and  you  use  it  under  circum- 
stances where  you  do  not  want  a heavy 
hand  on  a heart,  perhaps  a heart  that  is 
prone  to  get  premature  ventricular  con- 
tractions. 

So  one  must  be  very  careful  in  the  utili- 
zation of  these  products  and  what  they  are 
actually  able  to  do.  You  cannot  inter- 
change digitoxin,  digoxin,  and  the  rest  of 
the  drugs  with  impunity  just  because  they 
are  presented  to  you  as  being  more  potent 
and  more  acting. 

The  second  question,  as  I have  it  re- 
corded here,  was  with  respect  to  Dr.  Mil- 
ler’s statement  that  quinidine  had  been 
used  intravenously  in  the  past.  I too  en- 
joyed that  sensation  of  using  it  and  having 
it  as  a life-saving  pi’ocedure,  but  I advise 
against  its  use  today  only  because  a safer 
drug  is  available  in  pronestyl,  which  de- 
serves its  own  precautions.  But  in  a pinch 
I think  quinidine  can  be  used. 

I suppose  that  we  use  pressor  drugs 
more  commonly  than  anybody  else.  There 
is  scarcely  a cardiac  surgical  problem  that 
enjoys  the  sensation  of  being  operated  on 
and  coming  back  without  vasoxyl  in  his 
vein.  We  have  never  seen  jaundice  fol- 
lowing it.  As  I say,  we  use  it  five  or  six 
times  a day,  in  24-hour  periods,  without 
any  difficulty  at  all.  It  might  exist — I 
don’t  say  that  it  doesn’t — but  I have  just 
never  seen  it. 

In  answer  to  your  question  about  atro- 
pine for  shock,  I have  never  used  it.  I 
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can  see  what  your  pharmacological  idea 
is  behind  that  suggestion.  I just  never 
used  it  myself,  or  heard  of  it  being  used 
for  that  particular  problem. 

As  far  as  digitalis  is  concerned  for  use 
as  a steady  diet  for  people  with  arrhy- 
thmias, there  are  people  whom  it  will 
benefit.  It  isn’t  as  effective  a drug  as  other 
paroxysmal  tachycardia  drugs.  A person 
digitalized  may  go  into  atrial  fibrillation, 
but  his  ventricular  response  may  be  so 
well  regulated  that  he  may  not  be  con- 
scious of  the  paroxysmal  arrhythmia.  So 
that  it  serves  the  purpose  in  atrial  fibrilla- 
tion. 

It  has  a deterrent  in  its  use  in  that  re- 
gard because  it  has  a tendency  to  fix  fibril- 
lation in  a set  pattern  once  atrial  fibrilla- 
tion has  taken  place.  I prefer  not  to  use  it 
as  a preventive  unless  I am  actually  forced 
to,  and  if  forced  to,  would  restrict  its  use 
to  that. 


Health  education  is  an  aspect  of  all  edu- 
cation and  is  a life-long  process.  James  M. 
Mackintosh,  Prof.,  European  Conference 
on  Health  Education  of  the  Public,  Lon- 
don, England,  April  10-18,  1953. 


Careful  clinical  evaluation  of  each  per- 
son found  to  have  suspected  tuberculosis 
on  a miniature  film  is  of  great  importance 
in  predicting  the  likelihood  of  future  dis- 
ability or  death.  Wendell  R.  Ames,  M.D., 
and  Miller  H.  Schuck,  M.D.,  Am.  Rev. 
Tuberc.,  July,  1953. 


A very  large  percentage  of  tuberculous 
persons  remain  unknown  to  public  health 
authorities,  and  their  lesions  are  generally 
extensive  and  many  months  or  years  old 
when  they  finally  come  to  medical  atten- 
tion. The  fact  that  most  patients  are  in  a 
fairly  advanced  stage  of  disease  when  their 
tuberculosis  is  first  diagnosed  is  of  ex- 
treme importance,  not  only  because  it  adds 
difficulties  to  their  treatment,  but,  even 
more,  perhaps,  because  it  is  responsible 
for  giving  these  persons  countless  oppor- 
tunities to  infect,  unwittingly,  many  of 
the  human  beings  with  whom  they  come 
into  contact.  Rene  J.  Dubos,  Ph.D.,  Am. 
Rev.  Tuberc.,  July,  1953. 


Close  correlation  between  social  disturb- 
ances and  mortality  rates  suggests  that  in 
most  civilized  communities  large  number 
of  tuberculous  patients  live  in  unsteady 
equilibrium  with  their  disease  and  sur- 
vive only  as  long  as  a peaceful,  comfort- 
able, and  protected  environment  is  pro- 
vided for  them.  Rene  J.  Dubos,  Ph.D.. 
Am.  Rev.  Tuberc.,  July,  1953. 

iMental  institutions  in  many  of  the  states 
have  developed  programs  for  the  control 
of  tuberculosis  among  their  patients. 
These  programs,  while  differing  in  detail, 
are  alike  in  their  stress  upon  the  import- 
ance of  case  finding  and  segregation  in 
the  prevention  of  tuberculosis,  and  their 
success  is  justification  of  the  emphasis 
placed  upon  these  features  of  tuberculosis 
control.  Because  of  the  excellent  results 
obtained  by  long-term  tuberculosis  control 
programs  in  these  states,  it  is  difficult  to 
understand  their  absence  in  others.  Edi- 
torial, Julius  Katz,  M.  D.,  NTA  Bulletin, 
Feb.,  1954. 

The  patients  considered  not  suitable  for 
home  care  are  those  with  progressive  di- 
sease requiring  constant  medical  or  nurs- 
ing care  and  those  with  open  cavities  and 
persistent  tubercle  bacilli  in  the  sputum. 
Those  patients  need  active  measures  such 
as  surgical  therapy  or  involved  diagnostic 
procedures,  and  are  best  kept  in  the  hos- 
pital. Furthermore,  home  care  is  not  used 
for  custodial  types  of  patients  with  chronic 
fibrotic  tuberculosis.  Editorial,  GP,  Jan., 
1954. 

In  1949,  the  chiefs  of  field  party  (Insti- 
tue  Inter- American  Affairs)  had  been  re- 
quested to  furnish  a list  of  the  10  diseases 
which  were  considered  the  most  serious 
public  health  problems  in  the  countries  in 
which  they  were  resident.  . . A total  of 
35  different  diseases  were  enumerated  as 
major  public  health  problems  in  the  13 
lists  returned.  Of  these  only  one  disease, 
tuberculosis,  appeared  in  all  the  lists  . . . 
malaria  in  11,  and  whooping  cough  in  10. 
No  other  disease  approached  such  unani- 
mity except  measles,  which  was  included 
in  eight  lists.  Institute  of  Inter-American 
Affairs,  Pub.  Health  Reports,  Nov.,  1953. 
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The  Italics  Are  Ours 

The  controversial  Bricker  Amendment 
to  the  U.S.  Constitution  is  not  dead,  nor, 
in  our  opinion,  should  it  be.  Just  barely 
defeated,  it  should  be  borne  in  mind  by 
the  medical  profession  especially,  in  view 
of  present  and  proposed  international 
commitments.  Lest  we,  as  a group,  be- 
come a bit  rusty  on  the  subject,  we  append 
herewith  the  thoughtful  editorial  from  the 
New  York  State  Journal  of  Medicine  for 
June  15,  1954,  as  follows: 

Of  This  and  That 

Of  the  desirability  of  long  life,  opinions 
may  vary.  Some  may  hold  with  Cuther- 
bert  that  “It’s  a short  life  and  a gay  one.” 
Others  may  hold  with  William  Morris' 
that  this  is  “A  world  made  to  be  lost — a 
bitter  life  ’twixt  pain  and  nothing  tost.” 
Or  with  Hamlet:-  “.  . . There’s  the  respect 

1 The  Earthly  Paradise. 

2 Hamlet,  Act  III,  Scene  1. 


that  makes  calamity  of  so  long  life  . . .” 
Or  with  John  Gay^  “Life  is  a jest,  and  all 
things  show  it ; I thought  so  once,  but  now 
I know  it.”  But  whatever  may  be  thought 
about  it,  the  fact  seems  to  be  that  we  will 
have  to  put  up  as  best  we  can  with  more 
of  it.  For, 

With  the  continuing  decline  in  mortality  in 
our  country,  the  chances  that  an  individual  will 
reach  the  age  sixty-five  have  greatly  increased. 
Under  the  mortality  conditions  prevailing  in  the 
United  States  around  1900,  nearly  40  out  of 
every  100  newborn  white  boys  could  expect  to 
reach  the  threshold  of  old  age.  For  a boy  born  in 
1930  the  chances  of  attaining  age  sixty-five  were 
53  in  100;  currently  they  are  64  in  100. 

Most  persons  who  attain  age  sixty-five  can 
expect  to  live  for  a considerable  number  of  ad- 
ditional years.  More  than  one  half  of  the  white 
men  who  celebrate  their  sixty-fifth  birthday  will 
survive  another  twelve  years,  and  one  fifth  for 
twenty  years.  The  outlook  is  even  better  for 
women;  one  half  of  those  who  reach  age  sixty- 
five  will  live  to  age  eighty,  and  about  one  fifth 
will  celebrate  their  eighty-eighth  birthday.^ 

To  make  our  longer  lives  interesting 
there  is,  happily,  always  controversy.  Says 
the  J.A.M.AJ  of  a currently  lost  cause : 

The  controversy  stimulated  by  the  amendment 
to  the  Constitution  proposed  by  Senator  Bricker 
and  63  of  his  colleagues  has  spread  to  every 
segment  of  our  population,  including  the  medical 
profession.  The  American  Medical  Association 
has  received  a number  of  letters  from  physicians 
during  the  past  few  weeks  expressing  various 
sentiments  concerning  the  proposal.  Some  en- 
dorse the  amendment  wholeheartedly;  others 
have  deplored  the  intervention  of  organized  medi- 
cine in  what  they  consider  to  be  a nonmedical 
issue;  still  others  have  requested  additional  in- 
formation defining  the  threat  to  our  system  of 
medical  care  posed  by  our  present  method  of 
negotiating  and  ratifying  treaties. 

This  cause  for  the  moment  is  lost  but 
will  come  up  again  probably  next  year. 
For  this  reason,  and  to  have  something  to 
chew  on  in  the  interim,  we  review  the 
matter. 

In  tracing  the  interest  of  the  medical 
profession  in  the  Bricker  amendment,  it  is 
important  first  to  recognize  the  fact  that 
treaties  become  the  supreme  law  of  the 
land  if  ratified  by  two  thirds  of  the  Senate 
present  and  voting.  In  addition,  it  must 
be  noted  that  significant  changes  have  oc- 
curred during  the  past  few  years  in  the 
scope  of  treaties  and  executive  agreements 


8 His  own  epitaph. 

4 Statis.  Bull.  Metropolitan  Life  Insur.  Co.,  Nov.,  1953, 

p.  1. 

5 J. A.M.A.  154:  620  (Feb.  20)  1954. 
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whose  )atitication  icoidd  change  our  do- 
mestic laws. 

In  the  health  field  three  specific  situ- 
ations can  be  explored.  They  deal  with 
the  activities  of  the  United  Nations  trea- 
ties of  friendship  with  other  countries  and 
the  conventions  of  the  International  Labor 
Organization. 

The  United  Nations  Charter,  which  was 
ratified  in  1945,  has  two  general  sections 
that  lay  the  framework  for  broad  treaty 
provisions  in  the  field  of  health.  Article 
55  provides  in  part : “The  United  Nations 
shall  promote  solutions  of  international, 
economic,  social,  health  and  related  prob- 
lems.” Article  56  provides  that  “all  mem- 
bers of  the  United  Nations  pledge  them- 
selves to  take  joint  and  .separate  action  in 
cooperation  with  the  organization  for  the 
achievement  of  the  purposes  set  forth  in 
Article  55.”  Agreements  and  treaties 
negotiated  pnrsnant  to  these  provisions 
coidd  fundamentalhj  change  medical  prac- 
tice in  this  conntrg  if  ratified  by  two 
thirds  of  the  Senate  present  and  voting. 

The  second  example  deals  with  a series 
of  friendship  treaties  that  were  before  the 
Senate  this  past  year.  These  include 
treaties  with  Denmark,  Holland,  Israel, 
and  Greece,  which  dealt  with  immigration 
quotas,  citizenship  requirements,  and  mat- 
ters of  professional  licensure  in  the  vari- 
ous states.  If  these  treaties  had  been 
ratified  as  originally  prepared,  some  of 
the  requirements  of  the  state  medical 
licensing  boards  would  have  been  abro- 
gated. 

The  International  Labor  Organization, 
an  affiliate  of  the  United  Nations,  in  June, 
1952,  adopted  a convention  known  as  the 
“^Minimum  Standards  of  Social  Security.” 
This  convention  includes  almost  all  of  the 
sociali.st  medical  proposals  that  have  until 
now  been  rejected  by  the  Congress.  It 
this  convention  is  ratified  under  the  e.vist- 
ing  provision  of  our  Constitution,  govern- 
ment  control  of  nif’dicin?  u'iil  have  been 
achieved.  Because  of  the  danger  of  the 
socialization  of  medicine  via  international 
treaty,  the  American  IMedical  Association 
favors  a redefinition  of  existing  treaty- 
making powers. 

The  exact  wording  of  a suitable  amend- 


ment is  a matter  for  constitutional  law- 
yers to  determine,  not  for  physicians.  The 
House  of  Delegates  of  the  American  Med- 
ical Association  recognized  the  impro- 
priety of  an  action  to  endor.se  the  wording 
of  any  specific  bill  and  therefore  endorses 
the  principles  embodied  in  Senate  Resolu- 
tion No.  1.  Whether  modifications  of  that 
resolution  achieve  the  objectives  sought  is 
primarily  a legal  issue.  Certainly  the  in- 
terest of  the  medical  profession  in  this 
historic  and  con.stitutional  controveivsy  is 
wholly  proper.  The  action  of  the  House 
of  Delegates  was  based  on  careful  .study, 
the  resolution  adopted  temperate  and  rea- 
sonable. 

Of  course,  the  hydrogen  bomb  in  irre- 
sponsible hands  could  radically  change 
things  .statistically  and  lend  support  to 
William  IMorris’  rather  dour  idea  as  quoted 
above,  but  isn’t  such  a development  a 
seemingly  expensive  method  of  eradica- 
ting controversies?  Why  not  just  wait  for 
something  to  go  wrong  in  the  universe, 
and  in  the  meantime,  with  income  taxes 
paid,  enjoy  the  spring  as  it  “unlocks  the 
flowers  to  paint  the  laughing  soil?” 


BOOK  REVIEW 

1954  Medical  Progress.  Edited  by  Morris 

Fishbein,  M.  D.  Pp.  345.  Cloth.  Price,  S5.00. 

New  York:  The  Blakiston  Company,  1954. 

A review  of  medical  advances  during 
1953  is  given  in  this  volume  by  28  com- 
petent authorities  in  each  of  the  fields 
concerned. 

This  is  definitely  not  a text  book  which 
describes  in  detail  any  new  treatment. 
The  authors  outline  briefly  what  they 
consider  new  developments  in  the  various 
medical  fields  during  1953  and  their  ap- 
plication in  general  terms. 

IMany  references  are  given  at  the  end 
of  each  chapter.  We  might  suggest  that 
these  references  would  be  of  greater  value 
to  the  busy  physician  if  the  author  and 
title  of  the  subject  were  given  so  that 
the  ones  of  greater  interest  could  be 
looked  up. 

The  book  is  well  written.  A complete  in- 
dex adds  to  its  practical  reference  value. 
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Use  of  Alidase'  in  Closed  Wounds:  Contusions, 
Sprains,  Dislocations,  Simple  Fractures 

hi  traumatic  surgery^  where  “definitive  treatment . . . 
is  often  delayed  while  the  surgeon  waits  for  nature  to  dispose  of 
hematoma  and  oedema"  Alidase  is  an  efficient  means'^'  - 


of  accelerating  dispi 

Swenson^  has  described  his  highly  successful  results 
with  Alidase  in  various  types  of  closed  wounds.  He 
summarized  them  as  follows : 

To  remove  local  fluid  accumulations  in  contusions  or 
bruises,  “The  usual  dose,  500  viscosity  units  Alidase® 
mixed  in  a small  amount  of  normal  saline,  is  injected 
into  the  localized  fluid.  Mixing  the  hyaluronidase  in 
i per  cent  procaine  solution  will  also  produce  local 
\asodilatation,  relief  of  local  pain  and  more  rapid 
absorption  of  the  fluid  mass.  This  method  can  also 
be  applied  to  traumatized  bursae  or  synovial  spaces 
which  do  not  respond  to  repeated  aspirations.” 

The  point  of  maximal  pain  is  infiltrated  with  10  cc. 
of  a 1 per  cent  procaine  solution  to  which  500  vis- 
cosity units  of  Alidase  have  been  added.  With  this 
simple  technic,  a high  percentage  of  successful  results 
has  been  obtained. 

Alidase  may  be  used  to  advantage  to  produce  more 
rapidly  a short-acting,  complete  block  anesthesia  and 
to  facilitate  reduction  in  subluxation  or  complete  dis- 
locations of  the  interphalangeal  joints.  When  anes- 


rsion  of  accumulated  fluids. 

thesia  is  required  for  fracture  reduction,  local  block 
anesthesia  can  be  simplified  by  adding  Alidase  to  the 
anesthetic  solution.  Alidase  also  tends  to  decrease 
local  edema  and  hematoma  formation. 

Fluidsadministered  with  Alidaseare rapidly  absorbed 
from  subcutaneous  tissue.  The  simplicity  of  hypoder- 
moclysis  avoids  the  cumbersome  arm  board,  permits 
convenient  administration  with  little  or  no  pain  or 
swelling,  is  vein-sparing  and  saves  nursing  time  in 
such  conditions  as  burns,  postoperative  states,  tox- 
emias and  parenteral  alimentation. 

Alidase  (brand  of  hyaluronidase)  is  supplied  in 
serum-type  ampuls  of  500  viscosity  units.  It  is  ac- 
cepted by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association.  G.  D.  Searle 
& Co.,  Research  in  the  Service  of  Medicine. 


1.  MacAusland,  W.  R..  Jr.;  Gartland,  J.  J.,  and  Hallock,  H. : 
The  Use  of  Hyaluronidase  in  Orthopaedic  Surgery,  J.  Bone  & 
Joint  Surg.  35-A  ;604  (July)  1953. 

2.  Swenson,  S.  A..  Jr. : Minor  Surgical  Aspects  of  Closed  Wounds, 
Am.  J.  Surg.  «7:384  (March)  1954. 
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EVERYTHING  NEW  IN  DRUGS 


FOR  DOCTORS  ONLY! 

I 61380  4 

6-1380  is  Brittingham's  unlisted  telephone  num- 
ber for  the  use  of  doctors  only  ....  Phone  your 
prescriptions  to  us  and  we  will  deliver  them  by 
fast  motorcycle  to  any  point  in  the  city  or  sub- 
urbs. . . . No  charge,  of  course! 


BRITTINGHAM'S 

PHARMACY 

MEDICAL  ARTS  BUILDING  DELAWARE  TRUST  BUILDING 

FAIRFAX  SHOPPES  EDGEMOOR 


The  Delaware  State  Medical  Journal 


Annual  Subscription  b'or  Non-Members  S4.00 
Single  Copies  50e  (^August  Mental  Hygiene  Issue  SI. 00) 


^or  l^atei  ..>4ncl  inform  at  ion 

Contact  Dr.  M.  A.  rarumianz,  Managing  Editor 
1 Ti  r n h 1 1 r s t , Delaware 
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With  G'E  diagnostic  x-ray  units,  you  can 

Start  small . . . 


build  big! 


ONE  of  the  three  General  Electric  diag- 
nostic units  shown  here  will  give  you 
the  results  you  have  a right  to  expect  within 
the  range  of  service  you  need.  All  provide 
modern  radiographic  and  fluoroscopic  facili- 
ties . . . each  is  built  to  the  exacting  standards 
naturally  associated  with  General  Electric. 

And  remember  — you  can  get  any  of  these 
units  — with  no  initial  investirient  — under 
the  G-E  Maxiservice®  rental  plan.  What’s 
more,  if  you  want  to  upgrade  or  "trade-in” 
your  rented  unit,  there’s  no  obsolescence  loss. 

Get  all  the  facts  from  your  G-E  x-ray 
representative. 


MAXICON  line  can  be  built  up 
a step  at  a time.  Add  compo- 
nents as  you  need  them. 


Progress  is  our  most  important  product 

GENERAL^ELECTRIC 


MAXISCOPE®  gives  you  every  feature  you’ve  sought  IMPERIAL  begins  wliere  conventional  x-ray  units 

in  conventional  x-ray  apparatus  — fast,  consistent  leave  off  — gives  all  technics  new  ease  and  facility 

results  for  both  radiography  and  fluoroscopy,  with  exclusive  features  previously  unobtainable. 


Direct  Factory  Branches: 

PHILADELPHIA  — Hunting  Park  Avenue  at  Ridge  BALTIMORE  — 2 est  Eager  Street 


"then  the  dragon  came..:f’ 


No&orfy  fells  a story  like  Daddy.  The 
everyday  world  fades  away  as  his  words 
lead  you  into  a new  and  shining  land. 

And  what  if  the  Dragon  is  a hit  scary? 
You  need  only  climb  into  Daddy’s  arms 
to  be  safe  and  secure  again  before  it’s 
time  to  sleep. 

To  make  those  we  love  safe  and  secure 
is  the  very  core  of  homemaking.  It  is  a 
privilege  known  only  in  a country  such 
as  ours,  where  men  and  women  are 
free  to  work  for  it. 

And  taking  care  of  our  own  is  also  the 
way  we  best  take  cai'e  of  our  country. 
For  the  strength  of  America  is  simply 
the  strength  of  one  secure  home 
touching  that  of  another. 


Saving  tor  security  is  easy!  Read  every  word  — now! 


If  you’ve  tried  to  save  and  failed, 
chances  are  it  was  because  you  didn’t 
have  a plan.  Well,  here’s  a savings  sys- 
tem that  really  works  — the  Payroll 
Savings  Plan  for  investing  in  U.S. 
Savings  Bonds.  This  is  all  you  do.  Go 
to  your  company’s  pay  office,  choose 
the  amount  you  want  to  save  — a couple 
of  dollars  a payday,  or  as  much  as  you 
wish.  That  money  will  be  set  aside  for 
you  before  you  even  draw  your  pay. 


And  automatically  invested  in  Series 
“E”  U.S.  Savings  Bonds  which  are 
turned  over  to  you. 

If  you  can  save  only  $3.75  a week  on 
the  Plan,  in  9 years  and  8 months  you 
will  have  $2,137.30. 

United  States  Series  “E”  Savings 
Bonds  earn  interest  at  an  average  of  3 % 
per  year,  compounded  semiannually, 
when  held  to  maturity!  And  they  can 


go  on  earning  interest  for  as  long  as 
years  and  8 months  if  you  wish,  givii 
you  a return  of  80%  on  your  origir 
investment! 

Eight  million  w'orking  men  ai 
women  are  building  their  security  wi 
the  Payroll  Savings  Plan.  For  yo 
sake,  and  your  family’s,  too,  how  abo 
signing  up  today?  If  you  are  sei 
employed,  ask  your  banker  about  t 
Bond-A-Month  Plan. 


The  U.S.  Government  doee  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in 
cooperation  with  the  Advertising  Council  and  the  Magazine  Publishers  of  America. 
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one  of  the  uses 

for  short-acting 


Nembufar 


“Of  the  various  drugs  used,  codein  and 
Nembutal  {Pentobarbital,  Abbott)  were 
found  to  be  highly  effective.  It  was  found 
that  these  drugs  could  be  repeated  to  pro- 
vide continued  restfulness  and  that  fractions 
of  the  original  doses  were  often  effective  as 
maintenance  doses. 

4061 18A 


“They  usually  produce  rest  and  the  sleep 

brought  about  by  their  use  approximates 

normal  sleep.  The  action  of  these  drugs  is 

rapid;  and  if  the  patient  is  not  disturbed, 

the  sleep  may  continue 

from  one  to  five  hours.”'  Cl(j(jott 

1.  Gurdjian,  E.  S.,  and  Webster,  J.  E.,  Amer.  J.  of 
Surgery,  63:236,  1944. 
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ECKERD'S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

Baynard  Optical 
Company 

Prescription  Opticians 

' ' 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

\Ye  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 

513  Market  Street  723  Market  Street 

900  Orange  Street  Manor  Park 

WILMINGTON,  DELAWARE 

5th  and  Market  Sts. 
Wilmington,  Delaware 

PARKE 

^nititutionai  ^ttnn^icr 

Of  Oinc  OooL 

• 

i • 

lyiie  maintain 
prompt  city-wide 
delivery  service 

COFFEE  TEAS 

for  prescriptions. 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 
• 

CAPPEAU’S 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 

7746  Dungan  Rd.,  Philadelphia  11,  Penna. 

Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  6-8537 
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JOHN  G.  MERKEL 
& SONS 

jPlupiciani — ,.J4oijoitai — 
rJ^aLoraton} — ^nuafiJ.  -^uppliei 


PHONE  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


Physicians'  and  Surgeons' 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Pro- 
tection, Avoids  Unpleasant  Situations 
By  Immediate  Thorough  Investigation 
And  Saves  You  The  High  Costs  Of 
Litigation. 

The  Only  Plan  Which  Is  Officially  Spoii- 
sorea  '~ly  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  ot  Dependable  Service 
Phone  Wilmington  8-6471 

If  it's  insurable  we  can  insure  it 


Something  NEW 
is  Cooking 


MORE  INSURAm  NOW  AMIIABIE 


^hmk\ 


HOW  THESE  AMOUNTS 
WOULD  HELP  IN  PATINO  ESTATE  TAXES  IN 
CASE  you  ARE  ACCIDENTALLY' KILLED .. . 


,0  '"Jm  SwiuT(\ 


SPECIFIC  BENEFITS  also  for  loss  or  sight. 

UIMB  OR  LIMBS  FROM  ACCIDENTAL  INJURY 


$4,000,000  Assets 
$20,000,000  Claims  Paid 
52  Years  Old 

Physicians  Casualty  & Health  Ass’ns. 

Omaha  2,  Nebraska 
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...from  Two 
Outstanding  Cases 


BORN  1820... 

STILL  GOING  STRONG 


RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


Johnnie  Walker  stands  out  in  its  devotion  to 
cjuality.  K\ery  drop  is  made  iti  Scotland.  Every 
drop  is  distilled  with  the  skill  atid  care  that 
come  Irom  generations  of  fitie  whisky-tnakitig. 
,\nd  every  tlrtjp  of  Johtinie  VV'alker  is  gitarded 
all  the  way  to  give  you  perfect  Scotch  whisky... 
the  same  high  cpiality  the  world  over. 


Pedigreed  In  Its  Field 

Audivox,  successor  to  Western  Electric  Hearing  Aid  Di- 
vision, brings  the  boon  of  better  hearing  to  thousands. 
These  are  the  Audivox  Hearing  Aid  Dealers  who  serve 
you  in 

Audiphone  Compony 
1411  Land  Title  Building 
1406  Chestnut  Street 

Philadelphia,  Pennsylvania  Tel;  Rittenhouse  6-8966 

Audiphone  Company 
Delaware  Trust  Arcade 
Wilmington,  Delaware 

Audiphone  Company 
205  West  Saratoga  Street 
Baltimore,  Maryland  Tel:  Mulberry  5-0495 

Audivox  dealers  are  chosen  for  their  competence  and 
their  interest  in  your  patients'  hearing  problems. 


Succ««»or  ••  h^tem  £lecTri€  am  oivuim 


As  publishers  of  the  Dela- 
ware State  Medical  Journal,  we 
wish  to  call  attention  also  to  our 
other  printing  services  in  pro- 
ducing; 

Letterheads  and  business 
stationery 

Booklets  and  brochures 

House  organs  and  school 
publications 

Newspapers  and  tabloids 
in  black  and  color. 

One-time  carbon  office 
forms. 

Ruled  accounting  sheets 
Announcements 

In  Short:  All  types  of  commercial  printing 

STAR  PUBLISHING  COMPANY 

South  Justison  Street 
Wilmington  99,  Delaware 


CANADA  DRY  GINGER  ALE.  Inc..  New  York,  N.  Salt  Imfiorltr 
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blueblood 

Only  a long  and  distinguished  ancestry  of 
champions  can  produce  a feline  blueblood. 

Only  audivox  in  the  hearing  aid  field  can  trace  an  an 
cestry  that  includes  both  Western  Electric  and  Bell  Tel- 
elephone  Laboratories,  audivox  lineage  springs  from 
the  pioneer  experiments  of  Dr.  Alexander  Graham  Bell, 
which  were  furthered  by  the  development  of  the  hearing 
aid  at  Bell  Telephone  Laboratories,  and  in  turn,  brought 
to  fruition  by  Western  Electric  and  audivox  engineers. 

Distinctly  a blueblood  in  its  field,  audivox , successor  to 
Western  Electric  Hearing  Aid  Division,  brings  the  boon 
of  better  hearing,  and  its  enrichment  of  living,  to  thou- 
sands. With  the  magical  modern  transistor,  with  scientific 
hearing  measurement  and  scientific  instrument-fitting, 
serviced  by  a nationwide  network  of  professionally- 
skilled  dealers,  audivox  moves  forward  today  in  a 
proud  tradition. 


Successor  to  £/ecuic 


Hearing  Aid  Division 


Alexander 

Graham 

Bell 


New  Audivox 
audiometer  7BD 
. . .variety  of 
accessories 
available 


To  THE  DOCTOR:  If  you  use  or  need  an  audiometer  123  Worcester.  St.,  Boston,  Moss, 

there  is  in  every  major  city  from  coast  to  coast 
a career  Audivox  dealer,  chosen  for  his  integrity 
and  ability,  who  will  be  glad  to  show  you  why 
an  Audivox  audiometer  will  serve  you  best. 


Physiological  test 

compares  Kents 

“Micronite”  Filter  with  other  cigarette  filter 


"KENT”  AND  "MICRONITE” 
ARE  REGISTERED  TRADEMARK 
OF  P.  LORILLARD  COMPANY 


To  compare  the  efficiency  of  various 
filters  as  they  affect  physiological  re- 
sponses in  the  cigarette  smoker,  drop 
in  surface  skin  temperature  at  the  last 
phalanx  was  measured. 

Using  well-established  procedures, 
the  subject  smoked  conventional  filter 
cigarettes  and  the  new  KENT  with 
the  exclusive  Micronite  Filter. 

For  every  other  filter  cigarette,  the 
drop  in  temperature  averaged  over  6 
degrees.  For  KENT’S  Micronite  Filter, 
there  was  no  appreciable  drop. 

These  findings  confirm  the  results  of 
other  scientific  measurements  that 
show  these  facts:  1)  KENT’S  Micronite 
Filter  takes  out  far  more  nicotine  and 


tars  than  any  other  cigarette,  old  or 
new.  2)  Ordinary  cotton,  cellulose  or 
crepe  paper  filters  remove  a small  but 
ineffective  amount  of  nicotine  and  tars. 

Thus  KENT,  with  the  first  filter  that 
really  works,  gives  the  one  smoker  out 
of  every  three  who  is  susceptible  to 
nicotine  and  tars  the  protection  he 
needs  . . . while  offering  the  satisfac- 
tion he  expects  of  fine  tobacco. 

For  these  reasons,  smokers  have 
made  the  new  KENT  the  most  popular 
new  brand  of  cigarette  to  be  introduced 
in  the  last  20  years. 

If  you  have  yet  to  try  the  new  KENT 
with  the  exclusive  Micronite  Filter,  may 
we  suggest  you  do  so  soon? 
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FRAIMS  DAIRIES 

Qnafiti^  2)ain^  f^roducti 

^ince  1900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Delaware  Phone  6-8223 


A Store  for  . . . 

Quakf  Winded 
VJL  JIre  ZiLft  Cc 


onscioiid 


LEIBOWITZ'S 

224-226  MARKET  STREET 
Wilmington,  Delaware 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


To  keep 

your  car  running 

Better  - Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 


ready  to  serve ! 
so  good  to  eat  1 


CREAMED 

COTTAGE 

CHEESE 

Look  for  the  Sealtest  trademark 
and  the  blue  tile  pattern 


Service 

Station 


XXX 


Dklawakk  Static  Micdical  .Iovkxai, 


•)rxK,  l!).j4 


Enjoy  instant,  plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  have  an  ample, 
reliable  supply  of  hot 
water!  With  an  Auto- 
matic Gas  Water  Heat- 
er in  your  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  house- 
hold tasks,  bathing, 
cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


mmREFOWEnUIGHTCO. 


With  an  Automatic  Gas 

WATER  HEATER 


’^/9Z9 
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Lasting  quality 
throughout  the  years 


. . . . provides  70%  of  the 
infant’s  Recommended  Daily 
Allowance  of  iron 

In  addition  to  its  superiority  as  ‘‘the  infant’s  first 
solid  food,”  Pablum  is  specially  iron-enriched  to 
provide  prophylaxis  against  iron  deficiency  ane- 


‘‘The  most  common  nutritional  deficiency”  in 
infants  and  children  is  a deficiency  of  iron.’  When 


milk  nor  cow’s  milk  formulas  provide  a satis- 


One-half  ounce  of  Pablum®  (the  usual  daily  feed- 
ing) supplies  the  infant  with  4.3  mg.  of  elemental 
iron.  This  is  70%  of  the  Recommended  Daily 


ance  for  children  up  to  6 years. 

Pablum  cereals  provide  definite  and  specific  con- 
tributions to  the  nutrition  of  the  infant,  as  both 
laboratory  and  clinical  studies  proved  (see  chart). 

Rigid  bacteriologic  control  . . . exclusive  and  ex- 
acting manufacturing  . . . modern  packaging- 
all  protect  the  fresh,  clean  taste  and  fine  texture 
of  Pablum  cereals. 

1.  Smith,  N.  J„  and  Rosello,  S.r  J.  Clin.  Nutrition  1:  275,  1953; 

2.  Jeans,  P.  C.,  in  A.M.A.  Handbook  of  Nutrition,  ed.  2,  New 
York,  Biakiston,  1951,  p.  280. 


mia  which  is  so  prevalent  in  infancy. 


Hemoglobin  formation  in  children  on 
an  orphanage  diet  and  the  same  diet 
supplemented  with  Pablum 


inherited  iron  stores  are  exhausted,  neither  breast 


2.0r 


— Orphanage  diet 


factory  iron  intake. 2 


Allowance  for  infants  under  1 year.  One  ounce 
of  Pablum  supplies  141%  of  the  R.D.A.  for  infants 
under  1 year  and  more  than  100%  of  the  Allow- 


0 


2 3 4 

Age  in  months 


5 


6 


Ross  4 Summerteldl;  Am.  J.  Dis. 
Child.  49:  1185, 


PABLUM  MIXED  CEREAL 


PABLUM  OATMEAL 


PABLUM  CEREALS 


PABLUM  RICE  CEREAL 


PABLUM  BARLEY  CEREAL 


MEAD  JOHNSON  & COMPANY 


EVANSVILLE,  INDIANA.  U.  S.  A. 


DELAWARE  HOSPITAL  NUMBER 
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sustains  contraction  of  postpartum  uterus 


JCL  2ft  B'4 

L«  b h A R V. 


(ERGONOVINE  MALEATE.  U.S.P..  LILLY) 


to  prevent  hemorrhage,  lessen  risk  of  infection 


IN  1/320-GRAIN  TABLETS  AND  AMPOULES 


provideiS 
relief  from 
a wide  variety 

of  seasonal 
allergies 


BENADRYL  Hydrochloride 
(diphenhydramine  hydro- 
chloride, Parke-Davis) 
is  available  in  a variety  of  forn: 
— including  Kapseals,®  50  mg. 
each;  Capsules,  25  mg.  each; 
Elixir,  10  mg.  per  teaspoonful; 
and  Steri-Vials,®  10  mg.  per  cc 
for  parenteral  therapy. 


BENADRYL 


Patients  troulDled  by  lacrimation,  nasal  discharge, 
and  sneezing  respond  to  BENADRYL  and  enjoy 
symptom-free  days  and  restful  nights. 
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[AS  ADVERTISED  IN  THE  JOURNAL  OF  THE  AMERICAN  MEDICAL  ASSOCIATION] 

Income"'  for  members  of  the 


Delaware  Medical  Profession 
from  the  hrst  day*'"' 
of  sickness  or  injury... 

now! 

Not  for  only  26  weeks — Not  for  only  52  weeks 

but  even  for  your  entire  lifetime 

House  Confinement  is  not  rec]uired  at  any  time 
.Accidental  loss  of  hands,  feet  or  eyesight  pays 
monthly  benefits — not  just  lump  sum. 

tax  free  dollars 

Disability  income  is  not  taxable.  For  example:  $.]600.00  a year 
from  our  policy  is  equivalent  to  about  $''000.00  regular  income. 

extra  benefits 

1 louble  monthly  benefits  when  \ ou 

arc  hospitalized  for  as  long  as  three  months. 

I nusually  large  accidental  death  benefits 
Double  benefits  for  specified  travel  accidents 

phis  important  features 

Waiver  of  Premium  Provision 
Commercial  Air  I'ravel  Passenger  Coverage 
No  automatic  termination  age 


*/n  the  event  of 
total  disability  and 
Total  Loss  of  Time 

**Benefit  payments 
start  from  first  day 
of  medical  attention 

Mail  Coupon 
today  while  you 
are  still  healthy 


UNITED  INSURANCE  COMPANY,  Lifetime  Dept. 

Eig  Building,  Silver  Spring,  Maryland. 

I would  like  to  know  more  about  your  lifetime  income  pro- 
tection. 

NAME  -AGE 

ADDRESS 

or  clip  to  your  letterhead 
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DOUBLE  THE  FILTERING  ACTION! 


ONLY  A PENNY  OR  TWO  MORE 
THAN  CIGARETTES  WITHOUT  FILTERS 


1NEW  AMAZING  FILTER  OF  ESTRON  MATERIAL 

• 20,000  tiny  filter  elements  in  this  new-type  filter 

tip,  exclusive  with  VICEROY ! Made  of  Estron — a pure, 
white  cellulose  acetate — this  non-mineral  filter  represents 
the  latest  development  in  twenty  years  of  Brown  & 
\^'ilIiamson  filter  research.  It  gives  the  greatest  filtering 
action  possible  without  impairing  flavor  or  impeding  the 
flow  of  smoke. 


2 PLUS  KING-SIZE  LENGTH 

• The  smoke  is  also  filtered  through  Viceroy’s  extra 
length  of  rich,  costly  tobaccos.  Thus  Viceroy  actually 
gives  smokers  double  the  filtering  action  ...  to  double 
the  pleasure  and  contentment  of  tobacco  at  its  best! 


New  King-Size 
Filter  Tip  yiCEROY 

OUTSELLS  ALL  OTHER  FILTER  TIP  CIGARETTES  COMBINED 
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“These  tablets 

TABLET 

keep  the  swelling  down 
all  day  long.” 

NEOHYDRIN 

BRAND  OF  C H LO R M E RODR I N 

NORMAL  OUTPUT  OF  SODIUM  AND  WATER 


Individualized  daily  dosage  of  NEOHYDRIN  — 1 to  6 tablets  a day  as  needed  — 
prevents  the  recurrent  daily  sodium  and  water  reaccumulation  which  may  occur 
with  single-dose  diuretics.  Arbitrary  limitation  of  dosage  or  rest  periods  to 
forestall  refractivity  are  unnecessary.  Therapy  with  NEOHYDRIN  need  never 
be  interrupted  or  delayed  for  therapeutic  reasons.  Because  it  curbs  sodium 
retention  by  inhibiting  succinic  dehydrogenase  in  the  kidney  only,  NEOHYDRIN 
does  not  cause  ^^BP^^^side  actions  due  to  widespread  enzyme  inhibition 

in  other  organs.  k prescribe  NEOHYDRIN  in  bottles  of  50  tablets. 

There  are  18.3  mg.  of  3-chloromercuri-2-methoxy- 
propylurea  in  each  tablet. 

Leadership  in  diuretic  research 

LAKESIDE  LABORATORIES,  I N C • M I LW A U K E E 1,  WISCONSIN 
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for  greater  safety  in  streptomycin  therapy... 


DISTRYCIN 

Squibb  Streptoduocin 

Streptomycin  and  dihydrostreptomycin  in  equal  parts 

Distrycin  has  an  important  advantage  over  streptomycin.  It  has  the  same 
therapeutic  effect  but  ototoxicity  is  greatly  delayed.  Since  the  patient 
is  given  only  half  as  much  of  each  form  of  streptomycin  as  he  would  have  on 
a comparable  regimen  of  either  one  prescribed  separately,  the  danger  of 
vestibular  damage  (from  streptomycin)  or  cochlear  damage  (from 
dihydrostreptomycin)  is  significantly  lessened. 

Signs  of  vestibular  damage  appear  in  cats  treated  with  Distrycin  as  much 
as  100  per  cent  later  than  in  animals  given  the  same  amount  of  streptomycin. 


Cat  treated 
with 
streptomycin 
shows  no 
nystagmus 
after  whirling. 


Cat  given  the 
same  amount 
of  Distrycin 
has  normal 
reflex. 


*Heck,  W.E.;  Lynch,  W .J.,  and  Graves,  H.L.:  Acta  oto-laryng.  43:416,  1953. 


Distrycin  dosage  is  the  same  as  for  streptomycin.  In  tuberculosis  the 
routine  dose  is  1 Gm.  twice  weekly,  in  conjunction  with  daily 
para-aminosalicylic  acid  or  Nydrazid  (isoniazid).  In  the 
more  serious  forms  of  tuberculosis,  Distrycin  may  be  given 
daily,  at  least  until  the  infection  has  been  brought 
under  control.  h 


Squibb 

a leader  in  streptomycin  research  and  manufacture 


Distrycin 
is  supplied  in 
1 and  5 Gm.  vials, 
expressed  as  base 


‘Distrycin’®  and  ‘Nydrazid’®  are  Squibb  trademarks 


DiXAWARK  State  ^Medicai,  -loruxAL 
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Meat... 

and  the  Dietary  Treatment 
of  Gastrointestinal  Disorders 

A recent  study  points  out  that  patients  with  peptic  ulcer,  ulcerative 
colitis  or  regional  enteritis  can  effectively  utilize  good  quality  protein  from 
animal  soiurces.*  Protein  hydrolysates  apparently  are  less  effectively 
utilized  than  intact  protein. 

In  patients  with  uncomplicated  peptic  ulcer  on  regimens  providing 
intact  animal  proteins  the  patterns  of  amino  acid  excretion  in  urine  and 
feces  weye  similar  to  those  in  normal  subjects.  In  patients  with  ulcerative 
colitis  or  regional  enteritis  the  increased  output  of  nitrogen  and  amino 
acids  in  the  feces  was  attributed  to  loss  of  intestinal  secretions,  inflamma- 
tory exudate,  and  blood.  Although  the  patients  utilized  intact  animal 
proteins  effectively,  the  authors  suggested  that  an  intake  of  more  than 
one  gram  of  dietary  protein  per  kilogram  of  body  weight  might  be  useful. 

On  the  basis  of  this  study  a dietary  plan  recommended  for  treatment 
of  gastrointestinal  disorders  provides  at  least  one  gram,  of  protein  per 
kilogram  of  body  weight,  but  preferably  more.  Meat  constitutes  one  of 
the  important  sources  of  animal  protein  in  the  plan. 

In  dietotherapy,  meat  serves  many  important  physiologic  and  nutri- 
tional functions.  Its  appetizing  flavor  animates  the  desire  to  eat  and 
promotes  good  digestion.  Meat  is  easily  and  almost  completely  digested. 
Its  high  content  of  protein  provides  goodly  amounts  of  all  the  essential 
amino  acids  well  supplemented  with  others.  Meat  also  contributes  valu- 
able amounts  of  many  B vitamins  and  of  essential  minerals,  especially 
iron,  phosphorus,  and  potassium. 

*Kirsner,  J.  B.;  Brandt,  M.  B.,  and  Sheflfner,  A.  L.:  Diet  and  Amino  Acid  Utilization 
in  Gastrointestinal  Disorders,  J.  Am.  Dietet.  A.  29:1103  (Nov.)  1953. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 


YPOTENSIVES  FOR  THES 


jHHKaioidai  extr^  ofn^ 
ffidtion  from  Veratrom^ 
le  whole  root,  it  is  fre4^ 
■FJj  genericiriiy  des^n 
Bhy^er^sion  it  presem 


k^Bs  of  the  mol 
jlkavervir.  In  the  m 
tatesirobte  proper! 


,:*7  COUMtllOM 
ppi  PHAmCY 
P^\tHEM“5TRY 


DESIRABLE 

PROPERTIES. 


1 Biologic  assay — based  on  ac- 
tual blood  pressure  reduction  in 
mammals — assures  uniform  po- 
tency and  constant  pharmacologic 
action. 

2 Blood  pressure  is  lowered  by 
centrally  medicated  action;  there 
is  no  ganglionic  or  adrenergic 
blocking. 

3 Therapy  is  rarely,  if  ever, 
fraught  with  the  danger  of  pos- 
tural hypotension. 

4 Hypotensive  action  is  indepen- 
dent of  alterations  in  heart  rate. 

5 Cardiac  output  is  not  reduced. 

6 Renal  function,  unless  previ- 
ously grossly  reduced,  is  not  com- 
promised. 

7 Cerebral  blood  flow  is  not  de- 
creased. 

8 Cardiac  work  is  not  increased, 
tachycardia  is  not  engendered. 

9 No  dangerous  toxic  effects  from 
oral  administration,  no  deaths 
attributable  to  Veriloid  have  been 
reported.  Side  actions  of  sialor- 
rhea, substernal  burning,  brady- 
cardia, nausea,  and  vomiting  (due 
to  over  dosage)  are  readily  over- 

1.  Kauntze,  R.,  and  Trounce,  J.:  Treatment  of 
Arterial  Hypertension  with  Veriloid  (Veratrum 
Viride),  Lancet  2:1002  (Dec.  1)  1951. 

2.  Wilkins,  R.  W.:  Combination  of  Drugs  in  the 
Treatment  of  Essential  Hypertension.  Missis- 
sippi  Doctor  50:359  (Apr.)  1953. 

3.  Stearns,  N.  S.  and  Ellis,  L.  B.:  Acute  Effects  of 


come  and  thereafter  avoided  by 
dosage  adjustment. 

1 0 In  broad  use  over  five  years, 
hterally  in  hundreds  of  thousands 
of  patients,  no  other  sequelae 
have  been  reported,  whether  Veri- 
loid is  given  orally  or  parenterally . 

1 1 Tolerance  or  idiosyncrasy 
rarely  develops;  allergic  reactions 
have  not  been  encountered.  Hence 
tablets  Veriloid  can  be  given  for 
the  long  treatment  needed  in 
severe  hypertension. 

12  Continuing  therapy  with 
Veriloid  has  not  led  to  interfer- 
ence with  appetite  or  with  excre- 
tory function. 

1 3 Because  of  its  rapidly  induced, 
prolonged  action  (6  to  8 hours), 
tablets  Veriloid  provide  around 
the  clock  hypotensive  effect  from 
4 doses  daily,  make  today’s  dos- 
age effective  today,  and  usually 
prevent  hypertensive  "spiking” 
dining  the  night. 

1 4 A notable  safety  factor  in  in- 
travenous administration:  extent 
to  which  blood  pressure  is  lowered 
is  directly  within  the  physician’ s 
control. 

Intravenous  Administration  of  a Preparation 
of  Veratrum  Viride  in  Patients  with  Severe 
Forms  of  Hypertensive  Disease,  New  England 
J.  Med.  246:397  (Mar.  13)  1952. 

4.  Moyer,  J.  H.,  and  Johnson,  I.:  Intramuscular 
Vefriloid  (Aqueous  Elution)  As  a Hypotensive 
Agent,  Am.  J.  M.  Sc.  226:477  (Nov.)  1953. 


Tablets  Veriloid 

The  slow-dissolving,  scored  tablets  are 
supplied  in  2 mg.  and  3 mg.  potencies.  In 
moderate  to  severe  hypertension  they  pro- 
duce gratifying  response  in  many  patients. 
According  to  published  reports'  this  re- 
sponse can  be  maintained  for  long  periods 
in  fully  30%  of  patients;  combination 
with  other  hypotensive  agents  has  been 
credited  with  greatly  increasing  this  per- 
centage.^ Initial  daily  dosage  9 mg.,  given 
in  divided  doses,  not  less  than  4 hours 
apart,  preferably  after  meals.  To  be  in- 
creased gradually,  by  small  increments, 
till  maximum  tolerated  dose  is  reached. 
Maintenance  dose  9 to  24  mg.  daily. 

Solution  Intravenous 

For  immediate  reduction  of  critically 
elevated  blood  pressure  in  hypertensive 
emergencies  such  as  hypertensive  states 
accompanying  cerebral  vascular  disease, 
hypertensive  crisis  (encephalopathy),  the 
toxemias  of  pregnancy.  It  lowers  the  blood 
pressure  promptly,  to  any  degree  the  phy- 
sician desires,  and  with  notable  safety.’  If 
excessive  hypotensive  and  bradycardic 
effects  should  be  invoked  they  are  readily 
overcome  by  simple  means.  Supplied  in 
boxes  of  six  5 cc.  ampuls.  The  solution 
contains  0.4  mg.  of  Veriloid  per  cc. 

Solution  Intramuscular 

For  maintenance  of  blood  pressure  in  such 
critical  instances,  and  for  primary  use  in 
less  critical  situations  which  do  not  show 
the  same  immediate  urgency.  Provides  1.0 
mg.  of  Veriloid  per  cc.  in  isotonic  aqueous 
solution  incorporating  one  per  cent  pro- 
caine hydrochloride.  A single  dose  lowers 
the  blood  pressure  significantly,  reaching 
its  maximum  hypotensive  effect  in  60  to 
90  minutes.  By  repeated  injections  (every 
3 to  6 hours)  blood  pressure  may  be  kept 
depressed  for  hours  or  days  if  necessary.' 
Supplied  in  boxes  of  six  2 cc.  ampuls. 
Complete  instructions  as  to  dosage  and 
administration  accompany  every  ampul  of 
the  parenteral  preparations  of  Veriloid 
and  should  be  noted  carefully. 


ORIGINAL  RESEARCH  PRODUCTS  OF 

RIKER  LABORATORIES,  INC.  8480  Beverly  Boulevard;  Los  Angeles  48,  California 


here’s  why  your  patient  gets 


larlier  Blood  Levels  inm 


ERYTHROCIN 


DISINTEGRATES  FASTER  THAN  ENTERIC  COATING 
HIGH  BLOOD  CONCENTRATIONS  WITHIN  2 HOURS 


:20— Five  minutes  later,  Filmtab*  coating  has  already 
tarted  to  disintegrate.  The  tissue-thin  film  actually  begins 
0 dissolve  within  30  seconds  after  patient  swallows  tablet. 


3:30 — Filmlah*  is  now  completely  dissolved.  At  this  stage, 
Erythrocin  is  ready  to  be  absorbed,  and  ready  to  destroy 
sensitive  cocci — even  those  resistant  to  other  antibiotics. 


:45 — Now  the  Filmiah*  tablet  mushrooms  out  with  all  of 
he  drug  available  for  absorption.  Note  that  enteric-coated 
ablet  is  still  intact.  Tests  show  that  the  new  Stearate  form 
efmitely  protects  Erythrocin  against  gastric  acids. 


4:00 — Because  of  Filmfah*  (marketed  only  by  Abbott)  the 
drug  is  released  faster,  absorbed  sooner.  In  the  body,  effective 
Erythrocin  blood  levels  now  appear  in  less  ^ q n . . 
than  2 hours  (instead  of  4-6  hours  as  before).  vXlTUTyLi/ 


TM  for  Abboft's  film  sealed  tablets,  pat.  applied  for. 
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NOT  ARTHRITIS  BUT  ARTHRALGIA... 


If  the  jjauent  comj)lainiiig  of  aciiing  joints  is  a woman  between  37  and  54  years  of  age,  it 
is  highly  j)ossilJe  that  she  is  suffering  from  arthralgia  rather  than  arthritis.^  It  has  heen  esti- 
mated that  arthralgia  occurs  in  about  10  |)er  cent  of  women  with  estrogen  deficiency,  and  is 
exceeded  in  frequency  only  hy  symptoms  of  emotional  or  vasomotor  origin.-  In  fact,  arthralgia 
may  he  as  indicative  of  declining  ovarian  function  as  the  classic  menopausal  hot  Hushes. 

■Arthralgia,  however,  is  just  one  of  a vast  numher  of  distressing  hut  ill-defined  symptoms 
that  may  he  preci])italed  hy  the  loss  of  estrogen  as  a “metabolic  regulator."  Other  good  examples 
are  insomnia,  headache,  easy  fatigability,  and  tachypnea. 

Because  these  symptoms  sometimes  occur  years  before  or  even  long  after  cessation  of 
menstruation,  they  are  not  always  readily  associated  with  estrogen  deficiency,  and  the  tendency 
may  he  to  treat  them  with  medications  other  than  estrogen.  Obviously,  sedatives  and  other  pallia- 
tives cannot  he  expected  to  produce  a satisfactory  response  if  an  estrogen  deficiency  exists.  Only 
estrogen  replacement  therapy  will  correct  the  basic  cause  of  the  disorder. 

“Premarin”  is  an  excellent  preparation  for  the  replacement  of  body  estrogen.  In  “Prem- 
arin”  all  com|)onents  of  the  comj)lete  equine  estrogen-complex  are  meticulously  preserved 
in  their  natural  form.  “Prei'  arin"  jiroduces  not  only  })rom])t  symptomatic  relief  hut  a distinctive 
“sense  of  well-being"  \\hich  Is  i ost  gratifying  to  the  patient. 

1.  Creenblatt.  R.  B..  and  Kupperman.  H.  S. : M.  CJin.  North  .America  30:576  (May)  1046.  2.  McGavack,  T.  H.,  in  Goldzieher,  M.  A.,  and 

GoMatteher,  J.  W. : Endocrine  Treatment  in  General  Practice,  New  York,  Springer  Publishing  Company.  Inc.,  1953,  p.  225. 


Estrogenic  substances  (uater-soluhle)  also  knoicn  as  conjugated  estrogens  (equine) 

Available  in  tablet  and  liquid  form 

has  no  odor  . . . imparts  no  odor 


NEW  YORK,  N.  Y. 


MONTREAL,  CANADA 


Which  filter-tip  cigarette  is  the  most  effective? 


ntinuing  and  repeated  impartial 
;ific  tests,  smoke  from  the  new 
r consistently  proves  to  have  much 
licotine  and  tar  than  smoke  from 
ither  filter  cigarette — old  or  new. 

e reason  is  Kent’s  exclusive  Mi- 
Le  Filter. 

is  new  filter  is  made  of  a filtering 
"ial  so  efficient  it  has  been  used  to 
! the  air  in  atomic  energy  plants 
:roscopic  impurities. 

apted  for  use  as  a cigarette  filter, 


it  removes  nicotine  and  tar  particles  as 
small  as  2/10  of  a micron. 

And  yet  KENT’S  Micronite  Filter, 
which  removes  a greater  percentage  of 
nicotine  and  tar  than  any  other  filter 
cigarette,  lets  through  the  full  flavor  of 
KENT’S  fine  tobaccos. 

Because  so  much  evidence  indicates 
KENT  is  the  most  effective  filter-tip 
cigarette,  shouldn’t  it  be  the  choice  of 
those  who  want  the  minimum  of  nico- 
tine and  tar  in  their  cigarette  smoke? 


Kent 


with  the  exclusive  Micronite  Filter 


''KENT"  AND  "MICRONITE"  ARE  REGISTERED  TRADEMARKS  OF  P.  LORILLARD  COMPANY 
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he  Aspitin 

you  can  preeoHbe 


%| 


he  Flavor  Remains  Blabfe 
down  -fo-fhe  lasf  -fablef 


Bofife  of  24  -fablefs 


( each ) 


He  will  be  pleased  to  send  samples  on  request 
THE  BAYER  COMPANY  DIVISION  of  SlerlinR  Drug  Inc.,  1450  Broadway,  New  York  18,  N.  Y. 


■HNO 

tKlVVWJIll. 
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To  mitHm  btow 

^ou  "No  Salt!’.’... 


/D^ 


— gives  a zestful  "salty"  flavor  to  the 
sodium-restricted  diet  — helps  to  keep  the  patient  on  the 
salt-free  regimen  by  making  meals  tasty. 


Neocurtasal  may  be  used  wherever  sodium  restriction  is  indicated  — 
it  is  completely  sodium-free.  May  be  used  like  ordinary  table  salt  — added 

to  foods  during  or  before  cooking  or  used  to  season  foods  at  the  table. 


WINTHROP 


supplied  in  2 oz.  shakers 
and  8 oz.  bottles. 


1.  Heller.  E.  M.:  The  Treatment  of  Essential 
Hypertension.  Canad.  Med.  Atsn. 

Jour.,  41:293,  Sept.,  1949. 


Neocurtasal 

". . . trustworthy  non-sodium  containing  salt  substitute"'' 

I 

Write  for  pad  of  diet  sheets. 


WINTHROP-STEARNS  INC. 


Neocurtasal.  trademark  reg.  U.S.  & Canada 


NEW  YORK  18,N.Y.  • WINDSOR,  ONT. 


In  the  sL\  months  since  Achromycin  was  first  announced**  at  the  Antibiotics  Symposium 
of  the  Food  & Drug  Administration,  this  new  broad-spectrum  antibiotic  has  become  a 
major  weapon  in  modern  medicine. 

ACHROMYCIN  has  demonstrated  notable  effectiveness  in  a wide  variety  of  clinical 
applications  and  the  following  characteristics  are  outstanding; 

ACHROMYCIN  is  effective  against  pneumococci,  staphylococci,  beta  hemolytic 
streptococci,  gonococci,  meningococci,  E.  colt  infections,  acute  bronchitis  and  bronchi- 
olitis and  certain  mixed  infections. 


ACHROMYCIN  has  definitely  fewer  side-reactions  than  certain  other  broad- 
spectrum  anubiotics. 


ACHROMYCIN  provides  prompt  diffusion  in  body  tissues  and  fluids. 


ACHROMYCIN  in  solution  maintains  effective  potency  for  a full  24-hours. 


proved  effective  against 


Pneumococci 

Staphylococci 

Beta  Hemolytic 

Gonococci 

Meningococci 

Streptococci 

E.  coli 


NOW  AVAI  LABLE: 


CAPSULES:  250  mg.,  100  mg.,  50  mg. 

SPERSOIDS*:  50  mg.  per  teaspoonful  (3.0  Gm.) 

Dispersible  Powder 

INTRAVENOUS:  500  mg.,  250  mg.,  and  100  mg. 

Other  dosage  forms  are  being  developed  as  rapidly  as  research  permits. 

LEDERLE  LABORATORIES  DIVISION  Aue/tfCAA'  C^anamid compaxy  PEARL  RIVER,  NEW  YORK 


'REG  U.S  PAT.  OFF 


'CUNNINGHAM  R . HINES.  J.;  LEOERLE  LABORATORIES  DIVISION. 


ER1CAN  CYANAMID  COMPANY 
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SYMPOSIUM  ON  BLOOD  BANKING, 
TRANSFUSION,  AND  PLASMA 
VOLUME  EXPANDERS 

THE  USE  OF  BLOOD  DONORS 

AND  THE  PROCUREMENT  OF  BLOOD 

John  W.  Howard,  M.D.,** 
Wilmington,  Del. 

In  determining  the  needs  for  blood, 
there  are  two  situations  which  must  be 
faced:  the  use  of  emergency  blood  where 
there  is  an  acute  blood  loss  and  the  patient 
with  chronic  blood  loss  where  the  approach 
to  the  transfusion  therapy  is  entirely 
different.  In  the  first,  blood  is  drained  out 
of  the  body  traumatically  in  most  in- 
stances. The  indications  for  blood  are  of 
less  importance  than  for  plasma  or  one  of 
the  expanders.  This  is  important  because 
it  has  become  embarrassingly  necessarj’ 
to  phlebotomize  patients  who  have  been 
transfused  with  blood  and  given  additional 
amounts  of  red  cells  and  hemoglobin  which 
were  not  needed.  Likewise,  the  patient 
who  has  been  losing  blood  over  a period 
of  two  to  three  years  is  not  a candidate 
to  be  transfused  back  to  one  hundred  per 
cent  of  average  normal.  Some  of  these 
patients  appear  perfectly  healthy  with 
20-30%  hemoglobin  and  a normal  blood 
volume.  In  the  overenthusiasm  to  trans- 
fuse such  a patient,  sometimes  actual 
harm  is  done. 

Emergency  low  titre  bloods  are  cur- 
rently popular  and  have  created  supply 
problems  in  all  of  the  banks  in  the  coun- 
try. There  is  no  better  blood  than  cross- 
matched  blood ! Time  and  deliberate 
preparation  should  always  be  allowed  to 
permit  the  blood  bank  or  the  laboratory 
to  properly  prepare  the  transfusion.  Un- 
fortunately, this  often  is  not  the  case  and 
has  been  responsible  for  some  reactions 

♦Presented  at  Delaware  Hospital  Surgical  Staff  Confer- 
ence November  28,  1953. 

♦♦Head  of  Department  of  Pathology,  Delaware  Hospital, 


occurring  in  the  past.  Instead  of  using 
hurriedly  cross-matched  blood,  other  types 
of  vehicles  can  be  used.  With  the  ease  of 
using  emergency  low  titre  blood,  this 
trend  has  increased  during  the  past  few 
years.  Low  titre  blood  is  type  0 blood 
which  has  serum  antibodies  less  than  1 
to  200  in  dilution  and  can  be  used  without 
cross-matching.  Neutralized  blood  has 
added  A & B substance  which  decreases 
the  number  of  antibodies.  Approximately 
25%  of  0 blood  is  of  higher  titre  and 
must  be  given  only  to  0 donors.  The 
problem  of  procurement  of  positive  and 
negative  0 blood  for  this  use,  without 
cross-matching,  has  extended  the  facili- 
ties of  the  blood  bank  to  the  point  of 
frustration.  Common  sense  should  govern 
the  use  of  0,  Rh  negative  blood.  The  0, 
Rh  negative  woman  who  is  to  bear  chil- 
dren or  who  has  had  previous  multiple 
transfusions  and  will  bear  children,  should 
always  receive  type  specific  blood.  The 
older  woman  past  child-beai’ing  age,  or  the 
older  man,  certainly  can  be  transfused 
with  O positive  blood  in  an  emergency, 
because  life  is  more  important  than  the 
possibility  of  a minor  antibody  reaction. 
Antibody  reactions  take  about  two  weeks 
to  develop  and  life  or  death  may  be  de- 
termined in  a matter  of  hours.  If  we 
bear  in  mind  the  fact  that  0 negative 
blood  should  be  reserved  for  those  who 
absolutely  need  it  and  use  common  sense, 
we  will  be  able  to  conserve  the  amount 
of  0,  Rh  negative  blood  available.  When 
you  stop  and  think  that  the  O,  Rh  nega- 
tive blood  represents  11%  of  the  50% 
of  the  population  which  are  type  0,  the 
available  number  is  small.  If  everybody 
uses  0 negative  blood  because  they  are 
in  a hurry,  the  deserving  patient  may  be 
the  one  to  lose. 

The  problem  of  procurement  is  a very 
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serious  one.  There  are  times  when  it 
is  impossible  to  keep  up  with  the  demand, 
particularly  when  there  is  not  adequate 
advance  warning. 

Some  of  the  recent  trends  in  blood 
i)anking  are  worth  mentioning.  Years 
ago  blood  was  warmed  before  it  was  trans- 
fused. Gradually  the  trend  changed,  and 
now  evidence  definitely  indicates  that 
blood  should  be  refrigerated  from  the 
minute  it  is  drawn  until  it  is  administered. 
In  some  of  the  larger  centers  in  the  coun- 
try, blood  is  drawn  and  immediately 
plunged  into  a brine  bath,  then  placed 
in  adequate  refrigeration,  not  being  al- 
lowed to  warm  up  for  more  than  ten 
minutes.  It  is  carried  to  the  floors  in 
refrigerated  containers  and  kept  in  such 
until  it  is  given,  thus  preserving  all  the 
enzymes  and  other  factors  in  the  blood. 
Adulterating  blood  during  its  adminis- 
tration by  injection  of  other  compounds 
into  it  is  a very  poor  procedure.  It  may 
precipitate  the  fibrin  and  is  oftentimes 
responsible  for  reactions.  Blood  should 
always  be  given  independently. 


THE  FATE  OF  THE  CONSTITUENTS 
OF  STORED  BLOOD 

Park  W.  Huntington,  Jr.,  M.  D.,* 
Wilmington,  Del. 

The  first  constituent  of  blood,  which 
it  may  be  of  value  to  mention  is  platelets. 
Most  researchers  in  the  field  of  hemostasis 
and  blood  transfusions  feel  that  platelets 
cannot  be  adequately  transfused.  One 
of  the  proponents  of  this  theory  is  Dr. 
Armand  Quick,  of  Marquette  University. 
He  maintains  that  if  platelets  are  trans- 
fused at  all,  just  the  platelet  shell  is 
the  result  of  transfusion  and  the  enzyme 
that  is  in  the  platelet  and  is  necessary 
for  coagulation,  is  not  present,  or  is  lost 
during  removal  of  blood  from  the  donor. 

Leukocytes  disintegrate  completely 
within  3-4  days  after  the  blood  is  stored, 
so  that  their  transfusion  potentialties 
are  inadequate. 

Red  cells  survive  14-30  days  in  stored 
blood.  Most  blood  banks  assume  a median 
time  and  keep  blood  for  21  days,  since 

•4th  Year  Resident  in  Pathology,  Delaware  Hospital. 


20-50%  of  red  cells  after  that  time  have 
begun  to  disintegrate. 

Approximately  60'/  of  prothrombin  is 
available  through  blood  transfusion.  The 
transfusion  effect  of  prothrombin  lasts 
about  24  hours;  therefore,  where  there  is 
a deficiency  of  prothrombin,  some  thera- 
peutic effect  obviously  is  derived  from 
transfusions. 

Plasma  proteins  are  good  for  at  least 
three  years.  Antibodies  are  present  for 
probably  about  six  months.  Small  amounts 
of  fibrin  unavoidably  precipitate  out  in 
stored  blood,  but  this  does  not  lead  to  any 
great  difficulty  and  most  of  it  does  remain 
in  solution  in  plasma.  Calcium  is  obviously 
absent  because  of  the  anticoagulant  used 
in  the  blood.  Potassium  diffuses  rapidly 
from  the  red  cells  during  the  first  five 
days,  reaching  a mean  value  of  15  milli- 
equivalents  per  liter. 

Thromboplastinogen,  which  is  the  pre- 
cursor of  thromboplastin,  is  present  in 
blood  in  excess  amounts.  When  platelets 
disintegrate  in  the  clotting  mechanism, 
they  release  an  enzyme  which  forms 
thromboplastin;  thromboplastin  is  then 
available  with  calcium  to  transfer  pro- 
thrombin into  thrombin  and  then  carry  on 
the  clotting  mechanism.  Since  thrombo- 
plastinogen is  present  in  excess  amounts  it 
is  easily  transfusable ; however,  the  only 
disease  wffiere  it  would  be  of  benefit  is 
hemophilia,  where  the  deficiency  is  in 
thromboplastinogen.  Whether  or  not  it  is 
actually  utilized  in  hemophilia  is  a ques- 
tion that  has  not  been  solved. 

Hemoglobin,  which  results  from  hemoly- 
sis of  red  cells  and  is  spontaneously  occur- 
ring while  blood  is  stored,  is  present  in 
varying  amounts  in  the  plasma.  Values 
that  have  been  given  are:  within  five 
days  8 to  27  milligrams  of  hemoglobin 
are  present  in  the  plasma ; at  10  days  57 
to  214  milligrams;  at  15  days  164  to  524 
milligrams  are  present  in  the  plasma. 
However,  it  is  felt  that  under  normal 
conditions,  even  though  this  amount  seems 
rather  large,  it  should  not  produce  any 
difficulty  with  glomeruler  filtration  of  the 
kidney  and  is  readily  excreted. 

With  regard  to  large  transfusions  of 
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blood,  the  problem  of  how  much  sodium 
nitrate*  (used  as  an  anticoagulant  for 
stored  blood)  is  necessary  to  bind  the 
calcium  in  the  recipient’s  blood  needs 
clarification.  Also,  does  the  binding  of 
calcium  cause  a deficiency  in  the  coagula- 
tion mechanism  so  that  tissue  oozing  of 
blood  might  result?  Two  grams  of  citrate, 
approximately,  are  present  in  every  pint 
of  blood.  It  has  been  found  by  experi- 
mental work  that  8.0  to  12.0  gms.  of  citrate 
must  be  transfused  within  5 to  10  minutes 
in  order  to  interfere  with  the  coagulation 
mechanism.  This  would  mean  that  since 
there  are  2 grams  of  citrate  in  each  pint 
of  blood,  that  a patient  would  have  to 
receive  up  to  7000  cc.  of  blood  within  ten 
minutes  in  order  for  the  citrate  effect  to 
be  deleterious  to  the  patient,  an  imprac- 
tical possibility. 

Comments  from  leading  medical  cen- 
ters, * * confirm  these  facts,  stating  that 
depression  of  calcium  does  not  occur  in 
actual  practice,  since  such  calcium  reduc- 
tion would  be  incompatible  with  life. 

*ACD  solution:  trisodium  citrate;  1.58  gm.;  citric  acid, 
0.58  gm.;  anhydrous  dextrose,  1.77  gm.;  water  120  ml. 

**I.  S.  Ravdin  M.  D.  U.  of  Pennsylvania  Hospital;  D.  R. 
Mathieson  M.  D.  Mayo  Clinic;  B.  E Copeland  M.  D.  New 
England  Deaconess  Hospital. 


DEXTRAN 

John  W.  Howard,  M.  D.,* 
Wilmington,  Del. 

Dextran  is  a water  soluble,  highly 
molecular  polymer  of  glucose,  produced 
bacteriologically  by  the  action  of  an  or- 
ganism called  Leukonostoc  mesenteroides, 
acting  on  sucrose.  It  was  first  encountered 
as  an  undesirable  by-product  of  the  beet 
refining  industry.  It  is  a polysaccharide 
colloid  and  is  closely  related  to  glycogen. 
Dextran  is  available  in  6%  saline.  Such  a 
plasma  expander  should  maintain  satis- 
factory colloid  osmotic  pressure ; it  should 
be  reproducible  with  constant  composition 
and  at  a reasonable  cost;  it  should  have 
a viscosity  suitable  for  intravenous  injec- 
tion; it  should  be  stable,  and  under  all 
circumstances,  it  should  be  easily  steri- 
lized. It  should  be  pyrogen  free  and  it 
should  be  ultimately  excreted  and  metabo- 
lized causing  no  tissue  damage,  either 

*Hf*ad  of  Department  of  Pathology,  Delaware  Hospital. 


immediate  or  delayed;  and  finally,  it  should 
be  non-antigenic. 

It  looked  for  awhile  like  Dextran  was 
the  ideal  solution  when  the  public  became 
unnecessarily  alarmed  about  plasma.  How- 
ever, with  small  plasma  pools,  safe  plasma 
has  always  been  possible,  and  it  is  still 
the  best  plasma  expander.  Recent  reports 
have  suggested  that  there  is  a cross  anti- 
genicity with  dextran  causing  reactions 
Vv'hich  may  be  related  to  pneumococcus 
types  1,  12  and  20. 

During  the  last  year  the  British  chest 
surgeons  have  reported  that  in  dextran 
treated  cases  they  have  had  uncontrolled 
bleeding  which  may  be  related  to  dextran 
sulfate.  A very  adequate  anticoagulant, 
and  it  is  possible  that  in  the  body,  dextran 
is  converted  into  the  sulfate. 

Until  some  of  these  problems  are  clar- 
ified, the  use  of  dextran  should  be  limited 
to  one  liter  or  less.  Dextran  causes  some 
difficulty  in  the  cross-matching  procedure 
and  this  should  be  performed  before  dex- 
tran is  used  if  there  are  to  be  transfusions. 

Several  of  our  large  chemical  companies 
in  this  country  have  been  investigating 
the  preparation  of  a synthetic  polyglucose. 
It  has  been  prepared  satisfactorily  and 
constantly  and  has  been  adequately  tested 
in  animals  and  in  a few  humans.  It  ap- 
pears to  be  non-antigenic  in  the  experi- 
mental stage,  and  has  shown  no  evidence 
of  causing  the  hemorrhagic  tendency.  The 
future  will  undoubtedly  see  the  commercial 
use  of  such  a product.  Newer  viricides  and 
methods  of  treating  plasma  make  the 
plasma  future  much  more  encouraging. 


BLOOD  PLASMA  EXPANDER— PVP 

Angus  Malcolm  Cameron,  M.  D.,* 
Wilmington,  Del. 

The  four  groups  of  substances  with 
which  research  workers  are  concerned  at 
present,  in  their  search  for  the  “perfect” 
blood  volume  expander  are:  (1)  blood 
derivatives  such  as  albumin,  plasma,  hemo- 
globin, modified  globin,  and  special  plas- 
ma protein  fractions;  (2)  modified  pro- 
teins such  as  heat  degraded  proteins, 
and  oxypolygelatins  like  modified  fluid 
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gelatin;  (3)  polymerized  carbohydrates 
such  as  acacia,  pectin,  dextran,  polyglu- 
cose and  glucomer;  and  (4)  plastics  such 
as  methyl  cellulose  and  PVP,  polyvinyl- 
pyrrolidone. 

PVP  was  first  synthesized  in  1931  by 
two  Germans,  Wesse  and  Hecht.  It  is 
made  by  combining  acetylene  with  formal- 
dehyde to  form  N-vinylpyrrolidone  and 
fractionating  the  latter  to  produce  the 
highly  complex  molecules  of  PVP.  These 
molecules  are  believed  to  be  approximate- 
ly the  size  of  serum  albumin  molecules. 

PVP  was  first  used  by  the  Germans  in 
a 2.5'/  saline  and  this  was  called  “peris- 
ton.” There  were  reports  that  this  was 
used  in  over  500,000  cases  in  Germany  in 
World  War  II,  but  no  actual  records  can 
be  found. 

In  this  country  PVP  is  available  in 
either  physiologic  saline  solution  or 
Ringer’s  solution  in  a 3.5'/  concentration. 
These  preparations  are  for  intravenous 
use.  The  average  speed  of  administration 
recommended  is  500  cc.  in  15-20  minutes, 
and  the  average  dose  suggested  is  500  cc. 
up  to  1000  cc.,  although  larger  doses  can 
be  and  are  given  if  necessary.  There  is 
no  warning  given  that  it  is  harmful  to 
the  subcutaneous  tissues  should  some  of 
it  be  given  that  way  accidentally. 

PVP  is  said  by  many  investigators,  to 
compare  very  favorably  with  the  require- 
ments of  the  “perfect”  blood  volume  ex- 
pander. Its  molecules  are  the  same  size 
as  those  of  serum  albumin,  and  it  is  be- 
lieved therefore,  to  have  almost  the  same 
osmotic  pressure  as  plasma.  It  remains 
in  circulation  for  more  than  just  a few 
hours  and  is  readily  excreted  and  metabo- 
lized, although  the  Food  and  Drug  Ad- 
ministration is  not  yet  satisfied  that 
enough  is  known  concerning  this  meta- 
bolism. Zollinger  has  stated  that  50% 
is  excreted  in  the  urine  in  the  first  24 
hours  with  only  minute  amounts  being 
obtained  in  the  urine  thereafter.  Pulaski 
gives  figures  of  40-60'/,  but  he  does  not 
state  any  time  interval.  Dr.  Ravdin,  of 
the  University  of  Pennsylvania  Medical 
School,  states  that  there  is  a factor  which 
he  calls  K,  which  repre.sents  the  correlation 


between  viscosity  and  average  molecular 
weight,  and  that  when  the  PVP  solution 
has  a K value  of  25,  the  solution  will  be 
totally  excreted  in  2-4  days,  whereas,  when 
the  solution  has  a K value  of  30,  it  will  not 
be  totally  excreted  in  that  time.  According 
to  Ravdin,  the  optimal  K value  has  not 
been  determined.  E.  J.  Pulaski  reports 
that  metabolism  studies  with  radioactive 
carbon  have  shown  that  some  of  the  CO^ 
is  exhaled,  while  Fine,  with  the  same 
method  of  radioactive  carbon  has  shown 
that  after  100  days,  35-50%  of  the  radio- 
active carbon  will  be  stored  in  extravascu- 
lar  locations:  15-25'/  of  this  amount  wall 
be  found  in  the  reticuloendothelial  system 
and  60-75%  in  the  skin  and  muscle  tissue. 
Studies  at  the  Harrison  Department  of 
Surgical  Research  at  the  University  of 
Pennsylvania  School  show  PVP  to  be  anti- 
genic, non-toxic  to  renal  or  liver  function, 
even  after  months  of  intravenous  injection 
of  as  much  as  3000  cc.  daily,  and  that  it 
does  not  cause  interference  with  typing 
and  cross-matching  subsequent  to  its  use. 
Many  observers  feel  that  such  interference 
as  the  latter  is  caused  by  molecules  of  a 
larger  size  than  those  of  PVP  and  suggest 
that  to  be  the  difficulty  with  dextran. 
Also,  according  to  these  studies  at  Pennsyl- 
vania, PVP  is  non-pyrogenic.  It  exists  as 
a fluid  at  room  temperature  and  remains 
stable  under  all  but  the  most  extreme  vari- 
ations of  temperature  and  experimental 
conditions,  and  can  therefore  be  sterilized 
without  damage.  As  it  is  a fluid,  it  can  be 
given  without  any  delay.  Its  synthesis 
from  acetylene  and  formaldehyde  can  be 
done  cheaply,  within  specifications,  and 
in  large  quantities. 

Oddly  enough,  the  reports  from  Ger- 
many are  that  they  do  not  use  PVP  as 
much  as  they  do  plasma.  France  is  using 
it  extensively.  Studies  in  this  country  so 
far  indicate  that  it  can  be  used  with  very 
favorable  results  in  both  burn  and  trau- 
matic shock.  One  of  these  reports  was  from 
the  Harlem  Hospital  and  the  Columbia 
Presbyterian  Medical  Center,  New'  York 
City.  Another  w^as  a personal  communica- 
tion from  Dr.  Clark  at  the  Philadelphia 
General  Hospital. 
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As  brought  out  in  the  literature,  there 
are  several  things  to  remember  in  the  use 
of  any  blood  volume  expander,  in  the  treat- 
ment of  acute  shock.  The  vascular  tree  re- 
quires volume  in  order  to  maintain  blood 
pressure  in  acute  shock.  However,  it  is 
also  true  that  the  kidneys  must  be  supplied 
with  a certain  amount  of  water  and  saline 
daily  in  order  to  perform  their  functions 
and  it  is  also  true  that  hemoglobin  in  red 
cells  is  still  the  only  satisfactory  method 
for  transporting  oxygen  for  body  func- 
tions. Blood  volume  expanders  do  restore 
the  blood  pressure  by  restoring  volume  in 
the  vascular  tree,  but  they  do  not  supply 
completely  the  water  and  saline  for  kidney 
function  and  they  do  not  supply  hemo- 
globin and  red  cells  which  are  necessary 
to  combat  anoxia  which  is  the  chief  danger 
from  acute  shock.  It  is  reported  that  in 
Korea  experience  has  shown  that  it  is  not 
infrequent  to  require  30  or  even  52  pints 
of  whole  blood  to  save  one  person  in  acute 
severe  shock. 

Therefore,  it  must  be  remembered  that 
the  “expanders”  are  generally  first-aid 
measures  and  that  blood  is  still  required 
in  a patient  with  any  but  the  most  mild 
form  of  shock. 


THE  USE  OF  BLOOD  TRANSFUSIONS 
DURING  ANESTHESIA 

R.  Douglas  Sanders,  M.D.,* 
Wilmington,  Del. 

Since  the  use  of  blood  has  increased 
greatly  during  surgery,  it  behooves  one 
to  look  in  some  measure  to  its  current 
uses.  Reactions,  generally,  are  febrile,  al- 
lergic, nitrotoid.  (pyogenic),  and  hemo- 
lytic. The  most  serious  is  the  hemolytic  re- 
action and  this  is  the  one  that  is  most  likely 
to  produce  death ; although  nitrotoid  re- 
actions and  allergic  reactions  can  also  be 
fatal.  It  was  formerly  a theory,  some  twen- 
ty years  ago,  that  allergic  reactions  did  not 
occur  in  anesthesia.  Then  with  the  use  of 
large  valumes  of  serum  to  immunize  pa- 
tients against  colon  infections  for  radical 
surgery,  it  was  found  that  perhaps,  if  any- 
thing, the  severity  of  a reaction  was  in- 
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creased  by  anesthesia,  so  the  same  with 
transfusion  reactions. 

When  reactions  occur  during  anesthesia, 
they  are  not  recognized  until  a much 
greater  volume  of  blood  has  been  given 
than  ordinarily  would  produce  a reaction. 
The  difficulty  lies  in  that  there  is  no  sub- 
jective indicator  (the  patient)  to  help  de- 
termine whether  a reaction  is  occurring. 
As  a result,  it  is  desirable  to  give  a trans- 
fusion when  the  patient  is  conscious. 

Plasma  volume  studies  have  indicated 
that  various  types  of  illnesses,  and  even 
lying  in  bed,  will  markedly  reduce  plasma 
volume.  If  there  were  an  easy  way  to  de- 
termine this  volume  and  to  probably  re- 
store the  volume  prior  to  surgery,  o u r 
needs  for  blood  would  favorably  be  reduced 
by  at  least  50%. 

Concerning  the  methods  of  administra- 
tion, the  intra-arterial  route  is  fraught 
with  possibilities  of  harm,  most  cases  ac- 
tually do  not  need  it  at  all.  The  most  com- 
mon need  for  the  intra-arterial  administra- 
tion of  blood  would  be  cardiac  surgery, 
where  probably  a good  many  of  the  throm- 
botic complications  could  be  avoided  by 
transfusion  into  the  aorta.  The  replace- 
ment rate  should  be  as  close  to  the  loss  rate 
as  possible.  In  most  cases,  it  is  entirely  pos- 
sible to  meet  that  loss  with  intravenous 
administration,  occasionally  with  added 
pressure  needed.  With  an  ordinary  18 
gauge  needle  and  with  pressure  on  the 
blood  bottle  of  about  50  mm.  of  mercury, 
it  is  possible  to  replace  a pint  in  about  10 
minutes,  and  it  is  a rare  case  that  bleeds 
more  extensively.  Children  present  a dif- 
ferent picture.  The  proportions  of  blood 
volume  to  blood  loss  are  much  more  criti- 
cal. One  might  say,  as  a rule,  that  lOcc.  of 
blood  per  pound  of  body  weight,  per  hour 
could  be  placed  into  a child  without  fear 
of  overloading  the  circulation.  It  is  a mat- 
ter of  critical  observation  more  than  any 
other  thing.  The  best  method  of  maintain- 
ing the  viability  of  the  patient  is  by  avoid- 
ing loss  if  possible.  It  has  become  so  easy 
to  depend  on  the  blood  bank  that  it  has 
been  forgotten  that  the  best  method  of 
maintaining  the  viability  of  the  circulation 
is  by  keeping  bleeding  at  a minimum. 
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BLOOD  VOLUME 

Thomas  McChesney,  M.  D.,* 
Wilmington,  Del. 

Whole  blood  contains  three  main  fac- 
tors : erythrocytes,  leukocytes,  and  plasma. 
For  practical  purposes  we  concern  our- 
selves with  only  the  erythrocytes  a n d 
plasma  fractions  and  a summation  of  these 
in  the  total  blood  volume.  Since  blood  is  a 
circulating  fluid,  contained  within  a closed 
system  of  vessels,  it  can  be  theoretically 
measured  by  the  dilution  principle.  That 
is,  the  extent  to  which  a known  quantity 
of  traceable  material  is  diluted  by  the  blood 
stream  following  its  injection.  Two  main 
types  of  materials  have  been  utilized  as 
traceable,  injectable  media.  These  are  non- 
toxic dyes  and  radio-active  material.  Ex- 
amples of  the  former  are:  P1824or  Evans 
Blue  dye,  and  Chromin  51.  The  most  read- 
ily available  method  for  routine  hospital 
use  is  that  concerning  colorimetric  deter- 
mination of  the  dilution  of  injected  Evans 
Blue  dye.  Radio-active  materials  are  usual- 
ly available  only  in  institutions  where  a 
radio-isotope  laboratory  has  been  estab- 
lished in  accordance  with  specifications 
set  forth  by  the  Atomic  Energy  Commis- 
sion. In  the  main,  the  blood  volume  meas- 
urement is  valuable  as  a guide  where  one 
is  dealing  with  replacement  of  whole  blood, 
or  a constituent  fraction.  Replacement 
problems  would  include  severe  b u r n s, 
gastrointestinal  bleeding,  hemorrhage  into 
the  thoracic  and  peritoneal  cavities  and 
those  surgical  cases  in  which  excessive 
blood  loss  at  the  operating  table  is  antici- 
pated or  has  occurred.  With  the  knowledge 
of  the  total  blood  volume,  one  is  prepared 
to  make  a suggestion  regarding  replace- 
ment of  blood  loss.  Laboratory  studies  such 
as  hematocrit,  red  blood  count,  and  homo- 
globin,  frequently  lead  to  erroneous  con- 
clusions with  regard  to  the  efficacy  of 
replacement  therapy. 

Normal  total  blood  volume  is  in  the 
nature  of  70-80  cc.  per  kg.  of  body  weight, 
depending  on  the  method  used.  It  is  slight- 
ly lower  by  the  radio-active  method. 
Greater  volumes  are  expected  in  cases  of 
cardiac  decompensation  and  myxedema ; 
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small  volumes  are  seen  in  hyperthyroid- 
ism and  acute  blood  loss.  Some  authors 
have  attempted  to  explain  the  large  volume 
seen  in  cardiac  decompensation  on  the 
basis  of  pooling  of  the  injected  dye  into 
segments  of  the  vascular  tree  as  a result 
of  impaired  cardiac  function.  Errors  in 
the  procedure  of  human  origin  are  rather 
cumulative  in  effect  as  are  most  labora- 
tory procedures.  These  may  occur  during 
injection  of  the  material  intravenously, 
withdrawal  of  the  post  injection  blood 
samples  and  separation  of  the  plasma 
from  the  blood.  Hemolysis  will  alter  the 
readings,  as  will  ingestion  of  fatty  foods 
prior  to  performing  the  test.  However, 
personnel  trained  in  the  performance  of 
the  determination  can  reproduce  results, 
on  the  same  patient,  within  a very  small 
range  of  variation. 


EVANS  BLUE  DYE  METHOD 
FOR  BLOOD  VOLUME  DETERMINATION 

R.  S.  Marine,  M.  D.,* 
Wilmington,  Del. 

It  is  desirable  to  have  the  patient  in  a 
fasting  state  for  8 hours  before  the  test 
begins.  It  is  also  desirable  to  have  the 
patient  at  basal  conditions  for  30  minutes 
Iirevious  to  the  test.  The  first  procedure 
is  to  weigh  a sterile,  dry  syringe  with  a 
syringe  cap  on  it.  This  is  done  to  the  near- 
est milligram  and  is  followed  by  reweigh- 
ing  the  syringe  with  the  dye  in  it.  This  is 
the  most  accurate  way  we  have  of  deter- 
mining the  exact  amount  of  dye  injected. 
Following  this,  20  cc.  of  blood  is  collected 
from  the  patient,  from  an  antecubital 
vein,  without  stasis.  15  cc.  of  this  is  put 
into  a plain  tube  and  allowed  to  clot ; this 
specimen  is  the  base  line  or  standard  for 
the  photometric  colorimeter  reading.  The 
remaining  5 cc.  are  put  in  a double  oxalate 
tube  for  a hematocrit  determination.  The 
original  venipuncture  needle  is  left  in  place 
and  the  Evans  Blue  dye  is  injected  over 
a period  of  40-60  seconds.  The  exact  time 
of  injection  is  noted  and  exactly  9 minutes 
from  that  time  another  needle  is  put  into 
the  opposite  antecubital  vein.  In  10  min- 
utes from  the  time  of  injection  a second 
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blood  specimen  is  collected  without  stasis. 
The  needle  is  left  in  place  and  is  occluded 
with  a stylet  or  is  kept  open  with  physio- 
logic saline.  Ten  minutes  after  this  a 
third  specimen  is  taken.  This  is  followed 
by  a fourth  specimen  following  another 
ten  minute  interval.  A standard  amount 
of  dye  in  saline  is  added  to  a portion  of 
the  serum  from  the  blood  collected  before 
injection  of  the  dye.  The  same  amount 
of  saline  is  added  to  equal  amounts  of  an- 
other portion  of  the  specimen  to  serve  as 
a blank,  and  to  the  serum  from  the  three 
specimens  taken  after  injection.  The  op- 
tical densities  are  read  in  the  Coleman 
spectrophotometer  at  620  mm.  and  plotted 
on  semilogarhythmic  paper  against  time. 
Extrapolation  to  zero  time  gives  a value 
which  by  comparison  with  the  standard, 
allows  calculation  of  concentration  of  dye 
and  therefore  plasma  volume.  Total  blood 
volume  is  calculated  by  dividing  by  1- 
hematocrit. 

The  most  likely  source  of  error  in  this 
test  is  a leakage  of  dye  from  the  vein. 
Another  possible  source  of  error  is  the 
clotting  of  the  blood  in  the  syringe.  This 
can  be  prevented,  if  necessary,  by  the  use 
of  a little  heparin.  Any  hemolysis  in  the 
clotted  specimen  alters  the  colorimeter 
reading.  In  addition  to  this,  collection  of 
specimens  without  avoiding  stasis  is  very 
undesirable.  It  is  also  necessary  to  change 
the  technique  of  the  test  for  patients  in 
shock.  This  is  due  to  an  alteration  in  the 
mixing  time.  In  these  circumstances,  the 
peripheral  circulation  is  not  representa- 
tive and  blood  should  be  drawn  from  a 
deep  vein  or  from  an  artery.  The  femoral 
vein  or  the  radial  artery  may  be  used  for 
this  purpose. 


A SURVEY  OF  BLOOD  LIPIDS 
IN  SIX  DIABETIC  PATIENTS 

Lewis  B.  Flinn,  M.  D., 
and 

E.  M.  Richardson,  Ph.D.,* 
Wilmington,  Del. 

Research  in  degenerative  vascular  dis- 
ease so  far  has  not  established  its  etiology 

*From  the  Metabolic  Division,  Department  of  Medicine, 
and  the  Biochemical  Laboratory,  Delaware  Hospital,  Wil- 
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studies  were  conducted  by  the  Biochemical  Foundation, 
Newark,  Delaware,  through  the  courtesy  of  Ellice  McDonald, 
M.  D.,  Director,  and  with  the  technical  assistance  and  advice 
of  Dr.  Laura  Krejci  and  Miss  Lucile  Sweeny. 


or  determined  its  treatment,  either  pre- 
ventive or  curative.  It  is  becoming  increas- 
ingly clear,  however,  that  atherosclerosis 
is  associated  with  disturbance  in  lipid  me- 
tabolism and,  perhaps,  in  the  transport  of 
fat.  It  has  been  suggested  that  the  level  of 
plasma  lipid  phosphorus,  which  is  largely 
manufactured  in  the  liver,  is  important  in 
atherosclerosis^'-'’^-.  Evidence  also  is  ac- 
cumulating which  tends  to  confirm  the 
hypothesis  that  elevation  of  the  Sf  12-20 
or  perhaps  Sf  12-100  lipoproteins  is  more 
characteristic  of  atherosclerosis  than  any 
other  lipid  fraction  so  far  discovered^'^. 
Even  here,  however,  many  discrepancies 
are  encountered.  Significant  increase  in 
this  class  of  lipoproteins  occurs  in  only  45 
per  cent  or  less  of  known  cases  of  athero- 
sclerotic disease.  Barach^  among  others 
has  suggested  that  individuals  with  ad- 
vanced atherosclerosis  in  whom  there  is 
no  increase  of  the  Sf  12-20  lipoproteins 
in  the  serum  represent  the  end  stage  of 
a previously  active  lipid  metabolic  disturb- 
ance and  suggests  that  examination  of 
such  patients  earlier  in  the  disease  would 
have  revealed  an  elevation  of  this  group 
of  lipoproteins.  Gofman*’''  has  further 
pointed  out  that  there  is  an  increase  of 
these  same  large  molecules  in  advancing 
age  and  obesity.  Recently  he*^  has  de- 
scribed an  atherogenic  index  as  more  in- 
dicative of  the  degree  of  atherosclerosis 
than  any  measurement  so  far  proposed. 
This  index  is  based  upon  an  analysis  of 
many  cases  with  the  conclusion  that  Sf 
12-400  lipoprotein  is  1.75  times  more  im- 
portant that  Sf  0-12  lipoprotein. 

Vascular  degenerative  disease  is  the 
cause  of  death  in  perhaps  77  per  cent  of 
diabetics  and  usually  begins  about  ten 
years  earlier  than  in  non-diabetics.  It  is 
becoming  steadily  more  clear  that  good 
control  of  the  diabetes  prevents  or  retards 
vascular  disease  It  is  not  clear  whether 
this  good  result  is  due  to  control  of  the 
hyperglycemia  alone  or  to  prevention  of 
some  related  disturbance  in  lipid  metabol- 
ism. The  reports  of  lipid  studies  in  dia- 
betics are  even  more  confusing  and  more 
inconsistent  that  in  non-diabetic  athero- 
sclerotics.  One  of  the  causes  of  confusion 
seems  to  be  that  the  diabetics  studied  are 
usually  grouped  without  reference  to  body 
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weight  age,  or  diet  and  are  usually  ex- 
amined by  only  a few  of  many  accepted 
methods. 

It  seemed  of  interest,  therefore,  to 
examine  carefully  six  diabetics  of  similar 
status  by  as  many  methods  as  were  avail- 
able to  us.  All  six  diabetics  (Table  I)  have 
been  followed  by  one  of  us  throughout  the 
course  of  the  disease.  They  were  all  feel- 
ing well  and  were  carrying  on  their  usual 
occupations.  Three  were  males  and  three 
females.  All  were  3-18%  below  the  ex- 
pected normal  weight.  The  factor  of  obes- 
ity was  thus  eliminated.  The  severity  of 
the  diabetes  was  approximately  the  same 
in  all.  The  degree  of  control  has  varied 
somewhat.  None  of  them  has  been  under 
good  control  according  to  the  criteria  of 
Root’*’  except  for  cases  1 and  2 during 
the  first  ten  years  of  the  disease.  The 
duration  of  diabetes  varied  from  20  to  27 
years.  Case  5,  of  shortest  duration,  had 
the  most  vascular  disease.  The  diet  had 
been  similar  in  all — not  always  accurately 
measured  but  in  general  had  been  low  in 
fat,  usually  60-70  gms.  daily. 

Each  patient  was  subjected  to  a careful 
physical  examination  including  an  exam- 
ination by  a competent  ophthalmologist. 
X-rays  were  made  of  the  chest,  abdominal 
aorta,  pelvic  vessels,  and  vessels  of  the 
lower  extremities.  The  important  data  in 
each  case  is  summarized  in  Table  I. 


Procedure 

Venous  blood  was  taken  in  the  fasting 
state,  a test  meal  given  and  another  blood 
sample  taken  four  hours  later.  A week 
later  two  similar  specimens  of  blood  were 
taken  but  before  the  test  meal  on  this 
occasion  the  patient  was  given  40  units  of 
regular  insulin.  The  question  of  the  opti- 
mum amount  of  fat  in  the  diet  of  a diabetic 
has  long  been  and  still  is  controversial. 
The  general  trend  in  recent  years  is  for  the 
fat  to  be  comparatively  low.  It  seemed  of 
interest,  therefore,  to  give  these  patients  a 
test  breakfast  containing  a larger  amount 
of  fat  than  usual  but  a meal  also  which 
contained  some  protein  and  carbohydrate 
so  that  it  would  not  be  necessary  to  draw 
upon  fat  storage  for  immediate  metabolic 
needs.  There  is  no  standard  fat  tolerance 
test  available.  Fat  has  been  given  in 
amounts  from  0.3  gm.  to  4 gm.  per  kilo. 
The  test  meal  used  in  this  study  consisted 
of  protein  20  gm.,  fat  12  gm.,  carbohydrate 
50  gm.  plus  20  per  cent  cream  calculated 
according  to  surface  area  as  suggested  by 
Schwartz  et  aPh  This  amounted  to  120-190 
cc.  of  cream,  making  the  total  calories  for 
the  meal  between  636  and  782  and  the  total 
fat  per  kilo  body  weight  from  .68  to  .87  gm. 
The  two  fasting  specimens  served  as  con- 
trols and  the  examinations  made  first  with- 
out insulin  and  then  with  insulin  were  done 
to  determine  whether  or  not  there  was  any 


TABLE  I 

Diabetic  Case  Summary 


Case 

Age 
( Yrs.) 

Duration 

(Yrs.) 

Control* 

Insulin 

(Units  per  day) 

Vascular  Degeneration 

Remarks 

No. 

1 F. 

28 

25 

G/F 

45 

0 

Good  control 
1st  10  yrs. 
One  preg. 

No. 

2 F. 

29 

25 

E/F 

80 

0 

E\c.  control 
l.st  10  yrs. 
One  preg. 

No. 

3 F. 

40 

27 

G 

40 

Retinitis-(- 

Appendectomy 

No. 

4 M. 

41 

23 

F 

45 

Retinitis-f 

No. 

5M. 

33 

21 

F/P 

58 

Retinitis- — — |- 
Albuminuria-l — r 
Hypertension 

No  compile. 
5 yrs.  ago. 

No. 

6 M. 

51 

26 

P 

35 

Retinitis-|- 
Arteriosclerosis-| — |- 
Electrocardiogram-L 

Acidosis 

twice. 

E.G.F.P.  (Excellent,  good,  fair,  poor)  according  to  criteria  of  Keiding  and  Root.  See  reference  10. 
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short  term  effect  of  insulin  other  than 
its  effect  on  the  blood  sugar.  Duff^-,  for 
instance,  has  called  attention  to  the  fact 
that  alloxan  diabetic  rabbits  fed  cholesterol 
do  not  develop  atherosclerosis  as  do  non- 
diabetic animals  until  insulin  is  adminis- 
tered. He  also  found  that  serum  phos- 
pholipids and  neutral  fat  were  high  when 
atherosclerosis  did  not  develop  in  these 
animals  and  that  after  insulin  when  athero- 
sclerosis did  develop  the  phospholipids 
were  reduced  to  levels  similar  to  those 
found  in  cholesterol-fed  non-diabetic  ani- 
mals. 

On  each  of  the  four  blood  samples  in 
each  of  the  six  diabetics,  the  following  tests 
were  made:  Blood  sugar,  venous  blood  pH, 
inorganic  phosphorus,  serum  turbidity^' 
by  both  Klett  and  Coleman  colorimeters, 
phospholipids^^,  cholesterol  (free  and 
total) , and  total  lipids  ’ y Each  sample  was 
also  examined  electrophoretically  by  the 
method  of  Tiselius’®  and  ultracentrifugally 
by  the  lipoprotein  flotation  method  of  Gof- 
man"’^.  In  addition,  at  three  hours  blood 
sugar,  serum  turbidity,  and  total  choles- 
terol determinations  were  made.  Liver 
function  tests — total  protein,  albumin- 
globulin  ratio,  cephalin  flocculation,  thy- 
mol turbidity,  and  bromsulphalein  were 
normal  in  all  cases.  Patient  5 alone  showed 
evidence  of  renal  disease  and  even  here 
the  blood  urea  nitrogen  Avas  normal,  as  it 
was  in  all  the  other  patients. 

Results 

There  was  no  correlation  between  the 
level  of  the  blood  sugar  and  any  other 
determination,  whether  the  sugar  was  high 
with  acetone  bodies  in  the  urine  or  low 
after  insulin  with  symptoms  of  acute  hypo- 
glycemia. The  venous  blood  pH  and  also 
the  inorganic  phosphorus  followed  no  regu- 
lar pattern.  Nothing  significant  was  found 
in  the  amount  of  free  cholesterol  or  the 
free  to  total  cholesterol  ratio.  The  total 
proteins  and  the  albumin-globulin  ratio 
showed  no  definite  change.  The  phos- 
pholipid-total cholesterol  ratio  and  the 
total  cholesterol-total  lipid  ratio  all  simi- 
larly apparently  were  not  significant.  The 
phospholipids,  total  cholesterol,  total  lipids, 
electrophoretic  and  ultracentrifuge  results 


are  tabulated  in  Table  H.  If  350  mg.  per- 
cent is  considered  the  upper  limit  of  normal 
for  phospholipids,  the  fifth  patient  was  the 
only  one  found  to  have  high  values;  this 
was  the  patient  with  hypertension  and 
nephropathy.  The  phospholipid  values 
were  quite  stable  in  all  the  tests.  The  fast- 
ing levels  in  the  same  patient  vary  on  an 
average  of  only  35  mg.  per  cent.  The  level 
before  and  after  the  test  meal  varied  from 
minus  8 to  plus  50  mg.  per  cent  without 
insulin  and  minus  21  to  plus  43  mg.  per 
cent  after  insulin.  The  total  cholesterol 
varied  little  also ; fasting  levels  in  the  same 
patient  varied  39  mg.  per  cent,  and  before 
and  after  the  test  meal  minus  21  to  plus  32 
mg.  per  cent  without  insulin,  and  minus  34 
to  plus  32  mg.  per  cent  after  insulin.  Curi- 
ously enough,  in  every  instance  except  pa- 
tient 6 who  showed  definite  evidence  of 
atherosclerosis,  the  total  cholesterol  was 
reduced  slightly  after  insulin.  If  270  mg. 
per  cent  is  considered  the  high  normal 
total  cholesterol,  in  this  series  only  Nos.  3 
and  5 were  elevated.  No.  3 showed  mod- 
erate retinitis  as  the  only  manifestation 
of  vascular  degenerative  disease  and  has 
had  diabetes  for  27  years.  No.  5 had  hyper- 
tension and  albuminuria.  No.  4 had  slight 
retinitis  and  No.  6 calcified  arteriosclerosis 
and  retinitis  but  both  had  normal  total 
cholesterol  values.  Even  if  cholesterol 
values  are  adjusted  according  to  age  as 
suggested  by  Keys  ’’  there  is  still  no  sig- 
nificant variation  in  these  six  patients.  The 
normal  figure  for  fasting  total  lipids  is 
difficult  to  detemiine.  If  820  mg.  per  cent  is 
the  high  normal.  Nos.  3,  5,  and  6 were 
slightly  elevated.  All  three  had  some  evi- 
dence of  degenerative  vascular  disease  but 
so  did  Patient  No.  4 with  lower  total  lipids. 

Nos.  2 and  4 by  electrophoretic  examina- 
tion showed  slight  reduction  of  the  serum 
albumin.  The  alpha  2 globulin  is  slightly 
increased  in  Nos.  1,  2,  and  3 and  markedly 
increased  in  No.  5.  The  latter  suggests 
that  this  patient  according  to  Rifkin  and 
Petermann*'^  may  have  intercapillary 
glomerulosclerosis  or  Kimmelstiel  - Wil- 
son’s disease.  This  patient  also  showed 
slightly  elevated  beta-globulin  and  fibrino- 
gen. No.  6,  who  is  51  years  old  and  defi- 
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nitely  arteriosclerotic  with  mild  retinitis, 
showed  a normal  electrophoretic  curve.  In 
the  electrophoretic  examinations  there  was 
no  significant  change  after  the  test  meal 
with  or  without  insulin  in  any  of  the  pa- 
tients. 


It  is  therefore  evident  in  the  examina- 
tion of  these  six  diabetics  that  in  no  in- 
stance except  No.  5 in  which  the  diagnosis 
was  readily  made  clinically  were  any  of 
these  tests  significant  in  determining  the 
presence  of  degenerative  vascular  disease. 


TABLE  II 


Summary  of  More  Important  Laborato>ry  Findings  in  the  Six  Diabetic  Patients 


Case 

Blood 

Phospho- 

Total 

Total 

Ratio 

Sugar 

lipids 

Cholesterol 

Lipids.  P.L./T.L. 

Electrophoresis 

Ultracentrifuge 

(Mg.  per 

100  ml) 

(Mg.  per  100  ml.) 

No.  1 

Fast. 

234 

275 

191 

530 

.51 

Albumin  normal 

4 hr. 

500 

305 

195 

610 

.50 

Gamma  low 

18  SF  10  20 

40  U. 

Fast. 

390 

300 

237 

650 

.46 

Alpha  2-\- 

4 hr. 

70 

343 

218 

685 

.49 

No.  2 

Fast. 

106 

288 

228 

635 

.45 

Albumin  low 

4 hr. 

342 

338 

233 

675 

.50 

Alpha  2+ 

24  SF  10-20 

40  U. 

Fast. 

82 

320 

256 

665 

.48 

4 hr. 

36 

313 

222 

740 

.42 

No.  3 

Fast. 

276 

325 

336 

970 

.33 

Normal 

4 hr. 

386 

360 

368 

866 

.41 

No.  SF  10-20 

Fast. 

246 

300 

308 

865 

.34 

40  U. 

4 hr. 

84 

315 

304 

883 

.35 

No.  4 

Fast. 

130 

247 

260 

673 

.38 

Alpha  2-f- 

4 hr. 

270 

259 

239 

764 

.33 

Gamma-I- 

20  SF  10-20 

Fast. 

181 

262 

234 

620 

.42 

40  U. 

4 hr. 

69 

281 

200 

820 

.34 

No.  5 

Fast. 

327 

393 

357 

1105 

.35 

Albumin  low 

4 hr. 

348 

385 

368 

1222 

.31 

Alpha  2-\ — — h 

80  SF  10-20 

Fast. 

179 

334 

330 

626* 

.53 

Beta  -|- 

224  SF  20-60 

40  U. 

4 hr. 

57 

313 

304 

1235 

.25 

Fibrinogen-f- 

No.  6 

Fast. 

289 

343 

267 

685 

.50 

Normal 

4 hr. 

475 

368 

276 

906 

.40 

30  SF  10-20 

Fast. 

171 

325 

191 

840 

.38 

40  U. 

4 hr. 

30 

350 

295 

980 

.35 

5 mos. 

Fast. 

100 

335 

236 

825 

.40 

40  U. 

3 hr. 

35 

350 

254 

745 

.46 

4 hr. 

32 

350 

268 

625 

.56 

* Probably  erroneous. 


Ultracentrifugal  dotation  studies  were 
not  very  helpful  in  determining  the  pres- 
ence of  atherosclerosis  in  this  group  of  pa- 
tients. All  patients  had  a normal  amount 
of  lipoproteins  below  Sf  10  (150  mg.  per 
cent  to  404  mg.  per  cent)  but  with  no  ap- 
preciable change  after  the  test  meal  with 
or  without  insulin.  The  greatest  number 
of  this  class  of  lipoproteins  was  found  in 
No.  3.  No.  5,  the  one  with  albuminuria 
and  hypertension,  is  the  only  one  which 
had  Sf  10-20  lipoproteins  elevated  above 
50  mg.  per  cent.  Nos.  4 and  6,  with  clinical 
evidence  of  degenerative  vascular  disease, 
had  20  and  30  mg.  per  cent  respectively  of 
this  type  of  lipoprotein. 


The  serum  turbidity  studies  were  of 
more  interest.  Pilot  studies  on  twelve 
normal  individuals  gave  results  very  simi- 
lar to  the  normals  reported  by  Schwartz^^. 
The  Klett  readings  are  given  in  Table  III. 
Without  insulin  the  findings  were  entirely 
normal  except  Nos.  4 and  5 and  in  those 
instances  three-hour  readings  of  156  and 
138  respectively  were  within  the  range  of 
variation  in  computing  the  normal  average 
of  a high  of  83.  After  insulin,  however, 
there  was  a very  marked  rise  in  Nos.  3,  4 
and  5 and  a very  slight  rise  in  the  other 
three  compared  to  the  non-insulin  examina- 
tions. The  significance  of  this  increase  in 
serum  turbidity  after  insulin  is  not  clear. 
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Ahrens  and  Kunkel  have  shown  that  the 
phospholipids  in  the  plasma  must  be  30 
per  cent  or  more  of  the  total  lipid  for  the 
plasma  to  be  clear.  As  the  phospholipid 
percentage  decreased  towaid  30  it  was 

TABLE  III 

Klett  Serum  Turbidity  Before  and  After  Regular  Insulin 


Case 

Fasting 

3 hr. 

4 hr. 

Age 

(Expressed 

1 as  di 

irect  scale 

readings) 

No.  1 

44 

47 

51 

28 

Ins. 

35 

73 

81 

No.  2 

39 

45 

50 

29 

Ins. 

46 

67 

89 

No.  3 

30 

53 

52 

40 

Ins. 

24 

222 

100 

No.  4 

40 

156 

64 

41 

Ins- 

59 

198 

75 

No.  5 

44 

138 

90 

33 

Ins. 

40 

365 

290 

No.  6 

46 

58 

54 

51 

Ins. 

42 

83 

64 

No.  6 Ins. 

51 

58 

47 

5 months 
later 

Normal 

31 

83 

60 

thought  that  perhaps  turbidity  would  show 
in  the  colorimeter  before  the  critical  level 
of  30  per  cent  was  reached.  Therefore, 
the  phospholipid-total  lipid  ratio  was  calcu- 
lated as  given  in  Table  II.  In  the  three 
cases  which  showed  the  insulin  produced 
turbidity,  phospholipid  percentage  was  a 


little  lower  than  in  the  other  three.  In  No. 
5,  in  which  the  most  turbidity  was  found, 
the  phospholipids  dropped  to  25  per  cent 
of  the  total  plasma  lipids  after  insulin. 

Another  group  of  individuals,  some  of 
them  normal,  was  then  studied  in  similar 
fashion  and  the  results  are  presented  in 
Table  IV.  It  is  easily  seen  that  after  insu- 
lin the  turbidity  of  the  serum  was  in- 
creased beyond  the  normal  in  some  indi- 
viduals and  not  in  others.  It  does  not 
occur  in  certain  known  cases  of  degenera- 
tive vascular  disease  with  or  without  dia- 
betes and  does  occur  in  some  apparently 
healthy  normal  young  non-obese  individu- 
als. However,  in  every  instance  except  one 
(periarteritis  nodosa)  there  was  an  in- 
crease in  opalescence  after  insulin  and  the 
fat  test  meal  when  compared  with  the 
serum  of  the  same  individual  following  a 
test  meal  without  insulin. 

The  explanation  of  this  phenomenon  is 
not  clear.  It  has  been  shown  by  Rich-'^ 
and  his  associates  that  cortisone  produces 
lipemia  in  rabbits.  Also,  Hoet-^  has  found 
that  pregnant  rabbits  develop  opalescent 
serum  when  given  cortisone.  It  has  been 


TABLE  IV 


Klett-  Serum  Turbidity  (Controls) 


Control 

Fasting 

3 hr. 

4 hr. 

Age 

Diagnosis 

(Expressed  as  direct  scale 

readings) 

No.  1 

40  U.  Ins. 

44 

101 

45 

48 

Dislocated  hip 

No.  2 

40  U.  Ins. 

37 

124 

83 

26 

Fracture 

No.  3 

No  Ins. 

35 

85 

92 

48 

Periarteritis 

40  U.  Ins. 

32 

89 

75 

No.  4 

No  Ins. 

132 

82 

35 

Normal 

40  U.  Ins. 

31 

163 

86 

No.  5 

No  Ins. 

37 

85 

58 

40 

Diabetes  and  tuberculosis 

40  U.  Ins. 

48 

131 

58 

No.  6 

No  Ins. 

44 

106 

148 

52 

Syphilitic  osteomyelitis 

40  U.  Ins. 

35 

260 

240 

No.  7 

No  Ins. 

72 

189 

202 

34 

Severe  diabetic 

40  U.  Ins. 

41 

270 

284 

No.  8 

No  Ins. 

38 

198 

154 

38 

Normal 

40  U.  Ins. 

34 

375 

206 

No.  9 

No  Ins. 

34 

165 

77 

50 

Ruptured  intervertebral  disc 

40  U.  Ins. 

37 

258 

140 

Average  Normal 

(Test  meal 

without  insulin) 

31  83 


60 
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suggested,  therefore,  that  in  the  patients 
here  reported  the  increase  in  serum  tur- 
bidity after  insulin  might  represent  a 
shock  reaction  to  the  adrenal  cortex  releas- 
ing cortisone  and  hence  increasing  serum 
turbidity.  Patient  6 had  severe  insulin 
hypoglycemia  with  very  little  increase  in 
serum  turbidity.  A nondiabetic  who 
showed  marked  increase  in  serum  turbidity 
after  a fat  test  meal  and  after  insulin 
failed  to  develop  turbid  serum  three  to  four 
hours  after  a similar  fat  meal  plus  25  mg. 
of  ACTH  given  intramuscularly.  Another 
patient  made  diabetic  by  a long-term  high 
dosage  steroid  therapy  for  exfoliative  der- 
matitis showed  no  increase  in  turbidity 
with  or  without  insulin  but  was  not  exam- 
ined after  a fatty  meal.  No.  5 did  not  have 
a normal  eosinophilic  response  following 
administration  of  exogenous  ACTH  but 
four  of  the  other  patients  did  react  nor- 
mally. Nos.  3 and  4,  who  showed  increased 
serum  turbidity  following  40  units  of  regu- 
lar insulin  and  the  fat  test  meal,  showed 
less  turbidity  following  their  usual  break- 
fast and  usual  insulin. 

Hirsch--  has  examined  the  esterified 
fatty  acids  in  diabetics.  He  suggests  that 
this  is  the  important  and  most  variable 
fraction  of  blood  lipids  and  the  one  most 
easily  affected  by  diet.  Until  Hirsch  de- 
veloped a new  method  the  clinical  deter- 
mination of  the  esterified  fatty  acids  was 
impractical.  He  has  demonstrated  that 
the  total  serum  esterified  fatty  acids  par- 
allel the  blood  sugar.  Repeated  determina- 
tions were  made  with  and  without  insulin, 
with  the  patient  in  good  and  bad  control. 
The  immediate  effect  of  insulin  was  not 
reported.  In  the  six  diabetics  presented 
here  the  height  of  the  blood  sugar  could 
not  be  correlated  with  the  total  serum 
lipids  over  a four-hour  period.  Neverthe- 
less, Hirsch’s  work  suggests  that  good 
control  of  diabetes  prevents  or  corrects 
hyperglycemia  and  along  with  it  hyperli- 
pemia. Since  at  the  present  time  none  of 
the  available  tests  are  useful  in  evaluating 
the  status  of  degenerative  vascular  disease 
in  the  individual  diabetic,  except  perhaps 
in  intercapillary  glomerulosclerosis,  it  may 
be  best  in  the  treatment  of  diabetics  to 


place  renewed  emphasis  on  the  avoidance 
of  sustained  hyperglycemia.  This  review 
of  six  diabetics  also  suggests  that  main- 
tenance of  body  weight  slightly  below 
average  may  be  important  in  retarding  the 
development  of  atherosclerosis.  This 
study  also  tends  to  confirm  the  hypothesis 
that  the  better  the  control  in  diabetics 
the  less  severe  is  the  vascular  degenerative 
disease. 

Summary 

1.  Six  diabetic  patients  of  similar  status 
have  been  examined  for  evidence  of  degen- 
erative vascular  disease  by  the  usual  clin- 
ical means  and  by  a number  of  laboratory 
procedures. 

2.  None  of  the  laboratory  tests  used  was 
found  to  be  significant  in  evaluating  vascu- 
lar disease  in  these  six  patients. 

3.  The  amount  of  degenerative  vascular 
disease  found  appeared  to  be  less  in  the 
patients  who  maintained  good  diabetic  con- 
trol and  avoided  overweight. 

4.  Regular  insulin  administered  before 
a fat  test  meal  was  followed  by  markedly 
increased  serum  turbidity  three  to  four 
hours  after  the  test  meal  in  three  of  these 
patients  and  also  in  certain  other  individ- 
uals similarly  examined,  non-diabetic  as 
well  as  diabetic.  In  all  of  the  six  diabetics 
and  in  all  of  the  controls  except  one  the 
serum  turbidity  was  increased  after  insulin 
when  compared  with  the  same  individual’s 
serum  without  insulin. 
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the  most  recent  major  study  of  antihistamines. 

Certain  observations  are  particularly  tvorth  noting  . . . — 
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. . . of  the  832  patients  who  were 
given  Pyribenzamine, 
only  84  did  not  obtain  some 
degree  of  symptomatic  relief. 
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benefit  with  antihistamine  therapy. 
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SALMONELLA  GASTROENTERITIS 
Report  Of  Two  Coses  Ascribed 
to  a Pet  Duck 

William  J.  Vandervort,  M.  D.,* 
Wilmington,  Del. 

Human  infections  with  salmonella  are 
usually  acquired  by  ingestion  of  contami- 
nated food  and  water,  but  occasionally 
also  as  a result  of  direct  contact  with  in- 
fected animals.-  S.  typhosa  is  pathogenic 
only  for  man,  while  the  other  salmonella 
produce  disease  in  man  and  animals.  Rats, 
mice,  hogs,  rabbits,  cats,  dogs,  cows, 
horses,  chickens  and  ducks  may  act  as 
natural  reservoirs'^'^.  Of  the  over  150  spec- 
ies of  salmonella,  most  produce  infections 
which  are  clinically  manifest  by  gastro- 
enteritis in  humans ; and  many  of  the  spec- 
ies occur  predominantly  in  specific  ani- 
mal hosts.  Ducks  are  known  to  harbor  S. 
typhimurium  and  S.  enteritis,  which 
have  been  found  in  their  eggs’ This 
case  report  concerns  two  siblings  with  S. 
typhimurium  gastroenteritis  acquired 
from  a pet  duck. 

Case  Reports 

Case  1.  J.S.V.,  age  6 months,  suddenly 
became  ill  with  fever  (102°),  abdominal 
pain,  diarrhea,  lethargy  and  irritability. 
On  the  first  day  of  illness  six  stools  were 
passed  which  were  soft,  and  brown  in 
color,  with  some  mucous  present.  The  di- 
arrhea on  the  second  day  was  character- 


*Interne, Delaware  Hospital. 


ized  with  a liquid  stool  every  45-60  min- 
utes, which  consisted  almost  entirely  of 
mucous.  These  stools  were  greenish  in 
color,  with  occasional  blood  streaking.  On 
the  second  day  therapy  was  commenced 
which  consisted  of  sulfa  (55  mg.  per  kg. 
every  4-6  hrs.)  and  streptomycin  (7.3  mg. 
per  kg.  every  4.6  hrs.).  In  addition,  pare- 
goric was  administered  and  the  patient 
was  taken  off  his  regular  formula,  and  a 
water-salt-sugar  mixture  substituted.  The 
patient  improved  on  the  third  day  but  re- 
lapsed on  the  fourth  day.  Oxytetracycline 
was  instituted  the  fourth  day  of  illness  (9 
mg.  per  kg.  every  4 hrs.  )and  the  sulfa  and 
streptomycin  stopped.  Concomitantly  with 
oxytetracycline  therapy  the  patient  began 
to  improve.  Within  24  hours  he  was  afe- 
brile and  appeared  well.  The  bowel  move- 
ments were  not  considered  normal  until  the 
tenth  day,  at  which  time  oxytetracycline 
was  stopped.  Stool  cultures  taken  the  sec- 
ond day  grew  S.  typhimurium.  Stool  cul- 
tures on  the  eighth  day  were  negative  for 
salmonella  but  had  a heavy  growth  of  pseu- 
domonas and  staphylococci. 

Case  2.  D.W.V.,  age  28  months,  sudden- 
ly became  ill  one  day  following  the  onset 
of  the  illness  of  the  younger  sibling.  This 
patient  manifested  fever  (104°),  abdom- 
inal pain,  diarrhea  and  irritability.  The 
diarrheal  stools  were  yellow  to  brown  in 
color,  consisted  predominantly  of  mucous, 
and  occurred  2-4  hours  apart  when  most 
frequent.  On  the  first  day  of  illness  this 
patient  started  in  the  same  sulfa-strep- 
tomycin regime  as  the  previous  patient, 
with  no  objective  response  after  48  hours. 
Oxytetracycline  (9  mg.  per  kg.  every  6 
hrs.)  was  started  the  third  day.  Toxicity 
and  fever  disappeared  within  24  hours,  or 
on  the  fourth  day.  Stools  were  normal  in 
this  patient  by  the  sixth  day  and  therapy 
was  stopped  on  the  eighth  day. 

The  parents  and  all  other  contacts  of 
the  two  patients  were  completely  asymp- 
tomatic. 

The  epidemiology  of  these  two  cases  is 
interesting  in  that  a pet  duck  was  intro- 
duced into  the  household  two  days  prior 
to  the  illness  of  J.S.V.,  and  three  days 
prior  to  the  illness  of  D.W.V.  This  duck 
was  removed  from  the  house  on  the  day 
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that  the  younger  sibling  became  ill,  be- 
cause it  was  suspected  as  the  source  of  in- 
fection. The  duck  died  one  week  later. 
The  duck  had  never  appeared  ill  but  wat- 
ery droppings  had  been  noted.  A rectal 
culture  of  the  duck  taken  two  days  prior 
to  its  death  grew  S typhimuruim. 
Discussion 

There  are  three  main  types  of  clinical 
manifestations  of  salmonella  infections, 
namely : enteric  fevers ; gastroenteritis ; 
and  foci  in  one  or  more  organs,  with 
septicemia.  Each  species  of  salmonella 
tends  to  produce  one  clinical  type  of  in- 
fection. S.  typhosa,  S.  paratyphosa,  S. 
schottmuelleri  and  S.  hirschfeldi  are  more 
often  associated  with  enteric  fevers.  Acute 
gestroenteritis  usually  occurs  in  epidemics 
and  may  be  caused  by  any  of  the  salmo- 
nella, but  S.  typhimurium,  S.  oranienburg 
and  S.  newport  are  probably  most  often 
implicated  in  this  country.  The  septicemic 
type  of  infection  is  seen  most  often  with 
S.  choleraesuis-. 

Fortunately,  none  of  the  complications 
of  salmonella  infections  occurred  in  these 
two  patients.  The  enteric  fevers  may  pro- 
duce hemorrhage,  perforation,  and  urinary 
tract  infections,  and  in  older  patients  cir- 
culatory collapse,  broncho-pneumonia  and 
thrombophlebitis.  Gastroenteritis  may  re- 
sult in  acidosis  and  dehydration,  and  occa- 
sionally by  bone  and  joint  infection.  The 
septicemic  form  may  lead  to  meningitis-. 

Prognosis  is  generally  favorable,  espec- 
ially in  the  gastroenteric  form.  The  fatal- 
ity rate  in  809  Army  cases  was  .12%,  and 
in  1107  civilian  cases  5.1%.  The  fatality 
rate  with  septicemic  infection  due  to  S. 
choleraesius  was  26%  in  one  series-. 

Mild  cases  of  salmonellosis  will  clear  up 
spontaneously  in  2-5  days  without  any 
antibiotics-.  The  sulfas  have  apparently 
had  some  beneficial  effect  on  certain 
salmonella  infectionsk  but  not  consistently 
so  Streptomycin  given  orally  reduces 
the  number  of  salmonella  organisms  in 
the  stool,  but  they  return  when  therapy  is 
discontinued'*.  Chloromycetin  appears  to 
be  the  most  effective  of  the  newer  anti- 
biotics. Chlortetracycline  is  much  less  ef- 
fective-. The  tetracyclines,  in  this  case 
oxytetracycline,  are  preferred  by  the  au- 


thor because  they  are  possibly  less  danger- 
ous than  Chloromycetin.  Penicillin  has  been 
found  to  be  of  little  effect.  As  a last  re- 
sort polymixin  B may  be  considered'^. 

The  author  wishes  to  thank  Mr.  E. 
Scott,  bacteriologist,  Delaware  Hospital, 
for  his  assistance  in  the  preparation  of 
this  case  report. 
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CLINICOPATHOLOGIC  CASE  REPORT 
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Wilmington,  Del. 
and 
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Presentation  of  Case  * * * 

Dr.  Sturtevant:  Patient  was  a white 

housewife  who  was  75  years  old  at  the 
time  of  her  demise.  Her  first  Delaware 
Hospital  admission  was  from  3/18/44  to 
3 22  44,  Avith  the  chief  complaints  of 
“swimming  of  the  head”  and  indigestion. 
The  referring  physician  reported  her  blood 
pressure  240/120  during  a dizzy  spell  prior 
to  admission.  The  only  abnormalities  dis- 
covered on  physical  examination  were  a 
liver  edge  palpable  4.0  cm.  below  the  right 
costal  line  and  obesity.  The  patient  was 
normotensive.  Cholecystogram  showed  a 
non-functioning  gall  bladder.  A cold-pres- 
sor test  showed  a rise  in  blood  pressure 
from  122  70  to  176  100  four  and  one-half 
minutes  after  ice  water  immersion.  The 
hemoglobin,  white  blood  count,  differen- 
tial, urinalysis ; BSP  test,  blood  urea  nitro- 
gen, blood  sugar  and  icterus  index  were 
normal.  The  stools  were  negative  for  oc- 
cult blood.  She  was  discharged  without 
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specific  therapy  and  was  asymptomatic 
until  seven  years  later. 

Second  admission  11/1/52  to  11/24/52. 
Ten  months  prior  to  this  admission,  the 
patient  gave  a history  of  nausea  and  vomit- 
ing associated  with  right  upper  quadrant 
pain  and  a dietary  history  of  fat  intoler- 
ance. A second  cholecystogram  done  by 
the  referring  physician  again  showed  a 
non-functioning  gall  bladder.  A few  days 
prior  to  the  second  admission,  the  pa- 
tient had  a second  attack  of  pain,  nausea 
and  vomiting  of  everything  taken  by 
mouth.  The  pain  was  knife-like,  in  the 
right  sub-costal  area  radiating  to  the  mid- 
epigastrium, worse  when  lying  flat  on 
the  back.  There  were  no  other  GI  or  GU 
symptoms.  She  had  lost  50  pounds  in  the 
past  year.  The  only  serious  illness  in  the 
past  history  was  typhoid  fever  at  the  age 
of  12.  Menses  were  normal  until  age  52 
when  they  ceased  completely.  She  had 
been  pregnant  six  times  with  four  mis- 
carriages at  four  and  one-half  months,  one 
term  pregnancy  and  one  ectopic  preg- 
nancy. Her  parents  died  of  cerebral  vas- 
cular accidents  and  one  sister  died  of  an 
“abdominal  tumor.” 

Physical  examination  described  a well 
developed,  well  nourished  75  year  old  white 
female,  retching  and  vomiting  in  bed.  The 
eyes,  ears,  nose  and  throat  including 
fundoscopic  examination  were  normal,  ex- 
cept that  she  was  edentulous.  The  neck 
had  no  adenopathy  nor  enlarged  thyroid. 
Trachea  was  mid-line.  The  chest  was  clear 
to  percussion  and  auscultation.  There  were 
no  masses  in  either  breast.  The  heart 
was  not  enlarged,  normal  sinus  rhythm, 
no  murmurs.  The  abdomen  was  obese 
and  no  organs  or  masses  were  palpable. 
There  was  a slight  diffuse  soreness  in  the 
right  sub-costal  area.  The  rectal  exam- 
ination revealed  no  pathology.  On  pelvic 
examination  the  fundus  was  observed  to 
be  slightly  larger  than  normal,  retroverted 
and  slightly  tender.  Laboratory  studies 
included  normal  urinalysis  with  normal 
amounts  of  urobilinogen.  Benzadine  and 
guaiac  tests  on  the  stools  were  4 plus  posi- 
tive. Hemoglobin  15  gms;  white  blood 
count  11,500  with  normal  differential.  STS 


was  negative ; blood  urea  nitrogen  19 
mg% ; BSP  test  showed  45%  retention. 
Normal  thymol  turbidity  and  flocculation. 
She  was  discharged  with  plans  for  a liver 
biopsy  two  weeks  after  discharge. 

Third  admission  12/5/52  to  3/20/53. 
The  patient  was  admitted  for  the  symp- 
toms described  in  the  second  admission. 
Physical  examination  was  as  described 
previously,  but  in  addition  there  was  a 
slight  to  moderate  tenderness  in  both  lower 
abdominal  quadrants.  There  was  a ques- 
tionable mid-abdominal  mass,  not  further 
described.  Sigmoidoscopic  examination 
showed  the  lumen  narrowed  at  14  cm.  and 
a sense  of  resistance  was  felt  at  this  point. 
Just  below  this  site,  a polypoid  mass  was 
removed.  Histologically  this  mass  was  de- 
scribed as  “section  shows  a polypoid 
lesion  on  one  surface  of  which  the  glands 
have  assumed  a hyperplastic  pattern  with 
cells  which  are  palisaded,  hyperchromic, 
displaying  many  mitoses.”  Other  labora- 
tory data  at  this  time  showed  a hemoglobin 
of  14.4  gms.  and  a normal  white  blood  count 
and  differential.  The  total  protein  was  6.6 ; 
albumin  3.96;  bilirubin  0.7;  the  cephalin 
flocculation  test  was  negative.  A third 
cholecystogram  failed  to  visualize  the  gall 
bladder  and  no  stones  were  seen.  A barium 
enema  showed  diverticulosis  with  retro- 
grade obstruction  of  the  sigmoid  due  either 
to  diverticulitis  or  possible  neoplasm  ac- 
cording to  the  radiologist’s  interpretation 
at  that  time. 

On  12/23/52  an  exploratory  laparotomy 
was  performed  but  no  organs  were  re- 
moved. The  post  operative  course  was  com- 
plicated by  a discomfort  of  the  left  chest 
starting  on  1 6 53  and  persisting  until  the 
patient’s  demise.  The  physical  findings 
were : a pleural  friction  rub  over  the  left 
anterior  chest  and  axilla,  and  dull  to  flat 
percussion  note  at  the  left  base,  posterior- 
ly and  absent  breath  sounds.  The  WBC’s 
were  20,400  at  this  time  and  the  differ- 
ential showed  a left  shift.  Chest  films  on 
1 9 53  showed  :“1)  left  pleural  effusion, 
2)  elevation,  left  dome,  of  the  diaphragm.” 
Chest  films  taken  on  2/9/53  showed  the 
same  changes  as  above.  Over  the  next  ten 
days,  the  patient  spiked  a low-grade  fever, 
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which  on  one  occasion,  went  to  102.6°  per 
rectum.  She  was  treated  with  penicillin, 
later  aureomycin.  On  1/14/53  sti'eptomy- 
cin  was  instilled  in  the  pleural  cavity. 

On  seven  occasions  in  the  next  t w o 
months  thoracentesis  w a s performed. 
Specimens  obtained,  varied  in  consistency 
but  were  always  purulent  and  sometimes 
very  foul  smelling.  Cultures  of  this  ma- 
terial grew  E.  coli  and  enterococcus.  From. 
January,  1953  to  February  6,  1953,  the 
patient  was  afebrile,  but  not  eating  well. 
On  1/14/53  she  passed  a tarry  stool.  In 
spite  of  this  she  improved  and  by  2/1/53 
ambulation  was  in  progress.  Stools  were 
persistently  strongly  positive  for  occult 
blood.  On  2/7  53  the  patient  became 
febrile  again  and  continued  to  be  thus  for 
the  rest  of  her  stay.  The  chest  fluid,  which 
had  been  decreasing,  was  now  re-accumu- 
lating; therefore,  tubal  intercostal  drain- 
age was  done,  but  the  fluid  did  not  drain 
freely.  She  was  anorexic  and  tube  feedings 
were  started.  These  were  followed  by  per- 
sistent diarrhea  with  small  amounts  of 
bright  red  blood.  On  2 25  53  “a  large 
faceted  concretion”  was  removed  from  the 
rectum.  The  abdominal  mass,  which  was 
questionable  earlier,  was  now  definite  and 
about  10  X 6.0  cm.  in  size.  This  lay  in  the 
right  upper  quadrant  just  below  what 
was  previously  interpreted  as  liver. 

Gradually  she  deteriorated,  with  in- 
creasing constipation  and  clouded  mental- 
ity. On  3/13  53  the  patient  had  the  abrupt 
onset  of  pulse  of  40,  sweating,  pallor  and 
cyanosis.  She  improved  in  a few  minutes 
and  an  EKG  done  then  showed  the  rate 
of  0.18,  P-R  interval  of  the  0.18  with  ST 
sagging  in  limb  and  left  chest  leads.  The  T 
waves  were  low  in  all  leads.  Digitoxin, 
which  had  been  started  ten  days  previous- 
ly for  the  gradual  appearance  of  rales  and 
edema  was  now  discontinued.  A similar 
episode  occurred  a few  days  later.  On 
neither  occasion  were  there  any  new  phys- 
ical findings  in  the  lungs.  Until  two  days 
before  the  patient’s  demise,  the  blood  pres- 
sure had  remained  within  the  normal 
range.  In  the  final  two  days,  it  gradually 
fell  with  a rising  temperature  (101.6° 


p.r. ).  On  3 20  53,  after  progressive  coma 
and  circulatory  depression,  she  expired. 


Differential  Diagnosis 

Dr.  Sato:  Carcinoma  of  the  colon  in- 
volving the  ascending  and  the  transverse 
portion  may  produce  pain  very  similar  to 
chronic  cholecystitis  or  acute  cholecystitis. 
They  may  be  intermittent  and  colicky  in 
nature  and  frequently  radiate  to  the  epi- 
gastrium. The  pains  which  this  patient 
had  are  compatible  with  carcinoma  of  the 
colon.  The  right  upper  quadrant  pain 
which  this  patient  had,  may  be  explained 
on  the  basis  of  carcinoma  of  the  colon  or 
its  metastases  to  the  liver.  Four  plus  oc- 
cult blood  may  be  explained  on  the  basis 
of  carcinoma  however,  hemorrhage  from 
the  lesion  does  not  satisfactorily  explain 
the  black  tarry  stool.  The  patient  may  have 
had  esophageal  varices  which  developed 
due  to  portal  hypertension  following  liver 
metastases.  The  BSP  retention  of  45% 
may  be  explained  on  the  same  basis. 

The  left  pleural  effusion  may  be  ex- 
plained on  the  basis  of  metastases  to  the 
lung  with  secondary  infection  of  the 
metastatic  lesions.  Also  a fistula  may  have 
formed,  following  which  a left  sub  phrenic 
abscess  may  have  been  caused,  which  gave 
rise  to  a purulent  left  pleural  effusion. 
Also,  fistula  and  abscess  formation  could 
account  for  the  bilateral  lower  quadrant 
tenderness  which  this  patient  developed 
between  her  second  and  third  admission. 

With  the  presence  of  a polypoid  lesion 
showing  many  mitotic  figures,  the  pres- 
ence of  a carinoma  at  the  site  of  the  poly- 
poid lesion  or  elsewhere  in  the  colon  is  a 
good  possibility. 

Weight  loss  is  almost  always  present  in 
carcinoma  of  the  colon.  This  patient  had 
lost  50  lbs.  in  one  year. 

Carcinoma  of  the  gall  bladder  is  less 
common  than  carcinoma  of  the  stomach, 
colon,  esophagus  or  pancreas,  but  the 
symptoms  prescribed  by  it  are  more  simi- 
lar to  this  patient’s  symptoms  than  those 
presented  by  the  others. 

The  pain  in  carcinoma  of  the  gall  blad- 
der is  one  of  the  most  common  early 
symptoms.  It  is  generally  present  in  the 
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right  upper  quadrant  and  very  commonly 
radiates  to  the  epigastrium.  The  pain  may 
be  dull,  aching  or  boring  type  of  pain  and 
is  commonly  intermittent.  It  is  generally 
made  worse  by  lying  down.  The  pain  which 
this  patient  presented  was  very  similar  to 
that  found  in  carcinoma  of  the  gall  bladder. 
A palpable  mass  is  found  in  more  than  half 
of  the  cases  of  carcinoma  of  the  gall  blad- 
der and  average  about  6.0  x 10  cm.  The 
mass  is  generally  first  mistaken  to  be  an 
enlarged  liver.  This  was  true  in  this 
patient’s  case.  Weight  loss  occurs  in  nearly 
all  of  the  patients  and  as  was  stated  earlier 
this  patient  lost  about  50  lbs.  in  the  year 
preceding  the  second  admission. 

Jaundice  is  present  in  about  43%  of  the 
patients.  It  is  continuous  and  progressive. 
No  mention  is  made  in  the  protocol  wheth- 
er or  not  jaundice  was  present  after  the 
second  admission.  The  absence  of  jaundice 
would  not  rule  out  carcinoma  of  the  gall 
bladder.  Vomiting  is  a common  finding  in 
carcinoma  of  the  gall  bladder  and  is  gen- 
erally due  to  compression  of  the  pylorus 
or  duodenum.  This  patient  had  vomiting, 
during  her  second  admission  but  the  fact 
that  vomiting  had  subsided  would  seem 
to  indicate  that  it  was  not  due  to  pyloric 
or  duodenal  compression  by  carcinoma. 

Direct  extension  to  liver,  duodenum, 
stomach  or  colon  occurs  early.  This  could 
explain  the  persistent  4 plus  occult  blood 
as  well  as  the  black  tarry  stool. 

Also  the  formation  of  a fistulous  tract 
to  the  intestine  would  explain  the  pass- 
age of  a large,  “faceted  concretion”  which 
was  probably  a gall  stone. 

The  hemoglobin  in  cases  of  carcinoma 
of  the  gall  bladder,  very  frequently  re- 
mains normal.  On  this  patient,  on  two  oc- 
casions, hgb.  noted  was  16  and  14.4  gms. 
In  contrast,  the  hemoglobin  in  carcinoma 
of  the  colon  is  generally  lower. 

Carcinoma  of  the  stomach  presents  en- 
tirely different  symptoms  from  the  ones 
produced  by  this  patient.  They  usually  last 
from  months  to  years,  with  gradual  loss  of 
appetite,  vague  epigastric  discomforts 
usually  following  meals,  with  gradual  de- 
crease in  intake  of  roughage,  and  espec- 
ially a decrease  in  size  of  meals.  The  pain 


may  be  in  the  same  position  as  this  patient 
had  indicated,  however  generally  they  are 
in  the  midepigastrium  or  to  the  left  in 
the  left  upper  quadrant. 

Positive  occult  blood  and  black  tarry 
stools  certainly  could  be  explained  on  the 
basis  of  gastric  carcinoma  and  hemor- 
rhage. Generally  the  hemoglobin  is  d e- 
pressed  in  gastric  ca.,  which  it  was  not 
in  this  patient.  The  left  pleural  effusion 
and  elevation  of  left  diaphragm  could  be 
explained  on  the  basis  of  unwalled  per- 
foration with  subphonic,  abscess  forma- 
tion. Metastasis  to  lungs  is  rare  in  car- 
cinoma of  the  stomach,  and  I don’t  believe 
pleural  effusion  can  be  readily  explained 
on  the  basis  of  metastases  of  gastric  can- 
cer. 

Carcinoma  of  the  pancreas  also  oc- 
curs in  about  the  sixth  decade.  The  pain  is 
generally  epigastric,  dull,  boring  and  radi- 
ates to  back.  This  patient’  at  least  in  the 
record,  indicated  no  radiation  of  pain  to 
back.  Ten  per  cent  of  the  cases  of  car- 
cinoma of  the  pancreas  may  begin  with  a 
colicky  type  of  pain,  similar  to  gall  blad- 
der disease  and  very  rarely  is  a mass  palp- 
able in  carcinoma  of  the  pancreas.  A mass 
was  definitely  palpable  in  this  patient. 
Pain  in  carcinoma  of  the  pancreas  is  gen- 
erally intensified  by  lying  flat  on  the  back 
as  it  was  in  this  patient.  Jaundice  is  pres- 
ent in  about  two-thirds  of  the  patients 
however  there  was  no  indication  of  in- 
creased icterus  index  or  jaundice  in  this 
patient.  Weight  loss  is  common,  which  was 
present  in  this  patient.  Black  tarry  stools 
IS  very  rare  in  carcinoma  of  the  pancreas 
and  positive  occult  blood  occurred  in  about 
25%  of  the  cases  which  is  correct  contrast 
in  the  patient’s  case.  Laboratory  data 
which  would  have  been  useful  in  excluding 
Ca  of  pancreas  which  are  glucose  tolerance 
test,  serum  lipase  were  not  recorded  in 
the  protocol. 

A perforated  peptic  ulcer  may  have 
caused  the  symptoms  which  this  patient 
presented.  Twenty-five  per  cent  of  per- 
forated peptic  ulcers  give  no  previous  in- 
dication of  ulcer.  This  patient  certainly 
did  not  have  a peptic  ulcer  history  which 
does  not  rule  out  perforated  ulcer.  The 
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pain  is  usually  in  the  epigastric  region 
and  may  be  generalized.  Generally  there 
is  a board  like  rigidity,  almost  always, 
which  is  not  indicated  in  this  record.  Gen- 
erally there  is  shoulder  tip  pain  which 
was  not  indicated  in  this  record.  Vomiting 
and  wretching  is  a common  occurrence, 
which  this  patient  did  after  second  ad- 
mission. About  ten  per  cent  of  the  rup- 
tured peptic  ulcers  have  abscess  forma- 
tion and  subphrenic  abscesses  which  again 
could  account  for  this  elevation  of  the  left 
diaphragm  and  the  purulent  pleural  ef- 
fusion. 

In  the  history  of  the  first  admission 
the  referring  physician  indicated  that  the 
blood  pressure  rose  to  240/120  during 
dizzy  spells.  There  is  no  indication  that 
the  patient  had  hypertension,  but  one 
would  certainly  have  to  consider  the  pos- 
sibility of  pheochromacytoma. 

Clinical  Diagnosis 

1.  Carcinoma  of  colon  with  possible 
metastases  to  liver 

2.  Carcinoma  of  gall  bladder 


Discussion 

Dr.  Krause:  My  conclusions  are  similar 
to  those  you  just  heard  presented.  I may 
change  the  order  a little  bit.  First  of  all, 
in  going  back  of  the  story,  I think  the 
interesting  thing  about  her  story  in  1945 
or  thereabouts,  concerns  hypertension  in 
women.  We  see  that  very  often,  and  for 
some  unkown  reason,  it  disappears  and 
they  may  carry  a hypertension  for  fifteen, 
twenty,  thirty  years,  and  at  the  end  of 
that  time  you  find  a normal  pressure, 
even  though  you  don’t  find  evidence  of  a 
myocardial  infarction  that  was  over. 
What  the  reason  for  this  is  I don’t  know, 
'fhe  other  story  is  that  she  had  gall  blad- 
der disease  for  a long  time.  No  visualiza- 
tion, and  I don’t  accept  that  as  ruling  out 
stones,  by  all  means.  I’m  sure  she  had 
stones  all  the  time.  Then  she  comes  in 
with  the  final  story  of  pain  in  her  right 
costal  margin,  sharp  colicky  pain,  which 
could  be  on  either  one  of  two  causes  : stones 
or  malignancy.  Because  of  the  mass  that 
was  found  later  on  (she  was  not  too  dis- 
tressed on  this  final  admission).  I thought 


of  simple  hydrops,  but  I’m  going  to  rule 
that  out  and  put  in  a possibility  of  ma- 
lignancy of  the  gall  bladder,  and  likewise 
I am  well  aware  of  the  fact  that  you  may 
have  an  internal  fistula  developing,  even 
with  stones  in  the  gall  bladder  without 
malignancy.  It  is  also  perhaps  a little 
more  frequent,  case  for  case,  if  the  patient 
has  a malignancy.  I wanted  to  know  a 
little  more — I guess  we  can’t  find  that 
out — about  that  left  base : whether  it  was 
the  base  that  was  elevated  or  actually  the 
diaphragm  pushed  up.  I wonder  if  they 
could  have  clinically  separated  that  story. 
We  may  come  through  in  our  discussion 
of  signs  this  afternoon  on  the  right  base 
and  the  left  base.  I think  the  clinician 
perhaps  is  in  a better  position  to  pick  out 
what  is  actually  going  on  in  the  early 
etages.  Bear  in  mind,  there  are  six  com- 
partments on  both  sides,  three  on  each 
side.  The  anterior-superior  space  on  the 
right,  posterior-superior  space  on  the 
right,  and  then  the  subhepatic  space  on  the 
right.  On  the  left  we  have  three  compar- 
able spaces  but  they  are  not  as  well  de- 
lineated because  of  the  absence  of  fixed 
organs  such  as  the  liver.  But,  nevertheless, 
you  can  get  subphrenic  involvement  on  the 
left  side.  That’s  what  I was  wondering — 
whether  this  base  was  pushed  up,  because 
we  have  a subphrenic  abscess  or  whether 
it  was  just  an  impaired  base  because  the 
pleura  and  the  parenchymal  changes  of 
the  lung  were  present.  Judging  by  the 
proximity  of  the  magenblase  the  d i a- 
phragm  thus  certainly  doesn’t  look  like  a 
subphrenic  abscess  (looking  at  chest  x- 
ray).  So  that  places  my  approach  to  the 
thing  in  the  lung.  How  did  it  get  there? 
Did  it  get  there  from  a fistulous  tract  be- 
low or  was  it  an  infected  embolus,  or  em- 
bolic thing.  After  looking  at  this  film  I 
am  under  the  impression  that  it  did  not 
come  from  a fistulous  tract  below,  so  I’m 
going  to  place  that  lesion  in  the  lung  as 
being  blood  borne  and  that  she  has  a par- 
enchymal lesion  there  with  a wide,  diffuse 
pleuritis  and  secondary  empyema.  Now, 
she  had  a story  of  bleeding  from  the  g.i. 
tract  and  she  had  a faceted  mass  removed 
Irom  her  rectum.  I take  it  from  the  de- 
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scription,  it  was  probably  a striking  pic- 
ture and  that  gives  you  the  impression  that 
there  must  have  been  other  stones  up  in 
the  gall  bladder,  if  we  assume  that  to  be 
a stone  which  I’m  going  to  accept,  and 
that  may  account  also  for  the  bleeding. 
She  had  melena  or  tarry  stool,  so  I have 
to  place  my  bleeding  above  the  ligament 
of  Treitz,  and  that  would  put  it  pretty 
high.  And  I could  very  easily  square  it 
on  the  assumption  that  she  had  an  inter- 
nal biliary  fistula  and  with  the  passage  of 
a stone  there  was  a localized  peritonitis 
around  there,  and  this  mass  subsequently 
either  is  malignant,  neoplastic,  or  it  may 
be  an  abscess.  I am  unable  to  say  which. 
Though  I agree  with  Dr.  Sato  about  the 
hemoglobin,  there  are  two  conditions 
really  in  which  you  find  the  hemoglobin 
elevated  in  spite  of  very  dire  pathology. 
The  one  that  he  mentioned,  and  don’t  for- 
get malignancy  of  the  pancreas  many 
times  will  carry  a very  high  hemoglobin 
even  though  it’s  pretty  far  advanced. 

As  to  the  section  of  the  polypoid  mass 
that  was  found  by  sigmoidoscope,  I don’t 
know  whether  that  was  from  a primary 
or  from  a polyp,  and  you  know  how  fre- 
quent they  are  to  undergo  neoplastic 
change,  or  whether  it  was  another  thing 
associated  with  the  lesion  high  up.  In 
either  event  until  I saw  this  picture  I 
was  trying  to  place  a lesion  high  that 
would  account  for  something  in  the  sub- 
phrenic  space  on  the  left  side.  She  has 
diverticulosis,  and  don’t  forget  that  oc- 
casionally they  rupture  and  only  about 
5%  may  give  you  severe  hemorrhage  or 
bleeding  which  she  may  have  gotten  from 
there.  But  I’m  going  to  abandon  that 
notion  and  I am  going  to  conclude  biliary 
disease,  long  standing,  with  cholelithiasis 
and  that  she  had  a malignancy  which  I’m 
going  to  place  in  the  gall  bladder,  and  a 
malignant  mass  also  in  the  colon,  and  I 
think  this  lung  was  an  embolic  phenome- 
non, either  metastatic  or  septic  embolus, 
that  accounted  for  her  parenchymal 
change  in  the  lungs,  pleuritis  and  second- 
ary empyema. 


Clinical  Diagnosis 

1.  Cancer  of  gall  bladder  with  septic 
emboli  to  lung. 

2.  Cancer  of  colon  at  splenic  flexure. 

Autopsy  Findings 

Dr.  McCowan : Post-mortem  examination 
revealed  colonic  diverticulosis  and  diverti- 
culitis. Two  of  the  diverticula  had  rup- 
tured. One  of  these  was  located  in  the 
splenic  flexure.  Its  rupture  had  resulted 
in  a small  perisplenic  abscess  which  had 
in  turn  extended  through  the  left  dia- 
phragm and  resulted  in  a left  empyema 
which  displaced  the  lung  anteriorly  and 
into  the  apex  of  the  pleural  cavity.  The 
second  ruptured  diverticulum  was  located 
in  the  sigmoid  colon  and  had  resulted  in 
a small,  localized  abscess  contiguous  to 
the  left  side  of  the  uterine  fundus. 

The  mass  palpated  in  the  right  upper 
quadrant  consisted  of  dense  adhesions 
binding  together  omentum,  gall  bladder, 
liver,  duodenum,  and  hepatic  flexure  of 
the  colon.  The  gall  bladder  was  semine- 
crotic  and  bound  by  adhesions  to  the  duo- 
denum with  which  it  communicated  via  a 
large  fistulous  tract.  A cholesterol  gall- 
stone measuring  approximately  3.0  cm. 
in  diameter  was  found  in  the  sigmoid 
colon. 

Several  polyps,  some  of  them  hemor- 
rhagic, were  found  in  the  rectum  and  sig- 
moid colon. 

The  heart  showed  right  sided  dilatation 
and  coronary  arteriosclerosis,  both  of 
moderate  degree. 

Congestion,  edema  and  basilar  b r o n- 
chopneumonia  involved  both  lungs. 

A 1.5  cm.  submucosal  lipoma  was  found 
in  the  fundus  of  the  stomach.  Other  or- 
gans were  within  normal  limits. 

Pathologic  Diagnosis 

Bronchopneumonia. 

Left  empyema,  perisplenic  abscess,  and 
periuterine  abscess  due  to  colonic  diverti- 
culitis with  rupture. 

Diverticulosis  of  colon. 

Polyposis  of  rectum  and  sigmoid  colon. 

Chronic  calculus  cholecystitis  with 
cholecystoduodenal  fistula. 

Lipoma  of  stomach. 

Generalized  arteriosclerosis. 
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THE  CANCER  DETECTION  CENTER 
A Prog  ress  Report 

Harold  S.  Rafal,  M.  D.,** 
Wilmington,  Del. 

The  Delaware  Division  of  the  American 
Cancer  Society  sponsors  a cancer  detection 
center  program  which  has  been  in  opera- 
tion since  March,  1948.  Now  that  five 
years  have  elapsed  since  the  inception  of 
this  program,  a report  of  the  results  to 
date  should  be  presented  to  the  medical 
profession.  For  proper  evaluation  the 
original  objectives  of  the  program  should 
be  considered. 

From  the  onset  there  were  four  stated 
objectives:  (1)  to  examine  women  who 
were  asymptomatic  or  believed  themselves 
to  be  so,  in  the  hope  of  finding  early,  and 
presumably  curable  cancer;  (2)  to  edu- 
cate the  lay  public  to  the  advantage  of 
periodic  examinations  for  cancer;  (3)  to 
afford  to  physicians  the  opportunity  to 
acquaint  themselves,  or  to  reacquaint 
themselves,  with  the  techniques  of  exam- 
ination of  the  organs  mentioned  below. 
This  was  to  be  done  at  the  expense  of  the 
Cancer  Society  while  the  physician  con- 
tinued his  private  practice  unhampered ; 
(4)  to  determine  whether  such  a program 
could  be  conducted  on  a sound,  economic 
basis. 

This  report  attempts  to  determin:- 
whether  or  not  these  stated  objectives  have 
been  reached,  and  if  so,  to  what  degree. 
Before  doing  this,  however,  a brief  out- 
line will  be  given  of  the  mechanics  of  the 
program,  and  of  the  principles  which 
guide  its  operation. 

After  careful  consideration,  a plan  with 
limited  objectives  was  adopted.  Previous 
studies  had  demonstrated  that  symptom- 
less cancer,  detectable  by  clinical  exami- 
nation, occurs  chiefly  in  the  following 
sites : female  generative  tract,  breast, 

and  rectum.  Accordingly,  the  examina- 
tion is  limited  to  these  anatomic  areas. 
Since  cancer  is  more  prevalent  in  the 
older  age  group,  at  flr.st  examination 
was  limited  to  women  forty  years  of  age 

•Read  before  the  Medical  Society  of  Delaware,  Wilmington. 
October  13,  1953. 

* ‘Attending  Surgeon,  Memorial  Hospital,  Wilmington. 

The  data  presented  in  this  report  are  used  by  permis- 
sion of  the  Executive  Committee  of  the  Delaware  Division 
of  the  American  Cancer  Society.  Opinions  or  interpreta- 
tions are  those  of  the  author  and  do  not  necessarily  co- 
incide with  those  of  the  American  Cancer  Society. 


or  over.  However,  in  response  to  public 
demand,  the  age  limit  has  since  been  low- 
ered to  25  years. 

The  program  was  set  in  operation  only 
in  those  areas  where  the  county  medical 
society  gave  its  approval.  Any  physician 
in  good  standing  could  participate.  No  spe- 
cial training  was  required.  Physicians 
serve  for  10  center  sessions  and  then  re- 
linquish their  position  to  the  next  team. 
They  are  paid  ten  dollars  per  hour  for 
their  services. 

The  sequence  of  events  is  as  follows : A 
woman,  25  years  of  age  or  over,  requests 
an  appointment  for  examination.  She  is 
briefly  questioned  by  the  nurse  or  secre- 
tary at  the  Cancer  Society  office  as  to  the 
presence  of  symptoms.  If  symptoms  are 
present  she  is  advised  not  to  wait  for  ap- 
pointment but  to  see  her  personal  physi- 
cian at  once.  Otherwise,  she  is  given  an 
appointment  and  instructed  to  take  an 
enema  the  day  of  examination,  which  sim- 
plifies interpretation  of  pelvic  findings. 
She  is  also  told  not  to  take  a douche  so 
that  representative  vaginal  smears  may 
be  obtained.  After  registration  at  the  cen- 
ter, the  history  is  taken.  A check-off  his- 
tory sheet  is  used  by  historians  who  are 
volunteer  workers  recruited  from  the 
Women’s  Field  Army  of  the  American 
Cancer  Society.  The  physical  examination 
is  then  performed.  The  rectal  examination 
is  a simple  digital  exploration.  The  pelvic 
examination  includes  a speculum  examina- 
tion of  the  cervix  and  vagina  at  which  time 
cervical  and  vaginal  smears  are  taken, 
using  the  Ayres  spatula. 

After  the  examination,  the  history  and 
findings  are  discussed  with  the  examinee. 
She  is  informed  that  a vaginal  smear  has 
been  taken,  of  its  significance,  and  of  the 
time  lapse  before  the  results  are  reported. 
If  indicated  by  either  history  or  examina- 
tion, she  is  advised  to  see  her  physician 
and  is  told  that  he  will  receive  a report 
from  the  detection  center  office.  As  a mat- 
ter of  principle,  no  medical  advice  is  given 
other  than  to  advise  her  that  certain  symp- 
toms or  findings  indicate  that  consultation 
with  her  personal  physician  would  be  to 
her  advantage.  If  the  examination  reveals 
only  negative  findings,  she  is  congratu- 
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lated  and  urged  to  have  the  examination 
repeated  in  six  months,  either  by  her  per- 
sonal physician  or  at  the  detection  center. 

Each  stated  objective  will  now  be  con- 
sidered separately. 

The  first  objective  is  the  detection  of 
early  and  presumably  curable  cancer. 
Ffom  March  1948  to  August  31,  1953, 
12,459  examinations  were  conducted  on 
6,456  women.  Sixty-one  proven  cases  of 
cancer  are  now  on  file.  If  we  consider 
that  61  proven  cases  of  cancer  have  been 
found  in  6,456  women,  the  incidence  of 
cancer  found  has  been  1 in  106.  If  we  con- 
sider that  61  cases  of  cancer  have  been 
found  in  the  course  of  12,459  examina- 
tions the  incidence  is  1 in  204  examina- 
tions. The  61  proven  cases  are  tabulated 
in  Table  I : 


Table  I 


Site 

Type 

No.  of 

% of 

cas^s 

series 

Cervix 

29 

47.5 

Squamous  cell  Ca. 

28 

Adenocarcinoma 

1 

Breast 

16 

27.9 

Rectum  & Anus 

7 

11.5 

Adeno  Ca.  of  rectum  6 

Angio-endotheloma 

of  anus 

1 

Corpus  uteri 

5 

8.2 

Adeno  Ca. 

4 

Leromyosarcoma 

1 

Miscellaneous 

4 

4.9 

Skin  of  nose 

1 

Thyroid 

1 

Cecum 

1 

Ovary 

1 

61 

100 

However, 

not  all  of  these 

cases 

were 

asymptomatic,  nor  were  all  of  them  early. 
It  is  difficult,  in  many  instances,  to  decide 
whether  or  not  a given  case  was  symptom 
free.  In  cancer  of  the  breast  usually  the 
first  symptom  is  a painless  lump.  There- 
fore, unless  a woman  practices  routine, 
periodic  self-examination  of  the  breast, 
the  onset  of  the  first  symptom  depends  en- 
tirely on  chance  and  often  the  tumor  has 
reached  considerable  size  when  first 
found. 

In  cancer  of  the  rectum,  constipation, 


bleeding,  abdominal  cramps  and  occasion- 
ally rectal  pain  are  classical  symptoms. 
Adhering  strictly  to  the  rule  that  the  pres- 
ence of  any  one  of  these  symptoms  places 
the  patient  in  the  category  of  being  a 
symptomatic  case,  all  7 cases  of  ano-rectal 
neoplasm  were  symptomatic.  As  a matter 
of  fact,  the  clinical  extent  of  5 of  the  7 
cases  was  quite  limited.  Moreover,  in  re- 
viewing the  charts  of  the  29  cases  of  cervix 
cancer,  it  is  found  that  at  least  10  had 
rectal  symptoms  which  were  about  as  sig- 
nificant as  those  noted  on  the  charts  of  the 
rectal  cases. 

In  cancer  of  the  uterine  cervix  and  of 
the  uterine  fundus,  however,  the  present- 
ing symptom  is  usually  atypical  vaginal 
bleeding.  Therefore,  only  this  group  is  free 
of  the  confusing  features  which  makes 
analysis  of  the  other  groups  almost  impos- 
sible. Accordingly,  a more  detailed  analy- 
sis of  this  group  will  be  presented. 

Of  the  34  cases  of  cancer  of  the  cervix 
and  fundus,  16  had  no  history  of  abnormal 
vaginal  bleeding.  It  should  be  emphasized 
that  any  woman  having  even  one  episode 
of  atypical  bleeding  occurring  the  year 
preceding  the  examination  was  considered 
as  being  symptomatic.  Here,  then,  is  one 
of  the  most  significant  findings  of  this 
study.  Of  the  proven  cases  of  cancer  of  the 
fundus  and  cervix,  47  fo  were  asympto- 
matic. 

The  next  question  which  logically  pre- 
sents itself  is : Can  lives  be  saved  by  seek- 
ing for  early  cases?  Obviously,  the  number 
of  cases  included  in  this  study  is  too  few 
to  be  statistically  significant.  However, 
analysis  of  the  largest  single  group  of 
cases,  those  with  cervix  cancer,  shows  an 
intei^esting  trend.  Because  of  its  accessi- 
bility, the  local  extent  of  cancer  of  the 
cervix  can  be  determined  by  inspection 
and  palpation.  Accordingly,  standardiza- 
tion of  the  clinical  stage  of  the  disease  has 
been  achieved  and  it  is  possible  to  compare 
one  series  with  another. 

Table  II  is  a breakdown  of  the  29  cases 
of  cervix  cancer  into  the  clinical  stages  of 
the  diseases. 
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Table  II 


stage 

No.  of  coses 

% 

0 

8 

27.6 

I 

9 

31.0 

II 

3 

10.3 

III 

4 

13.8 

IV 

5 

17.3 

29 

100.0 

Note  that  58.6^  of  the  cases  ai’e  either 
Stage  0 or  Stage  I,  and  that  almost  70% 
are  in  the  group  including  Stage  0 through 
Stage  II.  Unquestionably,  this  is  a very 
high  proportion  of  early  cases. 

Treatment  in  the  early  stages  of  the 
disease  consistently  yields  better  cure 
rates  than  in  the  more  advanced  stages. 
These  considerations  indicate,  therefore, 
that  many  lives  can  be  saved  if  all  physi- 
cians would  look  for  early  cervix  cancer. 

At  this  point,  a brief  discussion  of  the 
vaginal  smear  is  indicated.  Smears  taken 
at  the  detection  centers  are  screened  by 
specially  trained  technicians.  Any  smear 
which  they  consider  suspicious  or  positive 
is  reviewed  by  the  consulting  pathologist. 
Of  the  14  asymptomatic  cases  of  cervix 
cancer  11  had  a suspicious  or  positive 
smear,  which  was  a significant  cause  for 
referral  in  some  cases,  and  the  only  rea- 
son in  others.  All  but  one  of  the  8 cases  of 
cancer  in  situ  had  suspicious  or  positive 
smears.  This  simple  screening  test  there- 
fore, has  been  a major  factor  in  the  high 
proportion  of  early  cases  in  this  series. 

There  probably  have  been  “false  nega- 
tives.” At  least  2 cases  have  come  to  the 
attention  of  the  detection  office  in  which 
subsequent  smears  taken  elsewhere  were 
positive  and  a final  diagnosis  of  cancer  in 
situ  made.  However,  about  6-12  months 
had  elapsed  between  the  taking  of  the 
smears.  It  is  entirely  likely  then,  that 
these  2 are  not  instances  of  “false  nega- 
tives.” More  significant,  however,  is  the 
fact  that  negative  smears  were  reported 
in  several  cases  in  which  the  examining 
physician  made  the  correct  clinical  diagno- 
sis of  cancer.  Despite  this,  I believe  that 
the  test  is  a very  important  one  and  that 
its  value  increases  with  improvement  in 
the  technique  of  making  plus  interpreting 
the  smear. 

One  other  interesting  fact  revealed  by 
review  of  these  cervix  cases  is  that  4 of 


them  occurred  in  cervical  stumps  in  pa- 
tients who  had  had  supra-cervical  hyster- 
ectomy performed  for  benign  conditions 
in  the  remote  past.  This  is  4 of  29  cases 
or  14  percent,  a much  higher  incidence 
than  that  usually  reported,  which  is  about 
4 percent.  In  my  opinion,  these  are  4 
cases  of  cancer  that  never  should  have 
happened.  They  illustrate  what  has  been 
common  teaching  now  for  years : namely, 
that  total  hysterectomy  for  benign  condi- 
tions is  the  procedure  of  choice  unless  the 
poor  general  conditions  of  the  patient 
and/or  major  technical  difficulties  present 
real  contra-indications. 

To  close  this  discussion  of  cancer  of  the 
cervix,  I would  like  to  quote  from  Dr. 
James  Corscaden’s  book  “Gynecologic 
Cancer” : “In  this  disease,  we  must  lose 

the  concept  that  cancer  strikes  its  victim. 
There  is  no  invasion  of  a host  by  some 
external  influence.  The  tissue  of  the  pa- 
tient must  have  possessed  some  predisposi- 
tion to  grow  cancer  cells,  and  must  prob- 
ably be  stimulated  to  do  so  by  an  internal 
or  external  carcinogenic  substance  or  in- 
fluence, which  is  as  yet  poorly  understood. 
The  process  is  certainly  at  first  slow.  The 
nature  of  the  earliest  cancerous  change 
may  possibly  be  entirely  different  from 
the  growth  characteristics  of  the  full- 
blown cancer.  Again  let  it  be  repeated,  that 
the  reason  for  treating  cancer  when  it  is 
early  is  not  only  because  it  is  small  but 
also  because  it  is  different. 

“Cancer  of  the  cervix  constitutes  11  per- 
cent of  all  cancer  and  55-65  percent  of 
cancers  of  the  reproductive  system.  Next 
to  cancer  of  the  breast,  it  is  the  most  im- 
portant cancer  of  the  female.  With  the 
present  methods  of  diagnosis,  it  is  icithin 
the  realm  of  possibilitij  that  the  disease 
can  be  eliminated  as  a serious  threat  to 
life.”  The  italics  are  the  author’s. 

The  one  vulnerable  point  in  this  statis- 
tical argument  is  the  high  proportion  of 
the  carcinoma  of  the  cervix  in  situ.  This  is 
a comparatively  new  entity  and  it  is  al- 
most entirely  a microscopic  diagnosis.  One 
pathologist  will  call  it  that,  and  another 
will  call  it  squamous  metaplasia.  There- 
fore, we  are  a little  vulnerable  be- 
cases  are  not  sure  cases  of  carcinoma  if 
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cases  are  not  sure  cases  of  carcinoma  in 
the  cervix  in  situ.  We  have  attempted  to 
get  authoritative  opinion  as  to  whether  or 
not  they  are,  but  we  have  been  unable  to 
complete  that  part  of  the  study.  An- 
other point  of  vulnerability  is  this, 
that  there  is  as  yet  no  absolute  evidence 
that  every  carcinoma  of  the  cervix  m situ 
will  go  on  to  become  invasive  cancer.  Ap- 
parently there  are  reports  where  this  en- 
tity has  been  destroyed  or  obliterated  by 
natural  resistance  on  the  part  of  the  host. 

With  respect  to  our  second  objective, 
education  of  the  lay  public,  we  can  report 
that  during  this  past  year  of  operation, 
2,251  examinations  were  conducted.  0 
these,  1,217  were  repeat  examinations.  In 
this  group  there  were  2 women  who  were 
examined  for  the  11th  time,  which  means 
that  they  have  attended  a detection  center 
every  six  months  since  the  program  began. 
Examined  for  the  second  time  were  417 
women.  Unquestionably,  many  women  are 
going  to  their  private  physicians  for  peri- 
odic examinations,  as  they  were  encour 
aged  to  do  after  their  initial  examination 
at  the  detection  center.  It  appears,  then, 
that  the  principle  of  periodic  examination 
for  cancer  is  gaining  adherents  in  this 
area. 

During  the  last  cancer  crusade,  Dela- 
wareans donated  the  largest  sum  of  money 
ever  contributed  in  this  state  for  this 
cause.  It  is  fair  to  assume  that  this  outlay 
of  hard  cash  implies  approval  of  the  de- 
tection center  program  as  part  of  the  over- 
all activities  of  the  Delaware  Division  of 
the  American  Cancer  Society. 

Our  third  objective  was  to  offer  physi- 
cians the  opportunity  to  acquaint  or  re- 
acquaint themselves  with  the  technics  of 
examinations  of  this  type  or  merely  to  par- 
ticipate in  this  type  of  program.  There 
are  approximately  500  physicians  in  Dela- 
ware. Of  these  158  were  ineligible  to  serve, 
leaving  a total  of  342  eligible  physicians. 
As  of  January,  1953,  79  doctors  had  served 
as  examiners  in  the  program,  or  23  per- 
cent of  all  eligible  physicians.  If  147  physi- 
cians 51  years  of  age  or  over  are  excluded 
from  the  calculations,  then  there  has  been 
participation  by  40  percent  of  the  physi- 
cians. No  adjustments  in  these  percent- 


ages has  been  made  for  doctors  partici- 
pating in  the  State  Board  of  Health  Can- 
cer Detection  Program,  nor  for  those  doc- 
tors whose  specialties  are  remote  from 
this  type  of  cancer  detection  work,  such  as 
administrators,  anesthesiologists,  psychi- 
atrists, pediatricians,  diagnostic  radiol- 
ogists, cancer  specialists,  etc. 

The  fourth  objective,  to  determine 
whether  such  a program  could  be  operated 
on  a sound  financial  basis,  requires  cost 
analysis.  The  cost  of  operating  this  proj- 
ect, since  its  inception  in  March,  1948 
through  August  31,  1953,  has  been  $79,- 
563.27.  As  stated  before,  during  this  time 
interval,  12,459  examinations  were  per- 
formed on  6,456  women.  This  represents 
$6.39  per  examination,  or  $12.32  per  wom- 
an examined.  With  61  proven  cases,  the 
cost  of  finding  each  positive  case  has  been 
about  $1288.00,  which  compares  favorably 
with  other  reports.  It  should  be  noted  that 
there  is  no  charge  for  the  examination, 
although  voluntary  contributions  are  solic- 
ited. 

Summary 

1.  The  mechanics  and  principles  of  op- 
eration of  the  Cancer  Detection  Centers 
sponsored  by  the  Delaware  Division  of  the 
American  Cancer  Society  are  described. 

2.  Analysis  of  the  positive  cases  found 
indicates  that  routine  periodic  examina- 
tion for  early  carcinoma  of  the  cervix  is 
very  worthwhile.  The  number  of  cases  of 
rectal  and  breast  cancer  are  too  small  to 
be  of  any  statistical  significance. 

3.  The  vaginal  (Papanicolaou)  smear  is 
an  extremely  important  method  in  the  de- 
tection of  early  cervix  cancer. 

4.  The  limited  type  of  examination  of- 
fered by  this  program  can  be  carried  out 
on  a sound  economic  basis. 

1100  North  Jackson  Street 
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Discussion 

Dr.  John  F.  Hynes  (Wilmington)  : Mr. 
President  and  Members  of  the  State  So- 
ciety : 

Dr.  Ratal  is  to  be  congratulated  on  a 
very  lucid  report  on  this  program  of  can- 
cer detection.  I think  possibly  some  of  the 
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physicians  were  not  entirely  familiar  with 
its  objectives.  He  has  outlined  that  for 
us,  and  also  told  us  what  has  been 
achieved. 

I think  we  mi^ht  analyze  that  part  of 
his  report  dealing  with  the  financial  angle. 
He  reports  that  the  cost  of  examining  each 
person  was,  over  the  entire  five  years  of 
operation,  a little  over  $6.00  per  examinee. 
That  includes  the  cost  of  the  Papanicolaou 
smears,  of  the  reimbursement  of  the  hos- 
pitals for  the  use  of  their  facilities,  the 
cost  of  paying  examining  physicians,  and 
incidentally,  the  physicians  in  this  pro- 
gram are  not  asked  to  give  their  services 
as  is  done  in  some  places.  For  ex- 
ample, the  use  of  the  hospital  resident 
staff  is  quite  common  in  Philadelphia. 

That  cost  of  $6.00  may  sound  a little 
high,  but  if  you  know  what  some  of  the 
programs  in  some  cities  and  states  cost, 
it  is  very  low.  I would  think  the  average 
detection  center  program  operated  in  other 
states  would  have  a unit  cost  of  around 
$15  to  $25,  so  that  our  program  here  has 
been  an  economical  one  and  financially 
feasible. 

The  rest  of  the  report  speaks  for  itself 
and  doesn’t  require  discussion.  I thought, 
however,  this  comparison  of  the  expense  of 
the  program  with  that  of  other  programs 
would  be  of  interest  to  you. 

Dr.  Rafal : I have  felt  that  it  is  one  of 
the  functions  of  the  medical  men  who 
have  had  a part  in  this  program  to  try 
not  to  explain  away,  but  to  explain  why, 
any  objections  raised  really  were,  though 
well  considered,  not  valid.  This  program 
has  never  been  conceived  in  the  idea  that 
it  would  supplant  the  prerogatives  and  the 
duties  of  the  individual  physicians  in  the 
detection  of  cancer. 

I personally  have  felt  that  one  of  its 
greatest  values  is  that  of  a pilot  study. 
If  we  consider  the  statistics  which  have 
been  presented,  it  will  be  noted  that  we 
have  examined  roughly  6,500  women  and 
done  a total  of  12,000  examinations  in  5 
years.  When  we  consider  the  overall  elig- 
ible population  of  the  women  in  Delaware 
for  this  examination,  it  is  obvious  that  we 
have  only  scratched  the  surface. 


The  bulk  of  cancer  detection  work  al- 
ways has  been  carried  out  in  the  private 
physician’s  office,  and  always  will  be.  The 
value  of  this  study,  again,  was  merely  to 
set  up  a pilot  study  to  determine  what 
could  be  done  by  looking  for  early  cancer. 

The  number  of  cases  we  have  today  is 
still  inconclusive,  but  I think  they  do  def- 
initely indicate  a trend.  Certainly  it  .seems 
to  me  that  during  the  past  5 years  the 
number  of  cases  of  carcinoma  in  situ 
which  had  been  scheduled  for  operation  in 
the  city  of  Wilmington,  at  least,  has  gone 
skyrocketing.  These  cases  can  only  be 
found  by  looking  for  them  in  asympto- 
matic women. 


Polio  Voccine  Triol 

More  than  600,000  children  have  com- 
pleted three  inoculations  in  the  field  test 
of  the  trial  polio  vaccine  developed  by 
Dr.  Jonas  E.  Salk  of  the  University  of 
Pittsburgh.  The  emphasis  now  shifts  to 
the  evaluation  study  under  the  direction 
of  Dr.  Thomas  Francis,  Jr.,  University 
of  Michigan  School  of  Public  Health.  The 
validity  of  the  evaluation  is  dependent 
upon  data  gathered  on  poliomyelitis  cases 
in  the  test  groups,  including  those  children 
in  the  first  three  grades  who  did  not  get 
vaccine. 

In  addition,  data  on  cases  among  family 
members  of  participating  children  are  an 
integral  part  of  the  study.  Since  the 
number  of  poliomyelitis  cases  among  the 
test  groups  may  not  be  large,  it  is  essen- 
tial that  all  cases  are  completely  reported. 
Early  diagnosis,  prompt  reporting  and 
follow-up,  and  the  securing  of  necessary 
epidemiological  information  and  laboratory 
specimens  are  important  factors  in  the 
evaluation. 

An  outline  of  procedures  and  copies  of 
necessary  forms  have  been  sent  to  local 
and  state  health  authorities. 

This  phase  of  the  study  will  depend, 
to  a large  degree,  on  the  wholehearted 
cooperation  of  practicing  physicians. 

Hart  E.  Van  Riper,  M.  D.. 

Medical  Director,  N.F.I.P. 
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Delaware  Academy  of  Medicine 
One  of  the  noteworthy  institutions  in 
the  state  of  Delaware  is  the  Delaware 
Academy  of  Medicine,  at  the  corner  of 
Lovering  Avenue  and  Union  Street,  Wil- 
mington. This  small  but  stately  Georgian 
building  was  erected  in  1816  at  6th  and 
Market  Streets  and  is  the  second  oldest 
bank  building  in  the  United  States  to  be 
occupied  continuously.  When  in  1929,  the 
Delaware  Power  and  Light  Company 
bought  the  site  on  Market  Street  for  their 
new  building,  some  patriotic  citizens  de- 
cided that  Delaware  could  not  afford  to 
lose  such  an  historic  landmark.  Conse- 
quently, they  formed  a corporation  which 
purchased  the  building,  moved  it  brick 
by  brick  and  plank  by  plank  to  the  new 
site,  and  reerected  it  almost  exactly  as 
it  had  been.  The  building  was  then  do- 
nated to  the  newly  founded  (February, 


1930)  Delaware  Academy  of  Medicine  for 
a medical  library,  which  was  badly  needed. 

Consequently,  1955  marks  the  25th  an- 
niversary of  this  institution,  and  plans 
are  already  being  made  for  a public  cele- 
bration of  this  event.  Tuesday  evening. 
May  3,  1955,  has  been  selected  for  this 
celebration,  which  will  consist  of  a recep- 
tion and  dinner,  followed  by  a public 
meeting  to  be  addressed  by  a person  of 
national  prominence.  The  following  chair- 
men have  been  named  for  this  celebration : 

Topic  and  Speaker;  Dr.  A.  R.  Shands. 

Tents,  Props  and  Grounds:  Dr.  W.  0. 
Lamotte,  Jr.  and  Dr.  C.  A.  D’Alonzo. 

Refreshments:  Drs.  Charles  Levy  and 
W.  R.  Staats. 

Mailing  List : Dr.  and  Mrs.  G.  A.  Beatty. 

Finance:  Dr.  I.  M.  Flinn. 

Publicity : Dr.  V.  D.  Washburn. 

In  the  Academy  building  during  1953 
some  78  meetings  were  held  by  16  medical, 
dental,  pharmaceutical,  and  paramedical 
groups.  In  addition,  five  free  public  lec- 
tures were  held  with  prominent  speakers. 
During  1953  the  Academy  established  a 
library  messenger  service,  a mimeograph- 
ing service,  an  addressographing  service, 
and  a photostatic  service.  The  regular 
membership  consisted  of  192  physicians 
and  37  dentists,  a total  of  229 ; the  associ- 
ate membership  numbered  150. 

The  library  acquired  82  new  books  and 
received  197  selected  medical  and  dental 
journals.  The  library  is  used,  in  addition 
to  its  members,  by  non-member  physicians 
and  dentists,  library  technicians,  industrial 
research  workers,  hospital  interns  and 
residents,  nurses,  teachers,  students,  medi- 
cal publishers,  the  lay  press,  attorneys, 
the  clergy,  associate  welfare  workers, 
other  libraries,  and  any  citizen  who  is  in 
search  of  information  which  the  library 
can  supply. 

This  is  a splendid  record  and  bespeaks 
greater  actual  accomplishments  than  in 
any  previous  year.  However,  outstanding 
as  these  attainments  have  been,  there  is 
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much  to  be  done,  in  fact,  there  is  much 
that  should  have  been  done  long  ago.  For 
instance,  at  the  end  of  twenty-five  years, 
the  library  does  not  possess  one  modern 
steel  library  stack,  portable  or  fixed,  yet 
the  need  for  these  is  apparent  on  even 
a superficial  glance  inside  the  building. 
There  are  no  study  cubicles,  with  work 
desks.  The  attic  is  filled  with  books  and 
phamphlets  in  such  a helter-skelter  fashion 
that  these  are  to  all  effects  inaccessible. 
In  other  words,  the  Academy  simply  does 
not  have  modern  facilities  for  a library. 

In  order  to  provide  additional  temporary 
space  the  authorities  are  considering  dis- 
carding certain  of  the  older  magazines. 
This  to  our  mind,  is  an  indefensibly  short- 
sighted viewpoint,  for  in  the  years  to  come 
many  of  these  journals  will  become  very 
valuable. 

We  have  just  learned  that  the  officials 
have  had  a recent  survey  of  the  building- 
made  by  an  architect  and  a contractor, 
and  there  is  a question  whether  the  old 
1816  floor  beams  of  the  main  reading  room 
will  support  the  weight  of  steel  stacks  plus 
books,  both  of  which  are  heavy.  The 
cure  for  this  problem  is  the  placement  of 
steel  girders,  which  would  be  expensive. 
This,  perhaps,  is  an  explanation  of  the 
situation  of  today,  but  is  not  an  excuse 
for  the  inaction  of  the  past.  Besides,  cer- 
tain officials  have  been  loath  to  permit 
any  changes  in  the  building,  even  though 
most  of  them  would  have  been  temporary 
and  removable,  and  would  have  marred 
in  no  way  the  architectural  characteristics 
of  that  beautiful  room. 

The  Academy  is  at  the  parting  of  ways. 
It  seems  to  us  the  authorities  must  make 
up  their  minds  now  whether  they  want 
to  maintain  a modern  library  with  proper 
facilities,  or  whether  they  want  to  preserve 
a museum  piece  of  architecture.  If  the 
latter  be  the  major  purpose,  they  should 
make  that  plain  to  the  members. 

We  are  quite  sure,  however,  that  the 
main  intent  is  to  provide  and  maintain  a 
modern  medical  library.  To  remedy  the 
defects  in  the  building  the  officials  have 
m mind  a new  wing  providing  space  for 
library  stacks,  a larger  assembly  hall. 


a larger  refectory,  conference  rooms,  and 
offices  for  several  voluntary  agencies 
serving  the  health  needs  of  northern  Del- 
aware. To  secure  funds  for  this  purpose 
and  to  erect  such  a unit  would  perhaps 
require  two  or  three  years  of  time.  If 
the  proposed  wing  could  be  a reality  by 
May,  1956,  there  would  be  no  need  for 
steel  girders  in  the  old  building — the 
patrons,  after  twenty-five  years,  could 
worry  along  another  two. 

We  are  quite  certain  that  the  invaluable 
service  the  library  has  rendered  to  the 
profession  and  the  community  will  not 
be  lost  in  a fetish  to  preserve  an  historic 
building.  This  means  that  the  building 
must  be  either  strengthened  or  enlarged, 
preferably  by  far  the  latter.  Let’s  get 
some  immediate  necessities  cared  for  now, 
somehow,  so  that  this  25th  anniversary 
will  see  the  Academy  blossoming  forth  on 
the  lines  envisioned  in  February,  1930. 
And  wouldn’t  this  anniversary  be  the 
most  appropriate  time  for  the  kick-off  of 
the  campaign  to  get  that  new  wing? 


American  Board  of 
Obstetrics  and  Gynecology 

Applications  for  certification  for  the 
1955  Part  I Examinations  are  now  being 
accepted.  Candidates  are  urged  to  make 
such  application  sometime  in  July  or 
August. 

All  candidates  for  admission  to  the  Ex- 
aminations are  required  to  submit  with 
their  application,  a plain  typewritten  list 
of  all  patients  admitted  to  the  hospitals 
where  they  practice,  for  the  year  preceding 
their  application  or  one  year  prior  to  their 
request  for  reopening  of  their  application, 
with  the  diagnosis,  pathological  diagnosis, 
nature  of  treatment,  and  end  result. 

Application  for  examination  or  re-ex- 
amination,  as  well  as  requests  for  resub- 
mission of  case  abstracts,  must  be  made 
to  the  Secretary  prior  to  October  1,  1954. 

Under  a change  of  requirements  for 
the  Part  I Examination,  candidates  must 
submit  20  case  abstracts  rather  than  25 
as  formerly.  Five  of  these  may  be  from 
one’s  residency  service. 

New  Diplomates  of  this  Board,  on  Dilay 
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17,  1954,  are  the  following  from  Wilming- 
ton: 

Dr.  Harold  E.  Burt,  1305  Tatnall  St. 

Dr.  William  T.  Gallaher,  1103  Delaware 
Ave. 

Dr.  Richard  C.  Hayden,  1409  Van  Buren 
St. 

Dr.  Thomas  H.  Pennock,  1101  Delaware 
Ave. 

Secretary — Robert  L.  Faulkner,  M.  D., 
2105  Adelbert  Road, 
Cleveland  6,  Ohio 

Delaware  Psychiatric  Society 

At  the  last  Annual  Meeting  of  the  Del- 
aware Psychiatric  Society,  held  on  May 
25,  1954,  the  following  officers  were 
elected : 

Dr.  Fritz  Freyhan,  President,  Dr.  Jerome 
Kay,  Vice-President,  and  Dr.  William  A. 
Byrne,  Secretary-Treasurer. 

THE  MONTH  IN  WASHINGTON 

Washington,  D.  C. — During  the  next 
three  years  the  federal  government  ex- 
pects to  help  finance  the  construction  of 
thousands  of  new  medical  and  dental  facil- 
ilities — diagnostic-treatment  clinics,  voca- 
tional rehabilitation  centers,  nursing 
homes,  and  chronic  disease  hospitals.  Only 
three  strings  are  attached:  the  facilities 
must  be  non-profit,  they  must  be  under 
medical  or  dental  supervision,  and  local 
communities  must  raise  part  of  the  cost. 

Legislation  establishing  the  new  pro- 
gram was  enacted  just  as  Congress 
plunged  into  its  adjournment  rush,  and 
before  it  had  come  to  final  decisions  on 
reinsurance  and  other  major  controversial 
bills  in  the  health  field. 

The  new  operation  was  authorized  by 
amending  the  Hill-Burton  Act  (passed  in 
1946  to  assist  hospitals)  to  permit  grants 
to  units  that  do  not  qualify  as  hospitals. 
Under  the  original  Hill-Burton  law,  grants 
could  be  made  to  rehabilitation  centers 
and  diagnostic-treatment  clinics  only  if 
they  were  attached  to  hospitals.  Grants 
could  also  be  made  to  chronic  disease 
hospitals.  The  new  law  authorizes  help 
to  centers  and  clinics  operating  on  their 
own,  a provision  Public  Health  Service 
expects  to  be  of  particular  assistance  to 


smaller  communities.  It  also  offers  aid 
to  nursing  homes,  which  previously  were 
not  covered. 

In  the  case  of  chronic  disease  hospitals, 
it  is  explained  that  the  law  offers  two 
new  inducements  for  construction:  1. 
Money  is  allocated  to  the  state  and  ear- 
marked for  this  particular  type  of  hos- 
pital. 2.  The  federal  government  will  be 
able  to  pay  50%  or  more  in  all  cases, 
whereas  under  the  old  law  the  U.  S.  share 
was  as  low  as  one-third  in  some  of  the 
higher-income  states. 

Grants  to  clinics,  centers,  and  nursing 
homes  will  have  to  wait  on  state  surveys 
to  determine  priorities,  according  to  U.  S. 
hospital  officials.  However,  if  local  spon- 
sors take  the  initiative,  grants  can  be 
processed  immediately  for  chronic  disease 
hospitals,  as  earlier  Hill-Burton  surveys 
have  established  their  priorities.  Failure 
of  communities  to  construct  chronic  dis- 
ease hospitals  was  one  of  the  disappoint- 
ments of  the  first  Hill-Burton  program. 

The  first  year’s  appropriation  will  be 
S37.4  million,  increasing  over  the  next 
three  years  until  the  total  authorization  of 
$182  million  has  been  reached.  The  new 
projects  in  no  way  interfere  with  the  reg- 
ular Hill-Burton  grants  for  construction 
of  hospitals,  for  which  $75  million  is  avail- 
able this  year. 

The  final  flurry  over  the  reinsurance 
bill  was  preceded  by  a concerted  drive  by 
the  administration.  The  President  himself 
interceded  with  insurance  company  offi- 
cials, and  Secretary  Hobby  agreed  to 
amendments  in  an  effort  to  satisfy  the 
state  insurance  commissioners.  The  com- 
missioners, who  would  have  an  important 
role  in  administering  the  reinsurance  pro- 
gram, at  first  had  flatly  opposed  it.  Pres- 
ident Walter  B.  Martin  and  other  A.M.A. 
officials  were  called  in  for  a discussion  of 
reinsurance  at  the  Department  of  Health, 
Education,  and  Welfare,  and  later  Sherman 
Adams,  assistant  to  the  President,  also 
invited  Dr.  Martin  to  a White  House  meet- 
ing on  the  same  subject. 

As  expected,  bills  for  a new  program 
of  medical  care  of  military  dependents 
were  left  stranded  when  adjournment 
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time  approached.  Before  he  introduced 
his  bill  on  the  subject,  Chairman  Dewey 
Short  of  the  House  Armed  Services  Com- 
mittee insisted  that  Defense  Department 
estimate  first  year’s  additional  cost  of  the 
program.  The  estimate  was  $67  million. 

The  military  scholarships  bill  met  the 
same  fate — too  much  time  taken  up  in 
drafting  a version  that  would  satisfy  all 
executive  departments.  Under  this  plan 
the  Defense  Department  would  grant  tui- 
tion-and-maintenance  scholarships  to  med- 
ical and  dental  students,  in  exchange  for 
pledges  to  spend  one  year  in  military  serv- 
ice for  every  subsidized  year  of  training. 
Both  bills  are  certain  to  reappear  next 
session. 

For  the  current  fiscal  year,  the  Depart- 
of  Health,  Education,  and  Welfare  has 
available  $1,663,413,761.  The  appropria- 
tion bill  is  $10, 904, .500  more  than  the  ad- 
ministration requested  but  under  last 
year’s  budget  of  $1,927,432,261  (the  de- 
cline explained  by  decreased  public  assist- 
ance grants  to  states) . Public  Health 
Service  has  $228,060,000  for  its  regular 
programs. 


BOOK  REVIEWS 

PERIPHERAL  NERVE  INJURIES.  By 
Webb  Haymaker,  M.  D.,  Chief,  Neuropathol- 
ogy Section,  Armed  Forces  Institute  of 
Pathology,  Washington;  and  Barnes  Wood- 
hall,  M.  D.,  Professor  of  Neurosurgery,  Duke 
University.  Second  Edition,  272.  Illustra- 
tions; Pp.  333,  Cloth,  Price  $7.00.  W.  B. 
Saunders  Company,  Philadelphia;  1953. 

World  War  II  and  the  Korean  conflict 
have  emphasized  the  importance  of  early 
recognition  and  treatment  of  severed 
nerves.  The  research  sources  of  the 
United  States  Armed  Forces  and  England 
interested  in  nerve  injuries  contributed 
material  for  this  volume. 

The  text  is  divided  in  four  sections 
which  deal  with  the  principles  of  innerva- 
tions, examination  of  the  patient,  a clinico- 
pathological  classification  of  peripheral 
nerve  injuries,  and  the  clinical  features  of 
individual  plexus  and  peripheral  nerve  in- 
juries. 

The  only  suggestion  which  may  be  made 


to  this  excellent  book  is  that  a series  of 
histopathologic  slides  of  involved  muscles 
might  be  shown  to  follow  the  changes  in 
the  motor  end-plates  and  neuromuscular 
spindles  graphically  in  the  human  muscle 
during  the  acute  denervated  stage,  during 
the  irritative  stage,  and  at  intervals  after 
re-innervation.  This  will  focus  attention 
on  muscles  whose  activity,  circulation,  and 
nutiition  are  frequently  neglected  while 
the  physician  is  concentrating  on  the  nerve 
injury  per  se. 


MECHANISMS  OF  UROLOGIC  DISEASE. 
By  David  M.  Davis,  M.  D.,  Emeritus  Professor 
of  Urology.  Jefferson  Medical  College.  Pp. 
156,  Cloth.  Price  $4.50.  Philadelphia:  W.  B. 
Saunders  Company,  1953. 

Urologists,  general  practitioners,  and 
medical  students  will  find  this  well  written 
and  concise  small  volume  very  useful  in 
understanding  the  mechanisms  of  urolo- 
gic  disease.  The  author  discusses  such 
topics  as  Obstruction,  Infection,  Neuro- 
genic Changes,  Infertility  in  the  Male, 
Catheterization,  etc.  The  management  of 
each  condition  is  given. 


MANUAL  OF  CLINICAL  MYCOLOGY.  By 
Norman  F.  Conant,  Ph.D.,  Professor  of  My- 
cology and  Associate  Professor  of  Bac- 
teriology, Duke  University;  David  Tillerson 
Smith,  M.D.,  Professor  of  Bacteriology  and 
Associate  Professor  of  Medicine,  Duke  Uni- 
versity; Roger  Denio  Baker,  M.  D.,  Chief, 
Laboratory  Service,  Veterans  Administration 
Hospital,  Durham,  N.  C.;  Jasper  Lamar  Call- 
away, M.  D.,  Professor  of  Dermatology  and 
Syphilology,  Duke  University;  Donald  Stover 
Martin,  M.  D.,  Chief,  Bacteriology  Section 
Communicable  Disease  Center,  Chamblee. 
Georgia.  2nd  Edition.  456  pages,  with  202 
figures.  Price,  $6.50.  Philadelphia.  W.  B 
Saunders  Company,  1954. 

The  second  edition  of  this  standai'd  text 
by  Conant  and  his  group  at  Duke  Univer- 
.sity  School  of  Medicine  is  a welcome  re- 
vision of  the  first  edition  which  was  pub- 
lished ten  years  ago.  It  has  retained  the 
same  outline,  excellent  photographs,  lucid 
style,  judicious  selection  of  material,  and 
up-to-date  bibliography  which  made  the 
first  edition  so  popular ; 108  pages  and  88 
illustrations  have  been  added. 

The  most  extensively  revised  chapters 
are  those  on  the  deep  mycoses,  with  many 
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new  facts  concerning  the  epidemiology  and 
immunology  of  coccidioidomycosis  and  his- 
toplasmosis. There  are  detailed  instruc- 
tions on  the  stilbamidine  therapy  of  blas- 
tomycosis, and  a description  of  the  per- 
iodic-acid Scheff  stain  for  the  demonstra- 
tion of  fungi  in  tissue. 

Unfortunately,  there  has  been  little  re- 
vision of  the  chapters  on  the  dermatomy- 
coses,  but  this  is  not  the  fault  of  the 
authors.  It  is  disappointing  that  research 
during  the  past  ten  years  has  not  yielded 
substances  which  will  interfere  with  the 
essential  metabolic  activity  of  the  derma- 
tophytes. 

This  manual  is  recommended  without 
reservation  to  physicians  in  general  prac- 
tice and  to  all  who  are  interested  in  the 
clinical  manifestations  of  fungus  infec- 
tions. It  is  unique  among  text  books  in 
that  it  contains  no  obsolete  material  which 
has  simply  been  copied  from  the  older 
literature  without  critical  appraisal. 


REVIEW  OF  PHYSIOLOGICAL  CHEMIS- 
TRY. By  Harold  A.  Harper,  PhD.,  Professor 
of  Biochemistry,  University  of  San  Francisco. 
Fourth  edition.  Pp.  326.  Paper.  Price  $4.00. 
Los  Altos,  California;  Lange  Medical  Pub- 
lications, 1953. 

The  title  of  this  excellent  book  may  give 
the  physician  the  impression  that  it  deals 
with  theoretical  biochemistry  and  compli- 
cated formulas.  However,  the  reverse  is 
true.  It  presents  the  fundamentals  of 
physiological  chemistry  as  they  apply  to 
the  various  functions  of  the  human  body. 
A knowledge  of  the  basic  sciences  is  im- 
perative if  a physician  hopes  to  keep 
abreast  of  the  new  developments  in  all 
phases  of  medicine. 

The  material  is  explained  in  under- 
.‘^^tandable  terms.  Tests  of  proven  value, 
how  they  are  done  and  their  practical  in- 
terpretations are  discussed. 

In  twenty-two  chapters  the  author  dis- 
cusses clearly  the  nutrients,  vitamins, 
enzymes  and  their  metabolism,  the  func- 
tions and  tests  of  the  liver  and  kidneys, 
the  chemistry  and  functions  of  the  hor- 
mones, and  other  important  topics. 

Illustrations,  charts,  tables,  and  a com- 
plete index  make  this  book  a most  useful 


source  of  important  information  for  the 
medical  student,  the  general  practitioner, 
or  the  physician  preparing  for  state  and 
specialty  boards. 


CURRENT  THERAPY— 1954.  Edited  by 
Howard  F.  Conn,  M.  D.  Pp.  898.  Cloth.  Price, 
$11.00.  Philadelphia:  W.  B.  Saunders  Com- 
pany, 1954. 

This  impressive  volume  represents  the 
work  of  twelve  prominent  consulting  edi- 
tors and  almost  three  hundred  contrib- 
utors. The  various  diseases  discussed  are 
arranged  in  fifteen  sections,  and  the 
book’s  final  section  consists  of  a Roster  of 
Drugs,  Table  of  Metric  and  Apothecaries’ 
Systems  and  Tables  for  Making  Percent- 
age Solutions.  Indices  of  Authors  and  Sub- 
jects complete  the  volume.  A list  of  the 
diseases  covered  in  each  section  is  given 
at  the  beginning  of  each  section. 

This  is  a complete  review  of  diseases ; 
the  treatments  discussed  are  those  ac- 
cepted as  standard,  but  others  are  perhaps 
out  of  date.  Due  to  the  tremendous  field 
covered,  experimental  and  controversial 
therapies  are  not  discussed,  and,  of  neces- 
sity, no  references  are  given. 

Students,  practitioners,  and  hospital 
personnel  will  find  “Current  Therapy’’  a 
good  reference  text  for  the  management 
of  patients. 


THE  HEPATIC  CIRCULATION  AND 
PORTAL  HYPERTENSION.  By  Charles  G. 
Child,  III,  M.  D.,  Professor  of  Surgery,  Tufts 
College  Medical  School.  Pp.  444,  with  132 
figures.  Cloth.  Price,  $12.00.  Philadelphia:  W. 

B.  Saunders  Company,  1954. 

The  development  of  new  methods  of 
physiological  investigations  of  the  various 
systems  of  the  body  has  resulted  in  re- 
newed clinical  research  in  the  circulation 
of  the  liver. 

The  text  includes  sixteen  chapters  and 
seven  appendices.  The  chapters  cover  the 
historical  background,  comparative  anat- 
omy, embryology,  anomalies  of  the  hema- 
tic circulation,  and  the  anatomy,  physi- 
ology and  pathologic  changes  of  the  liver. 

A special  consideration  is  given  to  sur- 
gery of  the  pancreas  and  duodenum,  to 
portal  hypertension  and  decompression, 
and  to  cirrhosis. 
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The  appendices  cover  animal  research  in 
connection  with  the  hepatic  vasculature 
and  an  interesting;  series  of  case  abstracts 
of  patients  with  cirrhosis  and  portal  hy- 
pertension. 

This  well  written  book  opens  new  hori- 
zons for  pancreatic-duodenal-portal  vein 
and  hepatic  vascular  surg-ery.  Surgeons 
and  physiologists  will  enjoy  reading  the 
n.,w  concepts  of  hepatic  physiology  and 
portal  circulation. 


MAYO  CLINIC  DIET  MANUAL.  By  the 

Committee  on  Dietetics  of  the  Mayo  Clinic. 

Second  Edition,  Pp.  247.  Paper.  Price  $5.50. 

Philadelphia:  W.  B.  Saunders  Company,  1954. 

The  science  of  nutrition  in  the  care  of 
the  patient  under  all  possible  pathological 
and  surgical  situations  is  well  outlined  in 
this  completely  revised  manual. 

Physicians  and  dietitians  will  find  this 
book  complete  and  in  conformity  with  the 
recommendations  of  the  Committee  on 
Therapeutic  Nutrition  of  the  Food  and 
Nutrition  Board  of  the  National  Research 
Council. 

This  book  is  indispensable  in  the  diet 
kitchen  and  for  daily  use  in  every  hospital 
nurses’  station  where  doctors  may  use  it 
as  a reference  guide  before  they  order 
diets.  All  dietary  information  one  can  pos- 
sibly ask  for  is  easily  found  in  the  ap- 
pendix. 


ILLUSTRATED  REVIEW  OF  FRACTURE 

TREATMENT.  By  Frederick  Lee  Liebolt,  M. 

D.  First  Edition  Pp.  229,  Paper,  Price,  $4.00. 

Los  Altos,  California:  Lange  Medical  Publi- 
cations, 1954. 

This  is  an  inclusive  treatise  on  the 
diagnosis  and  treatment  of  fractures.  Il- 
lustrations in  the  form  of  drawings  and 
x-rays  showing  direct  and  indirect  causes, 
the  first  aid,  and  the  method  of  treatment, 
are  used  generously  throughout,  and  make 
this  book  a most  practical  aide  to  the  medi- 
cal student,  the  house  officer,  and  the  gen- 
eral practitioner. 

The  first  three  chapters  deal  with  the 
Anatomy  and  Physiology,  Clinical  Exam- 
ination, and  Principles  of  Treatment  of 
Fractures.  The  information  is  arranged  in 
outline  form. 

A glossary  of  terms  used  in  the  text  and 


a complete  index  provide  concise  and 
highly  satisfactory  information,  adding 
much  to  the  worth  of  the  book. 


SCHOOL  HEALTH  SERVICES.  By  Charles 
C.  Wilson,  M.  D.  Pp.  486,  Cloth,  Price,  $5.00. 
National  Education  Association,  1201  Six- 
teenth Street,  Washington,  6,  D.  C.,  and 
American  Medical  Association,  535  North 
Dearborn  Street,  Chicago,  10,  Illinois:  1953. 

School  Health  Services  is  a comprehen- 
sive reference  guide  for  educators  and 
health  administrators  who  are  responsible 
for  health  services  and  health  education  in 
the  schools. 

The  material  is  very  well  organized.  It 
is  divided  into  eighteen  chapters  which 
discuss  such  topics  as  auditory  acuity  and 
visual  status,  dental  and  mental  health 
services,  school  sanitation,  and  communi- 
cable disease  control. 

This  bcok  should  be  indispensable  to  all 
college  students  majoring  in  education,  to 
school  teachers,  health  educators,  nurses, 
and  social  workers.  It  impresses  upon  the 
reader  very  forcefully  that  school  health 
services  help  to  protect  and  improve  the 
health  of  children  through  regular  medi- 
cal examination  by  the  family  physician. 
Such  services  radiate  from  the  classroom 
into  the  homes,  and  reach  parents,  physi- 
cians, dentists,  and  community  groups 
which  are  concerned  with  the  health  of 
children  and  work  toward  the  solution  of 
health  problems. 

A complete  index  adds  to  the  value  of 
the  book  as  a reference  guide  in  this  health 
education  field. 


CHILDREN  FOR  THE  CHILDLESS.  Edited 
by  Morris  Fishbein,  M.  D.,  Pp.  223.  Cloth. 
Price,  $2.95.  Garden  City,  N.  Y.  Doubleday 
and  Company,  Inc.,  1954. 

This  small  book  attempts  to  outline  the 
medical,  social,  scientific,  and  legal  facts 
of  fertility,  sterility,  heredity,  and  adop- 
tion. Aided  with  the  counsel  of  the  family 
physician,  it  is  a useful  source  of  informa- 
tion for  the  single,  married,  and  the 
childless  couples.  There  are  eight  contri- 
butions to  the  work. 

A bibliography  for  the  general  reader 
and  an  index  are  included. 
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BANTHINE 

▼ 


disappearance  of  type  U antral  cooiractions 


il  I Mi  ni  II  III  I II  Mil  I III  II  I 


disappearance  of  pain 


PAIN 


U minutes 


Effect  of  100  mg.  of  Banthine  administered  orally  on  antral  gastric  motility  and  duodenal  ulcer  pain.^ 

Hightower,  N.  C.,  Jr.,  and  Garnbill,  E.  E.:  Gastroenterology  23  : 244  (Feb.)  1953 


Banthine®  Reduces  Hypermotility  and 
Hyperacidity  in  Peptic  Ulcer 


A recent  evaluation  of  anticholin- 
ergic therapy  in  peptic  ulcer  em- 
phasizes the  fact  that  now  the  pro- 
fession has  at  its  disposal  agents 
that  are  ''effective  in  reducing  both 
secretory  and  motor  activity  of  the 
stomach.’’’’ 

The  effect  on  motor  activity  is 
generally  more  pronounced  and 
less  variable  than  on  secretion; 
pain  relief  is  usually  prompt;  a 
high  degree  of  effectiveness  is  noted 
in  ambulatory  ulcer  patients. 

Ruffin,  J.  M.;  Texter,  E.  C.,  Jr.;  Carter,  D.  D., 
and  Baylin,  G.  J.:  J.A.M.A.  153.//59  (Nov. 
28)  1953. 


With  its  proved  anticholinergic  effectiveness,  Banthine 
has  been  found  extremely  useful  in  the  medical  man- 
agement of  active  peptic  ulcer,  whether  duodenal, 
gastric  or  marginal. 

The  immediate  increase  in  subjective  well-being 
and  the  simplicity  of  the  Banthine  regimen  assures 
patient  cooperation.  The  recommended  initial  ther- 
apeutic dose  is  50  or  100  mg.  (one  or  two  tablets) 
every  six  hours  around  the  clock,  with  subsequent 
individual  adjustment.  The  usual  measures  of  diet 
regulation,  rest  and  relaxation  should  he  followed. 

Banthine  is  effective  in  other  conditions  caused  by 
excess  parasympathetic  stimulation.  These  include 
hypertrophic  gastritis,  acute  and  chronic  pancreatitis, 
biliary  dyskinesia  and  hyperhidrosis.  Banthine  is 
contraindicated  in  the  presence  of  glaucoma  and 
should  be  used  with  caution  in  the  presence  of  severe 
cardiac  disease  or  prostatic  hypertrophy. 

Banthine®  bromide  (brand  of  methantheline  bro- 
mide) is  supplied  in  scored  tablets  of  50  mg.  and  in 
ampuls  of  50  mg.  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical 
Association.  G.  D.  Searle  & Co.,  Research  in  the 
Service  of  Medicine. 
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who  have 
dermatitis 
'/  the  scalp 


OR  the  scalp-scratchers,  shoulder- 
brushers  and  comb-clutterers,  there’s  wel- 
come relief  with  Selsun  Sulfide  Suspension. 

Published  reports  on  more  than  400 
cases’"^  show  that  Selsun  completely  con- 
trols seborrheic  dermatitis  in  81  to  87  per- 
cent of  all  cases,  and  in  92  to  95  percent  of 
common  dandruff  cases.  It  keeps  the  scalp 
free  of  scales  for  one  to  four  weeks  — re- 
lieves itching  and  burning  after  only  two 
or  three  applications. 

Selsun  is  remarkably  simple  to  use.  Your 
patients  apply  it  and  rinse  it  out  while 
washing  the  hair.  It  takes  little  time.  No 
complicated  procedures  or  messy  oint- 
ments. Ethically  advertised  and  dispensed 
only  on  prescription.  In  4-fluidounce 
bottles  with  complete 
directions  on  the  label. 


(XljCrott 


® 


SELSU 

SULFIDE  Suspension 


(SELENIUM  SULFIDE,  ABBOTT) 


I.  Slepyan,  A.  H.  (1952),  Arch.  Dermat.  & Syph.,  65:228, 
February.  2.  Slinger,  W.  N.  and  Hubbord,  D.  M. 
(1951),  ibid.,  64:41,  July.  3.  Sauer,  G.  C.  (1952), 

J.  Missouri  M.  A.,  49:911,  November. 
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ICE  CREAM 


IT'S  OQJ 


^VEST  CHESTER,  PA. 


• A recognized  private  psychiatric  hos- 
pital for  the  treatment  of  all  nervous  and 
mental  illness,  including  alcoholism  and 
senility.  Complete  facilities  for  electro- 
shock therapy,  insulin  therapj',  physio- 
theraphy,  hydrotherapy  and  a well  organ- 
ized program  of  occupational  and  social 
theraphy  under  a certified  therapist. 
Referring  physicians  may  retain  super- 


vision of  patients.  Located  on  a beautiful 
28-acre  tract  . . . buildings  are  well 
equipped  and  attractively  appointed. 
Capacity:  75  beds,  single  room  occupancy. 
Complete  information  upon  request. 

^pply — Superintendent 

DARLINGTON  SANITARIUM,  INC, 
WEST  CHESTER,  PENNSYLVANIA 

Telephone:  West  Chestei'  3120 
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PARKE 


^nstit  iftionai  pp iter 

Cyi  ^inc  ^ooeli 


COFFEE  TEAS 
SPICES  CANNED  FOODS 
FLAVORING  EXTRACTS 


L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 

7746  Dungan  Rd„  Philadelphia  11,  Penna. 


ECKERD'S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 

900  Orange  Street  Manor  Park 

WILMINGTON,  DELAWARE 


THOROUGHBRED  IN  ITS  FIELD 

Audivox,  successor  to  Western  Electric 
Hearing  Aid  Division,  brings  the  boon  of 
better  hearing  to  thousands. 

These  are  the  Audivox  Hearing  Aid  Deal- 
ers who  serve  you  in  Wilmington.  Audivox 
dealers  are  chosen  for  their  competence 
and  their  interest  in  your  patients'  hear- 
ing problems. 


SUCCESSOR  TO 


yVestern  E/ectric 


HEARING  AID  DIVISION 


m 

\j\le  maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

CAPPEAU’S 

Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  6-8537 
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thoroughbred 

Only  a long  and  celebrated  ancestry  can 
produce  a champion  racing  thoroughbred. 

Only  audivox  in  the  hearing  aid  field  can  trace  an  an- 
cestry that  includes  both  Western  Electric  and  Bell  Tel- 
elephone  Laboratories,  audivox  lineage  springs  from 
the  pioneer  experiments  of  Dr.  Alexander  Graham  Bell, 
which  were  furthered  by  the  development  of  the  hearing 
aid  at  Bell  Telephone  Laboratories,  and  in  turn,  brought 
to  fruition  by  Western  Electric  and  audivox  engineers. 

Distinctly  a thoroughbred  in  its  field,  audivox  , suc- 
cessor to  Western  Electric  Hearing  Aid  Division,  brings 
the  boon  of  better  hearing,  and  its  enrichment  of  living, 
to  thousands.  With  the  magical  modern  transistor,  with 
scientific  hearing  measurement  and  scientific  instrument- 
fitting, serviced  by  a nationwide  network  of  professionally- 
skilled  dealers,  audivox  moves  forward  today  in  a 
proud  tradition. 


■ VOX 


Alexander 

Graham 

Bell 


Audivox  new  all*fransistor 
model  71  hearing  aid 


TO  THE  DOCTOR:  Send  your  patient  with  o hear- 
ing problem  to  a career  Audivox  and  Micronic 
dealer,  chosen  for  his  interest,  integrity  and  abil- 
ity. There  is  such  an  Audivox  dealer  in  every 
major  city  from  coast  to  coast. 


Successor  lo  £ItCtriC  Hearing  Aid  Division 

123  V/orcester  St.,  Poston,  Mass. 

The  Thoroughbred  Hearing  Aid 
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your  patients  appreciate 


(and  you  will,  too) 

AIR-CONDITIONING 


Room  Air-Conditioners 
Package  Units 


Mosf  patients  appreciate  the  thoughtfulness 
of  the  doctor  who  air  conditions  his  offices. 
You,  too,  will  enjoy  working  in  the  comfort 
of  an  office  which  is  quietly,  dependably, 
cooled  on  even  the  hottest  summer  day. 


Worthington  Package  Units 
ideal  for 

air  conditioning  offices, 
apartments,  the  entire  home 


Worthington  air  conditioning  equipment  is  attractive,  versatile  . . . 
economical. 


Units  cool,  dehumidify,  clean,  circulate  and  ventilate.  Winter  heating  coil 
available  if  desired.  Minimum  power  and  water  consumptions;  precision 
manufacture  insures  long  life,  low  maintenance. 

Thousands  of  homes,  commercial  establishments,  and  professional  people 
are  now  enjoying  Worthington  air  conditioning.  Immediate  installation. 
Investigate  today. 

Phone  7201 

air  conditioning  department 


Diamond  Ice  & Coal  Co. 

Vandever  Avenue  & Jessup  Street 
Wilmington,  Delaware 


MORE  THAN  FORTY  YEARS  EXPERIENCE  IN  THE  REFRIGERATION  FIELD 
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cOfJAf. 


Phone:  LA  4-7695 


• Collected  for 
members 
of  the 
STATE 
MEDICAL 
SOCIETY 
230  W.  41  St  ST. 
NEW  YORK 


FRAIMS  DAIRIES 

Qiiaiiti^  2^airi^  f^roJucts 

^ince  1900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Delaware  Phone  6-822S 


JL 


OLver6 


Geo.  Carson  Boyd 


at  2/6  1/iJeit  lOtli  Street 

Phone;  4388 


JOHN  G.  MERKEL 
& SONS 


f^lt  ipiciani  — ..JJ^oipita  {■ — 
odaLoraton^ — invalid  ^uppfiei 


PHONE  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  341 1 


A Store  for  . . . 


Q.Ju,f  WinU  %n. 

WL  DUi  Co. 


onicions 


LEIBOWITZ^S 

224-226  MARKET  STREET 
Wilmington,  Delaware 
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Something  NEW 
i$  Cooking 


M0K£  rnuma  now  amimbu 


HOW  THESE  AMOUNTS 
WOULD  HELP  IN  PAYING  ESTATE  TAXES  IN 
CASE  YOU  ARE  ACCIDENTALLY' KILLED  , 


ALSO 

E^CH 

either 


these  , 

rOTAL  O'SABWM 

, ENT  or  SICKNESS 


SPECIFIC  BENEFITS  also  for  loss  of  sight. 

LIMB  OR  LIMBS  FROM  ACCIDENTAL  INJURY 

HOSPITAL  INSURANCE  also  for  cur  Members 
and  tbeir  Families 


$4,000,000  Assets 
$20,000,000  Claims  Paid 

52  Years  Old 

Physicians  Casualty  & Health  Ass'ns. 

Omaha  2.  Nebraska 


BUTTERMILK 

Look  for  the  Sealtest  trademark 
and  the  orange  tile  pattern 


Old-fashioned 

taste 


Old-fashioned 

goodness 
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Physicians'  and  Surgeons' 

PROFESSIONAL 
Liability  Insurance 

Provides  Complete  Malpractice  Pro- 
tection, Avoids  Unpleasant  Situations 
By  Immediate  Thorough  Investigation 
And  Saves  You  The  High  Costs  Of 
Litigation. 

The  Only  Plan  Which  Is  Officially  Spon- 
sored By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 
Phone  Wilmington  8-6471 

If  it’s  insurable  tve  can  insure  it 


As  publishers  of  the  Dela- 
ware State  Medical  Journal,  we 
wish  to  call  attention  also  to  our 
other  printing  services  in  pro- 
ducing: 

Letterheads  and  business 
stationery 

Booklets  and  brochures 

House  organs  and  school 
publications 

Newspapers  and  tabloids 
in  black  and  color. 

One-time  carbon  office 
forms. 

Ruled  accounting  sheets 
Announcements 

In  Short:  All  types  of  commercial  printing 

STAR  PUBLISHING  COMPANY 

South  Justison  Street 
Wilmington  99,  Delaware 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

I 61380  4 

6-1380  is  Brittingham's  unlisted  telephone  num- 
ber for  the  use  of  doctors  only  ....  Phone  your 
prescriptions  to  us  and  we  will  deliver  them  by 
fast  motorcycle  to  any  point  in  the  city  or  sub- 
urbs. . . . No  charge,  of  course! 


BRITTINGHAM'S 

PHARMACY 

DELAWARE  TRUST  BUILDING 
EDGEMOOR 


MEDICAL  ARTS  BUILDING 
FAIRFAX  SHOPPES 


I )i:la\v.\iu:  Statk  .Mkdicai.  .Ioukxai, 
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about 


INGREDIENTS  . . . 

WHEAT,  WHOLE  WHEAT  AND  FLAKED 
OR  ROLLED  WHEAT  FLOURS,  YEAST, 


MOLASSES,  SALT,  HONEY,  MALT,  CARAMEL, 
SESAME  SEED,  YEAST  FOOD,  WITH  AN 
ADDITION  OF  WHOLE  RYE,  OATMEAL, 
SOYA,  GLUTEN  AND  BARLEY  FLOURS,  PLUS 
DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP, 
LETTUCE,  PUMPKIN,  CABBAGE,  CELERY 
AND  PARSLEY.  CALCIUM  PROPIONATE 
ADDED  TO  RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 

Under  License  By  Nationol  Bakers  Services,  Inc.,  Chicago 


Enjoy  instant,  plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  hove  on  ample, 
reliable  supply  of  hot 
water!  With  on  Auto- 
matic Gas  Water  Heat- 
er in  your  Home,  you're 
sure  of  oil  the  hot  water 
you  wont,  when  you  wont 
it.  For  lightening  house- 
hold tasks,  bathing, 
cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


I£IAWARE  POWER  UIGHT  CO. 


7^ 


With  an  Automatic  Gas 

WATER  HEATER 
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accuracy  euery  time 


Cihiites 

BRAND 


for  detection  of  urine-sugar 


“Both  Clinitest  and  Benedict’s  qualitative  test  are 
completely  accurate  when  properly  performed.”' 


but 

..there  are  fewer 
sources  of  error  with 
Clinitest.”^ 


and 

“The  routine  Benedict 
test. ..is  seldom  well 
performed  because  of 
the  difficulties  of  accu- 
rate measurement  of 
reagent  and  urine  and 
because  of  the  practical 
difficulties  of  uniform 
heating;  the  much  sim- 
pler and  more  readily 
standardized  tablet  test 
is  to  be  preferred... ”2 


1.  Cook,  M.  H.;  Free,  A.  H.,  and  Giordano,  A.  S.:  Am.  J.  M.  Technol.  79:283,  1953, 

2. Gray,C.  H„  and  Millar,  H.  R.:  Brit.  M.  1.4524:1361  (June  20)  1953. 


Ames  Diagnostics-Adjuncts  in  clinical  management 


ELKHART,  INDIANA 


Ames  Company  o£  Canada,  Ltd.,  Toronto 


532S4 


AGE  MONTHS 


AMPLE  PROTEIN 

FOR 

OPTIMAL  GROWTH 


4 

Mean  height  and 
weight  curves  for  m 
babies  fed  Lactum  “i* 
compared  with  i 
Iowa  growth  stand-  □ 
ards^  5 


Lactum 

Standards^ 


0 1 234  56789  10  11  12 
AGE  MONTHS 


Essential  to  the  NEW  BASIC  CONCEPT  in  infant  feeding 


Accumulating  clinical  studies  are  convincing  evi- 
dence of  the  infant's  need  for  generous  amounts  of 
protein  for  optimal  tissue  and  motor  development. 

Lactum  supplies  16%  of  its  calories  as  protein, 
providing  an  ample  margin  of  safety  over  the  Recom- 
mended Daily  Allowance  for  infants.  A typical  24- 
hour  Lactum  feeding  for  a 10-pound  infant  provides 
20  Gm.  of  protein— 25%  more  than  the  National 
Research  Council's  Recommended  Daily  Allow- 
ance.* Babies  fed  Lactum®  consistently  show  out- 
standing height-weight  ratios  (see  charts). 

The  generous  amounts  of  natural  milk  protein  in 
Lactum  contribute  to  an  excellent  level  of  satiety. 
Infants  tend  to  have  better  dispositions  and  sleep 
well.  Night  feedings  usually  can  be  discontinued 
earlier. 


As  an  added  safety  factor,  Lactum  contains  suf- 
ficient added  carbohydrate  (Dextri-Maltose®)  to 
spare  protein  and  permit  efficient  fat  metabolism.’-^ 

The  natural  nutrients  of  the  whole  milk  in  Lactum 
are  not  manipulated  in  any  manner.  Nothing  is  sub- 
stituted. All  vitamins  and  minerals  are  retained  in 
optimal  amounts.  And  Lactum  formulas  supply 
twice  as  much  vitamin  Bg  as  breast  milk. 

Lactum  feedings  are  easy  to  prepare.  One  part  of 
Liquid  Lactum  to  1 part  of  water,  or  1 level  meas- 
ureof  Powdered  Lactum  to2  ounces  of  water,  makes 
a formula  supplying  20  calories  per  fluid  ounce. 

(1)  Jeans,  P.  C.:  In  A.M.A.  Handbook  of  Nutrition,  Ed.  2,  Philadelphia,  Blakiston, 
1951,  p.  275.  (2)  Albanese,  A.  A.;  Pediat.  8:  455,  1951.(3)  Holt,  L.  E.,  Jr.,  and  Mc- 
Intosh. R-i  In  Holt  Pediatrics,  Ed.  12,  New  York.  Appleton-Century-Crofts,  Inc., 
1953,  pp.  175-178.  (4)  Frost,  I.  H..  and  Jackson.  R.  L.:  J.  Pediat.  39:  585,  1951.  (5) 
Jackson,  R.  L..  and  Kelfy,  H.  G.;  J.  Pediat.  27:  215,  1945. 

*Calculaied  on  the  basis  of  a daily  allowance  of  3.5  Gm.  per  Kg. 


LIQUID 


POWDERED 


Lactum 

nutritionally  sound  formula  for  infants 


MEAD  JOHNSON  & COMPANY  • EVANSVI LLE,  I NDIANA,  U.S.  A. 
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SLEEP  THAT  MAKES  THE  DARKNESS  BRIEF 

Seconal  Sodium 


(Secobarbital  Sodium.  Lilly) 


rapid  action,  short  duration  — patient  awakens  refreshed 


In  1/2,  3/4,  and  1 1/2-grain  pulvules 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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[}{]ow  many  of 
need  a 


these  people 
doctor? 


AU  of  them! 

Mo.sl  of  are  feeling  fine  and  uanl  to  stay  lhal 
uay.  And  that's  exactly  why  they  tn*ed  a doctor, 
for  the  surest  way  to  5/ay  healthy  is  to  get  in  the 
habit  of  consulting  a doctor  regularly. 

A prompt  report  to  your  doctor  of  any  real  change 
in  your  pinsical  condition  may  allow  him  to  halt 
a disease  before  it  i)ecomes  scri<nis.  A regular  niedi* 
cal  check-up  ma)  dele<  t some  illness  before  you  are 
aware  of  it. 

C«P7richt  1951— I’lrkc.  Pi>u  4t  Comptnj 


And  in  treating  and  consulting  with  you  through 
the  years,  your  doctor  buihls  5aluable  records  on 
your  plivsical  assets  and  liabilities.  He  gets  to  know 
your  emotional  make-up.  Ho  can  do  more  for  you 
when  he  has  an  intimate  understanding  of  you 
as  a person. 

Ihrough  your  doctor  you  can  take  advantage  of 
the  vast  resources  of  medical  science  and  recent 
advances  in  treatment  of  many  comiitiuns. 

Perhaps,  at  the  moment,  you  don't  have  a family 


physician.  If  not,  start  making  inquiries  noM; — 
don't  wait  for  an  emergency  to  force  you  into  a 
hantic  search  for  a doctor. 

^’ou  may  wish  to  consider  several  doctors 
before  you  j)itk  the  one  who  is  “right"  for  you 
Once  von  have  made  your  selection,  give  him 
your  complete  confidence,  as  you  would  any  other 
lru>led  memlxT  of  your  family  circle.  Hemember, 
your  <lm  tor  is  the  best  “'preventive  medicine"  your 
faniily  can  have. 


PARKE,  DAVIS  A COMPANY 

RMtirch  and  Manufacturing  Laboratories  Detroit  32,  Michigan 


One  of  a series  of  messages  on  the  imfiortance 
of  prompt  ami  proper  •iinulical  care,  puhlishril  by 
Parke,  Daiis  & C'om/>an)—makrr»  vf  medicines  prescribed  by 
physicians  and  dispensed  by  phurniaeisis. 


ioi)le  need,  a doctor  ? 


/e’re  telling  the  millions  of  readers  of  LIFE,  TIME, 


Saturday  Evening  POST,  NEWSWEEK,  and  TODAY’S  HEALTH 


-SIl  of  them!" 


lessage  shown  on  the  opposite  page  is  the 
advertisement  in  Parke,  Davis  & Com- 
; “See  Your  Doctor”  campaign  which  has 
continuously  published  for  the  past  26 

believe  it  a part  of  our  responsibility  as  a 
• of  medicines  to  point  out  to  the  general 
: that  the  doctor  is  the  best  “preventive 
ine”  a family  can  have. 

be  of  real  service  to  the  cause  of  Medicine, 
messages  must  not  only  be  given  wide 
ation  but  must  be  the  type  that  people 
ind  interesting  and  readable.  So  we  try 


hard  to  make  the  general  subject  of  prompt  and 
proper  medical  care  “come  alive”  to  the  man  on 
the  street,  the  woman  in  the  home. 

Seven  of  these  messages  are  reprinted  in  the 
booklet,  “Your  Doctor  and  You.”  If  you  wish  a 
few  copies  for  your  reception  room  table,  please 
let  us  know. 


PARKE,  DAVIS  & COMPANY 


Research  and  Manufacturing  Laboratories,  Detroit,  Michigan 
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promotes  aeration  . . . encourages  drainage 


0.25%  Solution  (plain  and 
aromatic) 

0.5%  Solution;  0.25% 
Spray  (unbreakable  plastic 
squeeze  bottle) 

1 % Solution 

0. 5%  water  soluble  Jelly 

1.  Van  Alyea,  O.  E.«  and  Don* 
nelly,  Allen:  Arch.  Ofotaryng., 
49:234,  Feb.,  1949. 


A few  drops  of  Neo-Synephrine  0.25%  in  each  nostril  will  promptly 
check  mucosal  engorgement  and  hypersecretion,  promoting  greater 
breathing  comfort  over  a period  of  several  hours. 

The  resultant  relief  to  the  hay  fever  sufferer  is  decidedly 
gratifying.  Prolonged  action  of  Neo-Synephrine  makes  fewer 
applications  necessary,  consequently  longer  periods  of  rest  and 
sleep  are  possible. 

Neo-Synephrine  does  not  lose  its  effectiveness  on  repeated  application 
and  may,  therefore,  be  relied  upon  to  give  relief  throughout  the 
hay  fever  season. 

Neo-Synephrine  is  practically  free  from  sting  and  compensatory 
congestion;  does  not  appreciably  inhibit  ciliary  activity. 
Neo-Synephrine  has  been  found  relatively  free  from  systemic 
side  effects  such  as  nervous  excitation,  cardiac  reaction 
or  insomnia  even  when  tested  on  hypertensive, 
cardiac  and  hyperthyroid  patients.* 


NEW  YORK  18,  N.  Y.  WINDSOR,  ONT. 


Nee-Syncphrine,  frodemork  reg.  U.S.  Pot.  Off.,  brand  of  phenylephrine. 
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“These  tablets 
keep  the  swelling  down 


all  day  long.” 


NEOHYDRIN 

BRAND  OF  CH LO R M E RO D R I N 

NORMAL  OUTPUT  OF  SODIUM  AND  WATER 


Individualized  daily  dosage  of  NEOHYDRIN  — 1 to  6 tablets  a day  as  needed  — 
prevents  the  recurrent  daily  sodium  and  water  reaccumulation  which  may  occur 
with  single-dose  diuretics.  Arbitrary  limitation  of  dosage  or  rest  periods  to 
forestall  refractivity  are  unnecessary.  Therapy  with  NEOHYDRIN  need  never 
be  interrupted  or  delayed  for  therapeutic  reasons.  Because  it  curbs  sodium 
retention  by  inhibiting  succinic  dehydrogenase  in  the  kidney  only,  NEOHYDRIN 
does  not  cause  ^^P^^^^side  actions  due  to  widespread  enzyme  inhibition 
in  other  organs. 

Prescribe  NEOHYDRIN  in  bottles  of  50  tablets. 

There  are  18.3  mg.  of  3-chloromercuri-2-methoxy- 
propylurea  in  each  tablet. 


Leadership  in  diuretic  research 
LAKESIDE  LABORATORIES,  INC 


MILWAUKEE  1,  WISCONSIN 


Delaw ARi:  State  ^Iedicai-  Jolkxal 
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LONG  BEFORE  HOT  FLUSHES  APPEAR  . . . 


Patients  presenting  such  classic  menopausal  symptoms  as  hot  flushes  cause  little 
diagnostic  difficulty.  However,  throughout  the  period  of  declining  ovarian  function 
which  may  begin  long  before  hot  flushes  appear,  many  women  complain  of  distressing 
symptoms  which  though  less  clearly  defined  are  actually  due  to  estrogen  deficiency. 
For  example.  Insomnia,  headache,  easy  fatigability,  and  symptoms  affecting  the 
bones,  joints,  and  the  skin  may  not  be  readily  identified  as  due  to  estrogen  deficiency 
because  they  may  occur  years  before,  or  even  years  after  cessation  of  menstruation. 

Investigators’’*  have  found  that  as  the  body  attempts  to  adjust  itself  to  declin- 
ing estrogen  production,  a number  of  symptoms  may  appear  which  call  for  the  prompt 
institution  of  estrogen  replacement  therapy.  These  symptoms  may  be  nervous,  cir- 
culatory, arthralgic,  or  dermatologic  in  character  because  the  loss  of  ovarian  hormone 
“withdraws  one  of  the  most  important  metabolic  regulators  of  the  organism”’  and 
affects  many  body  functions.  If  such  metabolic  imbalance  or  deficiency  is  evidenced, 
the  administration  of  estrogen  is  clearly  indicated. 

“PREMARIN”  presents  the  complete  equine  estrogen-complex  as  it  naturally 
occurs.  “Premarin”  not  only  produces  prompt  symptomatic  relief,  but  it  also  imparts 
a gratifying  and  distinctive  “sense  of  well-being.”  It  has  no  odor  . . . imparts  no 
odor. 


PREMARIN 


"''*<£0ICAL 


Estrogenic  substances  ( '-jcater-soluhle) , also  knovcn  as  conjugated  estrogens  ( equine). 
. 1 readable  in  both  tablet  and  liquid  form. 


1.  Werner,  .A. ; Acta  endocrinol.  7J.-8T,  19'>. 

2.  MaMeson,  J. ; Lancet  2;  1 58  ( Julv  25  ) 19^ 

3.  Goldzieher,  M.  A.,  and  Ccldziehtr,  J.  ^V.  Endocrine  Treatment  in  General  Practice,  New  York,  Springer  Publishing  Company,  Inc.,  1 95  3,  p.  2 3. 
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DOCTOR,  WHEN  YOUR  PATIENTS  ASK 


Cigarette 

Choose?” 


• • 


. . . REMEMBER  THAT  NEW  VICEROY  GIVES  SMOKERS 

DOUBLE  THE  FILTERING  ACTION! 


1 


NEW  AMAZING  FILTER  OF  ESTRON  MATERIAL 


This  new-type  filter,  of  non-mineral,  cellulose- 
acetate,  Estron  material,  exclusive  with  Viceroy  Ciga- 
rettes, represents  the  latest  development  in  20  years 
of  Brown  & Williamson  hlter  research.  Each  filter  con- 
tains 20,000  tiny  filter  elements  that  give  efficient  filter- 
ing action;  yet  smoke  is  drawn  through  easily,  and  flavor 
is  not  affected. 


2 PLUS  KING-SIZE  LENGTH 

• The  smoke  is  also  filtered  through  Viceroy’s  extri 
length  of  rich,  costly  tobaccos.  Thus  Viceroy  actually 
gives  smokers  double  the  filtering  action  ...  to  double 
the  pleasure  and  contentment  of  tobacco  at  its  best’ 


ONLY  A PENNY  OR  TWO  MORE 
THAN  CIGARETTES  WITHOUT  FILTERS 


New  King-Size 
Filter  Tip  yiCEROY 

OUTSELLS  ALL  OTHER  FILTER  TIP  CIGARETTES  COMBINED 


VlS^EROy 


S/^f 


l^john 


long-acting 
androgen » 


IraJeinaik 


>o-Testosterone 

Kfg.  U.S.  Pat.  Off.  CYCLOPENTYLPROPIONATE 


Kach  cc.  contains: 

Testosterone  Cyclopentylpropionate 

50  mg.  or  100  mg. 

(ihlorobutanol 5 mg. 

Cottonseed  Oil q.s. 

50  mg.  per  cc.  available  in  10  cc.  vials 

100  mg.  per  cc.  available  in  1 cc.  and 
10  cc.  vials 


The  Upjohn  Companj,  Kalamazoo,  Michigan 


for  most  menopausal  patients 


E FFECTI VE 

‘...very  successful  in  the  relief  of  symptoms 


WELL  TOLERATED 

. . effective  maintenance  dose  is  0.05  mg.  or  less  daily . . 

. . . side  effects  are  minimal. 


ECONOMICAL 

jvell  U'ithin  the  range  of  the  average  patient. 


1.  Parsons,  L.,  and  Tenney,  B.,  Jr. ; 
M.  Clin.  North  America  34:1537. 
1950. 

2.  Greenblalt,  R.  B. : J.  Clin.  En- 
docrinol. & Melab.  73:828,  1953. 


Estinyl®  (brand  of  ethinyl 
estradiol)  Tablets:  0.02  and 
0.05  mg. 


ESTINYL 


, ■i'# 


Medical  history  is  being  written  today 


fCG.  O.S.  OFF. 


Hydrochloride 
Tetracycline  HCl  Lederle 


The  introduction  and  rapid  widespread  adoption  of 
Achromycin  has  opened  a new  chapter  in  the 
history  of  broad-spectrum  antibiotics. 

Achromycin  fulfills  the  requirements  of  the  ideal 
antibiotic  in  virtually  every  respect  . . . wide-range 
antimicrobial  activity,  in  vivo  stability,  tissue  pene- 
tration, minimal  toxicity. 

Achromycin  is  truly  a broad-spectrum  weapon, 
effective  against  Gram-positive  and  Gram-negative 


bacteria,  as  well  as  certain  mixed  infections. 

Achromycin  is  more  stable  and  produces 
fewer  side  effects  than  certain  other  broad- 
spectrum  antibiotics. 

Achromycin  provides  prompt  diffusion  in  body 
tissues  and  fluids. 

Achromycin  is  destined  to  play  a major  role  among 
the  great  therapeutic  agents. 


LEDERLE  LABORATORIES  DIVISION  American G^atuuniJ  COMPANY  PEARL  RIVER,  NEW  YORK 


• • • 


almost  this  quick 


starts  to  dissolve 


NEW 


NEW 


NEW 


filrntab*  ■■■fo'’  faster  drug  absorption 

Now,  there's  no  delayed  action  from  an  enteric  coating.  The 
new  tissue-thin  Filmtah  coating  (marketed  only  by  Abbott ) 
starts  to  disintegrate  within  30  seconds  after  your  patient 
swallows  it— makes  the  antibiotic  available  for  immediate 
absorption. 

filrntab'  •■•for  earlier  blood  levels 

Because  of  the  swift  absorption,  your  patient  gets  high 
blood  levels  of  Erythrocin  (Erythromycin  Stearate, 
x\bbott ) in  less  than  2 instead  of  4-6  hours  as  before. 

Peak  concentration  is  reached  within  4 hours,  with  signifi- 
cant concentrations  lasting  for  8 hours. 

filnital)  ...for  your  patients 


It’s  easy  on  them.  Compared  with  most  other  widely-used 
antibiotics,  Filmtah  Erythrocin  is  less  likely  to  alter  normal 
intestinal  flora.  Prescribe  Filmtah  Erythrocin  for  all  sus- 
ceptible coccic  infections— especially  when  the  organism 
is  resistant  to  other  antibiotics.  Bottles 
of  25  and  100  (100  and  200  mg.). 


(lIMjott 


*TM/or  Abbott's  film  sealed  tablets,  pat.  applied  for 


408I7> 


\l\ 
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for  sustained 
contraction  of  the 
postpartum  uterus 

‘Ergotrate 

Maleate’ 

(Ergonovine  Maleate.  U.S.P.,  Lilly) 

helps  prevent  hemorrhage, 
lessens  risk  of  infection 


IN  0.2-MG.  (1/320-GRAIN)  TABLETS 

DOSE:  1 or  2 tablets  three  to  four  times  a day  until 
the  fourteenth  day  following  delivery. 

IN  l-CC.  AMPOULES  CONTAINING  0.2  MG.  (1/320  GRAIN) 
DOSE:  0.2  to  0.4  mg.  (1  to  2 cc.). 


i 


Bll  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA, 


U . S . A . 
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MENTAL  HEALTH  TRAINING  AND 
RESEARCH  IN  THE  SOUTHERN  REGION 

M.  A.  Tarumianz,  M.  D.,* 
Farnhurst,  Del. 

Although  significant  progress  has  been 
achieved  in  recent  years  in  the  methods 
of  treatment  of  mental  diseases  and  in  the 
provision  of  facilities  for  the  care  of  pa- 
tients with  mental  disorders  and  incapaci- 
tating neuroses,  the  problem  is  staggering- 
in  terms  of  the  toll  in  human  and  material 
resources.  Studies'  have  shown  that  al- 
most 50%  of  the  hospital  beds  in  the 
United  States  are  for  mentally  ill  patients. 
In  1951  the  daily  census  of  patient  load 
in  mental  hospitals  was  697,521,  and  dur- 
ing that  year  more  than  900,000  patients 
with  mental  disorders  were  treated.  One 
aspect  of  the  problem  is  the  increase  in 
the  number  of  persons  60  years  and  older 
who  are  being  admitted  to  state  mental 
hospitals.  Since  1939  the  number  of 
“elder  citizens”  has  increased  25%,  but 
the  number  of  patients  of  this  age  group 
now  in  mental  hospitals  has  increased 
58%.  Of  all  the  first  admissions  in  state 
mental  hospitals  approximately  34%  are 
persons  in  the  older  age  bracket.  In 
1952  over  one  billion  dollars  of  public 
funds  were  expended  in  the  care  and  treat- 
ment of  the  mentally  ill,  $2,900,000  per 
day. 

The  mental  health  problem  of  the  coun- 
try is  even  more  grave  when  the  short 
supply  of  trained  psychiatric  personnel 
is  considered.  The  enormous  need  for 
psychiatrists  is  probably  the  most  critical 
handicap  faced  by  persons  and  agencies 
interested  in  improving  the  national  men- 
tal health  program.  The  American  Psy- 
chiatric Association  standard  for  the  staf- 

•Superintendent  of  Delaware  State  Hospital  and  Governor 
Bacon  Health  Center;  Chairman,  Governor’s  Committee  on 
Mental  Health  Training  and  Research  in  Delaware. 

lEndlcott,  K.  M.,  and  Allen,  E.  M.:  “The  Growth  of 

Medical  Research,  1941-53  and  the  Role  of  Public  Health 
Service  Grants,”  Science,  118:  337-343,  1953. 


fing  of  mental  hospitals  is  one  physician 
for  each  30  patients  in  intensive  treatment, 
and  one  for  each  150  patients  in  continued 
treatment.  Using  this  standard,  the  state 
of  Texas  estimated  that  230  psychiatrists 
are  needed  immediately  to  staff  its  state 
hospital  system.  At  present  40  psychia- 
trists are  employed  in  the  Texas  state 
hospital  system.-  The  need  for  clinical 
psychologists,  psychiatric  social  workers, 
and  psychiatric  nurses  is  not  much  less 
than  that  for  psychiatrists. 

The  Texas  need  is  duplicated  propor- 
tionately in  state  after  state.  Even  in 
Delaware,  with  its  population  of  about 
350,000,  the  mental  health  institutions 
are  considerably  understaffed.  Statistics 
such  as  these  have  pointed  up  two  in- 
contravertible  facts,  viz.  (1)  that  there 
must  be  increased  and  intensive  research 
to  discover  new  ways  of  preventing  mental 
disorders  and  of  treating  and  rehabili- 
tating mentally  ill  patients;  (2)  that  a 
greatly  increased  program  of  training- 
psychiatric  personnel  must  be  developed 
to  make  use  of  the  techniques  for  preven- 
tion and  treatment  which  research  brings 
forth. 

The  problem  of  the  increase  in  mental 
patients  and  the  lack  of  trained  personnel 
to  treat  them  has  been  reflected  in  requests 
to  state  legislatures  for  increased  appropri- 
ations for  construction  of  facilities  to 
relieve  the  overcrowding  and  for  higher 
salaries  as  one  means  of  attracting-  and 
maintaining  well-qualified  professional  per- 
sonnel. The  Governors  of  the  16  southern 
states,  Alabama,  Arkansas,  Delaware. 
Florida,  Georgia,  Kentucky,  Louisiana. 
Maryland,  Mississippi,  North  Carolina. 
Oklahoma,  South  Carolina,  Tennessee. 
Texas,  Virginia,  West  Virginia,  meeting  in 
conference  at  Hot  Springs,  Virginia,  in 

IjTexas  Reports  on  Mental  Health  Training  and  Research. 
1£54. 
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Xovember,  1953,  had  this  mattei’  as  a 
major  item  on  their  agenda.  On  Novem- 
ber 4.  1953,  these  governors  passed  a 
resolution  asking  the  Southern  Regional 
Education  Board  to  conduct  an  immediate 
survey  of  the  facilities  and  personnel  in 
the  southern  states  for  the  training  of 
psychiatric  personnel  and  for  research ; 
that  the  individual  states  make  official 
surveys  of  their  training  and  research 
resources,  considering  especially  their 
needs  in  personnel  and  facilities  to  raise 
the  mental  institutions  in  each  state  to 
the  level  of  residency  or  affiliate  accredita- 
tion; and  that  the  results  of  the  state  sur- 
veys be  presented  to  the  1954  regional 
mental  health  conference,  and  that  the 
Southern  Regional  Education  Board  re- 
port to  the  1954  Southern  Governors’ 
C’onference  the  results  of  its  action  and 
any  action  taken. 

The  Southern  Regional  Education  Board 
obtained  a grant  of  $51,300  from  the 
National  Institute  of  Mental  Health  to 
finance  the  project  in  part.'^  An  additional 
$2,000  was  provided  to  help  finance  the 
survey  of  state  resources  for  training 
and  research  in  mental  health.  Dr.  Nicho- 
las Hobbs,  Chairman  of  the  Division  of 
Human  Development  and  Guidance,  George 
Peabody  College  for  Teachers,  Nashville, 
Tennessee,  was  appointed  director  of  the 
project,  and  the  project  office  has  been 
established  at  the  Joint  University  Li- 
braries, Nashville,  Tennessee.  The  Com- 
mission on  Mental  Health  Training  and 
Research,  comprising  a group  of  distin- 
guished professional  and  governmental 
persons,  was  organized  and  held  its  first 
meeting  on  January  15-16,  1954  at  which 
time  the  Honorable  Frank  Clement,  Gov- 
ernor of  Tennessee,  was  elected  chairman. 
A meeting  was  then  held  on  February  1-2, 
1954,  in  Nashville,  Tennessee,  of  about 
60  mental  health  officials  and  university 
representatives  who  had  been  appointed 
by  their  Governors.  At  this  meeting 
procedures  to  be  used  in  the  project  were 
defined. 

The  objective  of  the  project  as  stated 
by  the  Commission  on  Mental  Health  and 

estate  Government,  April.  1954,  published  by  the  Council 
of  State  Governments,  Chicago,  Illinois. 


Research  is  “to  strengthen  programs  of 
mental  health  through  increasing  the 
number  and  quality  of  personnel  and  the 
scope  and  quality  of  research  which  con- 
tribute to  the  solution  of  mental  health 
problems.”  The  project  is  concentrated 
principally  on  training  and  research  in 
psychiatry,  clinical  psychology,  psychi- 
atric social  work,  and  psychiatric  nursing, 
and  will  survey  research  in  behavioral 
and  biological  sciences  related  to  mental 
health.  Statements  will  also  be  prepared 
on  problems  of  training  and  research  in 
occupations  and  professions  related  to 
mental  health  such  as  medicine,  the  clergy, 
teaching,  school  administration,  law. 

His  Excellency,  J.  Caleb  Boggs,  Gov- 
ernor of  Delaware,  appointed  iM.  A.  Tarum- 
ianz,  M.  D.  Chairman  of  the  committee  for 
this  state  and  named  to  this  committee 
66  other  persons  representing  a variety 
of  institutions,  agencies  and  groups  in  the 
state  concerned  with  mental  health.  At 
its  first  meeting  on  May  18,  1954,  the 
Governor’s  Committee  appointed  a Work- 
ing Committee  of  20  under  the  chairman- 
ship of  M.  A.  Tarumianz,  M.  D. 

The  project  staff  had  prepared  sched- 
ules for  use  in  surveying  the  resources 
for  training  and  research  in  mental  health 
in  the  various  states.  The  Delaware  Com- 
mittee circulated  schedules  of  the  follow- 
ing types  to  19  persons: 

(a)  Schedule  for  Mental  Health  Insti- 
tutions and  Agencies  8 

(b)  Schedule  for  University  Depart- 

ment doing  Basic  Research  in  Men- 
tal Health — Part  1 — Schedule  for 
Dean  of  Graduate  School  1 

(c)  Part  II — Schedule  for  University 
Departments  concerned  with  Research 

on  Mental  Illness  or  Mental  Health  3 

(d)  Schedule  for  Departments  of  Psy- 
chology 1 

(e)  Schedule  for  Individual  Investi- 
gators 6 

The  response  to  the  questionnaires  was 

100%. 

The  survey  showed  the  following  per- 
sonnel available  in  mental  health  institu- 
tions: 

19  Psychiatrists — (15  full  time  and  4 
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part  time),  of  whom  9 are  Diplo- 
mates  of  the  American  Board  of 
Neurology  and  Psychiatry,  and  6 are 
eligible  for  membership. 

9 Clinical  Psychologists — (8  full  time, 
1 on  leave  for  study) , of  whom  2 are 
Diploniates  of  the  American  Board 
of  Examiners  of  the  American  Psy- 
chological Association,  and  1 eligible 
for  membership. 

8 Professors  of  Psychology — (7  full 
time  and  1 part  time),  all  of  whom 
have  the  Ph.D.  degree,  1 being  a 
Diplomate  of  the  American  Psy- 
chological Association. 

3 Professors  of  Sociology — 2 with  the 
Ph.D.  degree,  1 with  the  M.  A.  de- 
gree. 

12  Psychiatric  Social  Workers — (10  full 
time,  2 part  time),  of  whom  5 are 
members  of  the  American  Associa- 
tion of  Psychiatric  Social  Workers. 

52  Psychiatric  Nurses — (49  full  time,  3 
part  time) , of  whom  2 have  the  M.  S. 
degree,  2 the  B.  S.  in  Nursing  Edu- 
cation degree. 

In  order  to  strengthen  and  extend  a 
program  of  training  and  research  in  men- 
tal health  in  Delaware  the  following  per- 
sonnel are  needed: 

10  Psychiatrists,  including  1 Child  Psy- 
chiatrist 

4 Clinical  Psychologists 

10  Psychologists 

1 Psychometrist 

2 Assistant  Professors  of  general,  ex- 
perimental, and  clinical  psychology, 

10  Psychiatric  Social  Workers 

19  Psychiatric  Nurses,  including  1 nurse 
education  coordinator  and  4 instruc- 
tors. 

The  addition  of  the  needed  staff  would 
make  possible  the  training  of  the  following 
number  of  students  in  Delaware:  (a)  11 
residents  in  psychiatry;  (b)  9 clinical  psy- 
chology interns;  (c)  9 psychiatric  social 
work  students ; (d)  84  psychiatric  nursing- 
students;  (e)  at  the  University  of  Del- 
aware, 6 additional  students  for  Master’s 
degrees,  6 for  the  Doctorate,  (all  areas), 
3 for  the  Doctorate  in  clinical  psychology 
only. 
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The  survey  of  the  resources  for  research 
related  to  mental  health  revealed  a full- 
time coordinator  of  research  employed  by 
one  institution,  16  research  projects  in 
progress;  one  institution  has  3,  one  has 
5,  one  has  7,  and  one  individual  investiga- 
tor has  1.  This  research  has  been  sup- 
ported by  the  regular  budgets  of  the 
Delaware  State  Hospital  and  Governor 
Bacon  Health  Center,  drugs  contributed 
by  Eli  Lilly  Co.,  the  U.  S.  Army  Medical 
Service — Office  of  the  Surgeon  General, 
Radio  Corporation  of  America — R.  C.  A. 
Victor,  University  of  Delaware  Faculty 
Committee  on  Research,  the  budget  of 
the  University  of  Delaware  Department 
of  Psychology,  the  U.  S.  Navy  for- 
merly.— now  personal  funds  of  an  indivi- 
dual investigator.  Participants  in  the  sur- 
vey indicated  lack  of  funds,  time,  and  per- 
sonnel as  major  tangible  obstacles  to 
research,  while  the  “climate”  for  research 
in  the  institutions  studied  is  generally 
favorable. 

The  representatives  of  the  state  com- 
mittee met  with  the  central  staff  of  the 
Project  in  Atlanta,  Georgia,  on  June  23. 
1954,  and  on  June  24  with  the  Commission 
on  Mental  Health  Training  and  Research. 
xAll  of  the  participating  states  but  Arkan- 
sas and  South  Carolina  were  represented 
and  presented  summaries  of  the  major  re- 
sources and  needs  in  mental  health  train- 
ing and  research  as  shown  by  the  sur- 
vey made  in  each  state.  These  reports 
indicated  that  these  16  states  are  serious- 
ly lacking  in  personnel  to  staff  their  in- 
stitutions for  training  according  to  the 
standards  of  the  evaluation  agencies  such 
as  the  American  Psychiatric  Association 
and  the  American  Psychological  Associ- 
ation, etc.,  that  no  state  had  specifically 
designated  funds  for  research  purposes 
in  mental  health,  and  that  those  states 
reporting  considerable  research  in  this 
area  in  progress  or  recently  completed 
were  those  with  several  medical  schools, 
and  or  universities  offering  the  Ph.D.  de- 
gree in  education,  psychology,  sociology, 
and  related  fields,  and  that  several  of 
the  southern  states  have  no  institutions 
lor  the  training  of  social  workers  or  for 
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training-  of  psychiatric  nurses  on  the  grad- 
uate level.  All  of  these  states  indicated 
the  need  for  funds  to  employ  additional 
personnel,  to  pay  higher  salaries  and  stip- 
ends in  order  to  recruit  and  maintain  in 
the  states  well-qualified  training  personnel 
and  students,  to  release  personnel  from 
teaching  and  service  responsibilities  in 
order  to  give  time  for  research,  and  to 
employ  research  directors  and  other  full- 
time research  personnel. 

In  the  meeting  with  the  Commission 
on  Mental  Health  Training  and  Research 
on  June  24th  the  state  representatives 
received  the  proposal  that  the  16  states 
of  the  Southern  Governors’  Conference 
establish  and  support  a Mental  Health 
Council  for  the  Southern  Region.  This 
proposal  was  the  outgrowth  of  recommen- 
dations of  thi-ee  special  technical  panels 
which  had  been  held  in  April  in  Atlanta, 
Georgia,  and  recommendations  from  sever- 
al states.  This  Regional  Council  would 
be  a central  research  institute  which  would 
stimulate  and  strengthen  state  programs 
of  research  and  the  training  of  personnel 
by  the  following  means : 

(1)  Granting  research  funds  to  institu- 
tions, universities,  agencies,  and  in- 
dividuals. 

(2)  Awarding  training  grants,  (scholar- 
ships, travel  grants,  fellowships),  to 
institutions  and  individuals  to  develop 
already  existing  scientific  talent  and 
new  talent. 

(3)  Providing  expert  consultation  to 
states  for  the  development  of  special 
research  facilities  which  are  planning 
educational  programs  and  other 
means  of  improving  and  expanding 
research  activities. 

(4)  Assisting  in  communication  between 
research  scientists  on  problems  of 
mental  health  research. 

(5)  Helping  to  suport  the  interpretation 
of  research  problems  and  results. 

(6)  Seeking  more  effective  ways  of  using 
available  personnel  and  the  special 
resources  for  research  offered  by  the 
states. 


(7)  Helping  existing  centers  for  training 
research  personnel  to  expand  and  im- 
prove their  efforts. 

This  Council  will  be  concerned  exclus- 
ively with  research  in  the  biological  and 
behavioral  sciences.  The  Southern  Re- 
gional Education  Board  was  asked  to 
study  the  alternative  methods  suggested 
for  organizing  the  Council,  viz.:  (1)  to 
have  the  Council  attached  to  the  Southern 
Regional  Education  Board,  (2)  to  have 
a new  autonomous  organization  under  a 
mental  health  compact  approved  by  the 
legislatures  of  the  states  involved.  A 
method  of  financing  a regional  Council 
of  Mental  Health  was  included  in  the  pro- 
posal. The  state  representatives  accepted 
the  proposal  with  the  omission  of  the  sec- 
tion regarding  financing  the  Council.  The 
latter  action  was  based  on  the  conviction 
that  further  study  concerning  ways  of 
financing  the  Council  was  needed. 

On  July  15,  1954  the  Working  Commit- 
tee of  the  Governor’s  Committee  on  Men- 
tal Health  Training  and  Research  met  at 
Farnhurst,  and  approved  fourteen  recom- 
mendations which  will  be  presented  to 
the  Regional  Conference  on  Mental  Health 
Training  and  Research  in  Atlanta, 
Georgia,  on  July  21-24,  1954.  Some  of  the 
recommendations  will  strengthen  the  men- 
tal health  program  in  Delaware.  Several 
are  concerned  with  ways  by  which  Del- 
aware can  contribute  to  improving  such 
a program  in  the  sixteen  southern  states. 
Still  others  point  up  ways  by  which  other 
states  of  the  Southern  Region  can  assist 
Delaware  in  training  psychiatric  person- 
nel and  conducting  research  to  prevent 
and  treat  mental  disorders. 

Included  in  the  recommendations  is  a 
request  to  the  Legislature  “to  appropri- 
ate $214,000.00  to  establish  a coordinated 
program  of  research  and  training  through- 
out the  state,  by  improving  the  personnel 
and  facilities  for  research  and  training 
at  the  five  Delaware  institutions — Del- 
aware Colony,  Delaware  State  Hospital, 
Governor  Bacon  Health  Center,  Welfare 
Home,  and  the  University  of  Delaware.’’ 

Another  of  the  recommendations,  one 
which  should  be  of  particular  interest  to 
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the  physicians  of  Delaware  and  the  other 
southern  states,  is  the  following:  “That 
in  order  to  stimulate  greater  interest  in 
research  and  mental  health,  the  states 
seek  to  establish  closer  relationships  be- 
tween mental  health  specialists  and  gen- 
eral medical  personnel  through  enlarging 
neuropsychiatric  units  in  general  hospitals 
and  establishing  mental  hygiene  clinics 
and  outpatient  centers  in  areas  not  now 
served.” 

Inasmuch  as  the  southern  states,  like 
most  of  the  other  states  in  the  country, 
are  seriously  lacking  in  psychiatrists,  a 
recommendation  was  made  that  “The 
Southern  Region  investigate  methods  by 
which  refugee  professional  personnel  may 
have  the  opportunity  of  accepting  rotating 
interneship  programs  and  thus  may  qual- 
ify for  the  State  Board  examinations  in 
those  states,”  and  that  legislatures  of 
states  willing  to  employ  “well-qualified 
foreign  physicians,  psychiatrists,  and 
other  psychiatric  personnel,  be  asked  to 
make  the  necessary  arrangements  for 
licensing  such  persons  to  practice  in  their 
states.” 

Delaware  is  the  only  southern  state 
with  a residential  treatment  center  for 
maladjusted  children.  (North  Carolina’s 
new  psychiatric  hospital  to  be  opened  in 
the  fall  of  1954  will  include  an  in-patient 
children’s  service).  The  Working  Com- 
mittee recommended  that  “arrangements 
be  effected  with  other  states  by  which 
the  Governor  Bacon  Health  Center  may 
assist  other  states  in  residential  treatment 
of  maladjusted  children,”  and  “that  Del- 
aware coordinate  with  other  states  en- 
gaged in  similar  treatment,  its  research 
in  the  study  of  cerebral  palsy  and  other 
spastic  diseases  of  children.” 

The  Working  Committee  expressed  the 
opinion  “that  the  Legislature  should  auth- 
orize the  Governor  to  establish  a special 
board  composed  of  men  and  women  from 
the  Governor’s  Committee  to  assume  the 
responsibility  of  approving  research  proj- 
ects and  allocating  funds.” 

The  training  of  psychiatric  personnel 
and  research  in  mental  health  in  Delaware 
should  benefit  considerably  by  participa- 


tion of  the  state  in  this  Project  of  the  16 
southern  states.  At  the  same  time  the 
region  can  benefit  by  a regional  plan 
which  will  make  available  to  other  states 
some  of  the  specialized  facilities  in  Del- 
aware for  the  care  and  treatment  of  per- 
sons with  mental  disorders  and  opportun- 
ities in  the  State  for  research. 

PSYCHIATRIC  RESEARCH 
Realization  or  Missed  Opportunity? 

Fritz  A.  Freyhan,  M.  D.,* 
Farnhurst,  Del. 

Our  research  intentions  are  good.  There 
is  growing  awareness  of  the  need  for  its 
expansion  and  intensification.  Public  sup- 
port is  sought  and  enlisted.  Still  more 
promising,  appeals  are  made  to  arouse 
our  professional  conscience.  In  a recent  re- 
port, for  example,  by  the  Group  for  the  Ad- 
vancement of  Psychiatry  concerned  with 
research,  the  very  comprehensive  analy- 
sis of  existing  conditions  begins  as  follows : 
“In  few  medical  specialties  is  research 
more  acutely  needed  than  in  psychiatry; 
and  perhaps  no  comparably  important  area 
shows  greater  neglect.” 

One  aspect  of  this  crucial  situation 
concerns  the  question  whether  we  do  or 
do  not  have  an  intellectual  climate  favor- 
able to  research.  Highly  sceptical  opinions 
have  been  expressed  by  a growing  number 
of  critics  who  are  undoubtedly  motivated 
by  a deep  interest  in  mental  health.  The 
following  quotation  from  a reply  on  the 
question  of  tangible  or  intangible  barriers 
to  research,  coming  from  Dr.  H.  W.  Elley, 
Chairman  of  the  National  Mental  Health 
Association,  defines  the  issues  quite  lucid- 
ly : 

“There  is  a great  deal  to  be  said  about 
paucity  of  research  in  our  field.  While, 
on  the  one  hand,  there  is  great  need  for 
research  and  there  are  important  leads 
which  should  be  pursued,  the  research 
proposals  that  are  being  offered  today 
are  too  often  not  of  high  caliber.  Research 
grants  are  bing  made  to  projects  of  lower 
than  top  priority.  In  some  places  research 
funds  are  not  being  spent  because  of  the 
lack  of  good  projects  . . . Professional 

♦Clinical  Director,  Delaware  State  Hospital. 
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iraining-  in  out  field  . . . should  help  the 
n-ainee  to  know  whether  the  techniques 
that  he  is  using  are  scientifically  well 
validated,  are  theories  or  s c h o o 1 s of 
thought,  or  are  simple  guesses  . . . Too 
often,  instead  he  is  taught  a theory  as 
if  it  were  a well  established  fact  and  the 
trainee  is  indoctrinated  with  a school  of 
psychiatry  or  human  behavior  as  some- 
thing to  adhere  to  and  be  loyal  to  instead 
of  being  given  a full  range  of  theory 
and  encouragement  to  form  his  own  judge- 
ments and  make  his  own  choices.”  . . . 
■‘A  critical  study  of  the  common  serious 
mental  health  problems,  that  is,  those  of 
Iiigh  priority,  will  reveal  the  unknowns 
which  if  solved  by  research  could  facilitate 
the  handling  of  the  problems,  but  clinical 
work  is  only  rarely  approached  and  re- 
corded so  as  to  reveal  our  areas  of  ignor- 
ance.” 

It  would  be  foolish  of  us  to  deny  that 
we  have  indeed  a dilemma  of  preparedness 
which  has  come  into  existence  quite  in- 
dependently of  material  and  administra- 
tive handicaps  that  have  blocked  research 
expansion.  In  his  recent  presidential  ad- 
dress in  St.  Louis,  Dr.  Kenneth  Appel 
surveyed  some  of  the  limitations  in  the 
development  of  psychiatry  as  a science. 
He  criticized  the  name-calling  and  dog- 
matism which  disturb  young  psychiatrists 
and  the  public.  He  had  this  to  say  regard- 
ing a change: 

“Partial  remedies  for  this  situation  are: 
more  objectivity  in  our  studies  and  train- 
ing ; more  historicity ; more  scientific 
methods  and  evaluation ; more  extension 
of  the  ideas  of  a university  education  in 
training  a psychiatrist.  Much  of  our  train- 
ing is  assertion,  conviction,  indoctrination, 
rather  than  education.  Restriction  of  in- 
terest, curiosity,  and  spontaneity  are  con- 
stricting, devitalizing,  and  castrating.” 

It  is  quite  apparent,  then,  that  we  are 
not  prepared  to  advocate  research  under- 
takings on  a vast  scale  unless  we  succeed 
in  clarifying  some  of  the  issues  in  this 
current  dilemma.  1 believe  that  the  pre- 
vailing substitution  of  faith  and  conviction 
for  knowledge  constitutes  the  greatest 
peril  to  a scientific  climate.  This  state 


of  affairs  may  well  be  perpetuated  for  as 
long  as  we  remain  indifferent  to  the  dan- 
gers of  defective  cross  professional  com- 
munication. Is  it  not  a rather  ironical 
development  that  this  has  come  about  at 
the  very  moment  at  which  we  emphasize 
so  strongly  the  all-importance  of  inter- 
personal communication  in  psychiatric 
therapy?  We  cannot  deny  that  orienta- 
tional conformity  and  group  isolation  have 
become  characteristic  for  not  a few  train- 
ing schools,  institutes,  and  societies.  You 
“belong”  here  or  there  and  you  share  col- 
lective sympathies  and  hostilities.  We 
will  only  be  ready  for  coordinated  attacks 
on  mental  health  problems  when  we  re- 
store mutual  respect  for  work  in  progress. 
Defensive  dogmatism  has  resulted  from 
operational  isolation.  Such  conditions  are 
hardly  conducive  to  coordinated  inves- 
tigative productivity.  Dr.  Sargant  of  Lon- 
don, England,  described  a highly  promis- 
ing policy  of  psychiatric  hospitals  in 
England  which  consists  of  a deliberate 
effort  to  appoint  psychiatrists  from  dif- 
ferent school  of  thought,  with  contrasting 
theoretical  and  clinical  backgrounds,  to 
one  and  the  same  staff.  The  intention  is  to 
give  the  patients  the  advantage  of  every 
type  of  therapy,  according  to  their  indi- 
vidual needs,  and  at  the  same  time  bring 
about  an  intimate  association  of  special- 
ists. We,  on  the  other  hand,  are  frequent- 
ly still  fiercely  separated  by  ideological 
loyalties. 

Another  development  unfavorable  to 
lesearch  is  the  growing  unpopularity  of 
public  psychiatric  hospitals  among  re- 
search-minded psychiatrists.  There  are, 
of  course,  many  legitimate  reasons  con- 
tributing to  this  situation  which  have  to 
do  with  a variety  of  administrative  and 
clinical  deficiencies,  but  there  are  other 
reasons  involved  which  seem  significant. 
It  has  not  sufficiently  been  stressed,  I 
lielieve,  that  many  areas  of  clinical  re- 
search can  only  be  explored  in  these  hos- 
pitals because  of  the  non-selectivity  of 
population  samples,  so  imperative  to  test- 
ing and  validation  of  empirical  concepts. 
We  have  been  slow  in  calling  attention 
to  this  very  important  fact  and  have  thus 
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tailed  to  create  a positive  motivation  in 
young  psychiatrists  for  seeking  appoint- 
ments in  state  hospitals.  In  contrast  to 
public  hospitals  which  must  admit  every 
case  sent  there,  patients  in  non-public 
hospitals  are  often  highly  selected  on  the 
basis  of  personality  background,  prognosis 
and  suitability  for  specific  therapies.  It  is 
one  thing  to  compare  clinical  statistics 
of  fracture  or  tumor  patients  without 
particular  emphasis  on  hospital  back- 
ground. But  it  is  quite  meaningless  to 
evaluate  groups  of  patients,  treated  in 
hospitals  of  a different  make-up,  who 
have  nothing  else  in  common  but  a diag- 
nosis of  schizophrenia.  While  this  is  still 
being  done  every  day,  it  is  based  on  naive 
biological  concepts  according  to  which  a 
disease  is  a disease  regardless  of  the  per- 
son in  whom  it  develops.  The  philosophy  of 
sampling  is  still  relatively  new  in  psychia- 
try. Generalizations  of  restricted  clinical 
experiences  are  practiced  in  all  camps  and 
account  for  many  contradictions,  especial- 
ly concerning  therapeutic  achievements. 

The  tremendous  size  of  clinical  material 
in  hospitals  and  clinics,  its  variety  and 
representativeness  of  innumerable  varia- 
bles, has  hardly  been  recognized  and  rec- 
ommended as  the  gigantic  research 
potential  which  it  constitutes.  We  cannot 
overlook  the  fact  that  the  strong  turn 
of  interest  from  the  impersonal  atmos- 
phere of  old-fashioned  hospitals  to  the 
intimate  privacj^'  of  the  office  has  been  a 
revolutionary  development  which  has  re- 
stored the  respect  for  the  uniqueness  of 
the  patient’s  individuality.  It  would  be 
erroneous,  however,  to  create  a contrast 
between  the  individual-centered  orienta- 
tion of  the  therapist  and  the  collectivistic 
view-point  of  the  researcher.  Many  psy- 
chiatrists declare  today  that  they  are  only 
interested  in  the  type  of  research  which 
stems  from  individual-centered  therapy. 
We  need  not  point  out  that  such  an  atti- 
tude has  serious  methodological  disadvant- 
ages. The  aversion,  implicit  in  this  atti- 
tude, to  investigations  of  a generic  type, 
to  evaluations  and  surveys  on  a collective 
scale,  can  perhaps  be  avoided  if  we  realize 
the  dual  role  in  the  function  of  the  physi- 


cian. In  his  role  as  therapist  he  is  solely 
motivated  by  his  intense  desire  to  meet 
the  individual  needs  of  his  patient.  In 
his  role  as  scientist,  on  the  other  hand,  he 
must  objectively  evaluate  his  clinical  ex- 
periences in  ox'der  to  discover  facts  and 
contribute  to  the  modification  of  false  con- 
cepts. To  be  able  to  do  this  he  must  be 
motivated  by  doubt.  But  doubt  must  not 
be  equated  with  scepticism  and  then  re- 
jected because  scepticism  weakens  thera- 
peutic zest.  By  dispelling  this  confusion, 
by  upholding  and  redefining  our  dualistic 
function,  we  may  be  successful  in  recruit- 
ing substantial  numbers  of  talented  physi- 
cians who  have  remained  aloof  thus  far 
because  of  their  devotion  to  therapy. 

A final  point  to  be  taken  up  here  con- 
cerns the  problem  of  continuity  in  every 
type  of  psychiatric  research  which  has 
to  do  with  clinical  outcome.  This  leads  me 
to  the  unique  opportunities  in  Delaware 
which  have  still  not  been  truly  recognized 
by  those  without  whose  organizational 
support  research  on  a meaningful  scale 
cannot  materialize.  It  is  one  thing,  and 
it  is  quite  common  today,  to  criticize  and 
regret  the  lack  of  available  information 
on  epidemiology  and  outcome  of  mental 
disorders,  but  quite  another  matter  to 
draw  the  consequences  and  facilitate  ap- 
propriate investigations  in  a really  ade- 
quate manner.  We  all  know  that  we  have 
no  precise  knowledge  on  such  fundamental 
questions  as  the  impact  of  preventive  and 
therapeutic  measures  on  personality  dis- 
orders. The  majority  of  clinical  studies 
are  based  on  short-term  observations  and 
leave  us  in  doubt  about  subsequent  devel- 
opments. Educational  and  psychological 
designs  for  personality  modification  of 
maladjusted,  neurotic  and  psychopathic 
personalities  remain  experimental  and  hy- 
pothetical due  to  the  absence  of  contin- 
uous follow-ups.  Case  records,  assembled 
day  after  day  and  year  after  year,  contain 
a wealth  of  clinical  and  therapeutic  ex- 
periences which  represent  a tremendous 
investment  of  highly  qualified  work.  But 
this  material  the  real  value  of  \\'hich 
should  be  its  availability  for  critical  in- 
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tepretation  and  continuous  follow-up  dies 
a dusty  death  in  file  cabinets. 

I have  often  pointed  out  the  ideal  human 
laboratory  conditions  in  Delaware  where 
the  smallness  of  the  state  pemiits  the  con- 
centration of  every  type  of  clinical  material 
in  one  hospital  and  where  continuous  con- 
tact with  all  persons  once  treated  creates 
no  problem.  Our  recent  studies  on  the 
outcome  of  schizophrenia  concerned  pa- 
tients admitted  since  1920.  This  pilot 
study  should  be  expanded  into  an  investi- 
gation of  all  schizophrenic  patients  in  the 
state.  The  controlled  conditions  due  to 
the  concentration  of  all  observations  in 
one  hospital  and  one  mental  hygiene  clinic 
are  highly  favorable  to  a massive  attack 
on  certain  problems  of  schizophrenia. 
Such  investigations  require  a set-up  which 
cannot  be  afforded  without  substantial 
help. 

The  singular  continuity  of  studies  as 
described  must  be  regarded  as  a great  ad- 
vantage for  research  projects  which  aim 
to  penetrate  the  still  unknown  relations 
between  social  influences  and  personality 
development,  between  personality  and 
mental  disorder  and  between  therapies 
and  social  readjustment.  Obviously,  our 
opportunity  for  research  achievement  is 
unique.  The  decision  for  the  long  overdue 
exploitation  must  be  made  by  those  who 
have  the  means  to  provide  their  organiza- 
tional support.  It  is  then  up  to  us  to  do 
the  work. 

ORGANIZATION 

Of  the  Residential  Treatment  Center 
At  Goyernor  Bacon  Health  Center 

James  A.  Flaherty,  M.  D.,* 
Delaw’are  City,  Del. 

The  residential  treatment  unit  for  mal- 
adjusted children  at  the  Governor  Bacon 
Health  Center  has  been  in  existence  since 
November,  1948.  The  children  are  under 
the  care  and  treatment  of  trained  psychia- 
trists, social  workers,  psychologists  and 
residential  workers.  The  Center  has  fa- 
cilities for  175  children  between  the  ages 
of  4 and  16  who  require  individual  or 
group  psychotherapy  or  residence  in  a 

•Medical  Director  and  Assistant  Superintendent,  Governor 
Bacon  Health  Center. 


therapeutic  environment.  There  is  also  a 
service  which  is  carried  out  in  conjunc- 
tion with  the  State  Department  of  Pub- 
lic Welfare  to  afford  shelter  care  for 
children  from  all  three  counties  of  the 
state. 

The  Center  came  into  existence  as  a 
result  of  the  efforts  of  Dr.  M.  A.  Tarum- 
ianz.  There  were  several  areas  of 
unmet  need  in  the  public  health  program 
of  the  state.  Dr.  Tarumianz,  working 
through  the  Legislature  and  with  the 
warm  support  of  Bacon,  then  Governor, 
was  able  to  secure  the  grounds  and  build- 
ings of  old  Fort  DuPont.  The  structures, 
their  location  and  the  recreational  areas 
of  the  old  Fort  were  readily  adapted  to 
the  purposes  for  which  they  are  now  used. 
Form  of  Organization 

The  Governor  Bacon  Health  Center,  of 
which  the  residential  treatment  unit  for 
children  is  a department,  is  closely  af- 
filiated with  the  Delaware  State  Hospital 
and  operates  under  the  authority  of  a 
board  of  trustees  which  also  serves  as  the 
board  for  the  State  Hospital.  The  institu- 
tion is  administered  by  Dr.  Tarumianz, 
who  is  Superintendent  both  of  the  Health 
Center  and  the  Delaware  State  Hospital. 
The  day-to-day  program  at  the  Center  is 
under  the  supervision  of  a resident  Medi- 
cal Director,  who  serves  also  as  Assistant 
Superintendent. 

ihe  Superintendent  and  the  Board  of 
Trustees  hold  monthly  meetings  at  which 
time  the  activities  at  the  institution  are 
reviewed  and  executive,  financial,  and 
policy  matters  are  discussed. 

The  Center  operates  on  a state  appro- 
priation. Parents  who  can,  contribute 
completely  or  in  part  to  defray  the  ex- 
penses of  the  care  and  treatment  of  chil- 
dren who  are  patients  at  the  Center. 
Buildings  and  Grounds 

The  Health  Center  comprises  326 
acres  and  it  is  bounded  by  the  old  canal 
on  the  north,  by  the  Delaware  River  on 
the  East,  and  the  new  Chesapeake  and 
Delaware  Canal  on  the  south.  Many  of 
the  buildings  are  permanent  brick,  fire- 
resistant  structures.  The  children  are 
housed  in  a series  of  cottages  which  were 
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formerly  the  homes  of  commissioned  of- 
ficers. These  14  cottages  (two  of  which 
are  reserved  as  dining  rooms,  kitchens, 
and  apartments  for  personnel)  are 
grouped  together  and  are  separated  from 
the  other  services  at  the  Center  by  a pa- 
rade grounds  which  is  centrally  situated. 
Separate  from  the  white  cottages  is 
Elbert  Building,  which  is  a large  two- 
story  frame  structure  in  which  Negro 
children  are  resident.  There  is  a separate 
one-story  frame  cottage  which  houses  the 
Negro  girls.  The  Negro  children  have 
their  own  dining  room  facilities,  in  the 
Elbert  Building. 

The  Administration  Building  is  cen- 
trally located,  and  is  adjoined  by  the 
Subadministration  Building  which  houses 
the  children’s  morning  clinic,  the  offices 
for  the  Supervisor  of  Housecounsellors, 
Coordinator  of  Volunteer  Services,  the 
telephone  exchange,  and  the  social  room 
which  is  reserved  for  the  houseparents 
and  staff  meetings. 

One  section  of  the  first  floor  of  the 
large  two-story  hospital  building  is  re- 
served for  children  who  require  bed  care 
because  of  intercurrent  illnesses. 

In  the  Medical  Center,  which  adjoins 
the  hospital  building,  the  x-ray  Unit  is 
housed.  There  are  rooms  for  clinics.  Here 
on  a regular  basis  are  held  the  nose  and 
throat,  ophthalmological,  dermatological 
and  endocrinological  clinics.  On  the  second 
floor  there  is  a completely  equipped  oper- 
ating room.  Emergency  surgery  may  be 
performed  here  and  such  elective  surgery 
as  certain  orthopedic  and  nose  and  throat 
operations. 

The  children’s  cottages  have  beds  for 
10  children  and  are  supervised  by  a house- 
mother or  housefather.  The  children’s 
bedrooms  and  bathrooms  are  on  the  sec- 
ond floor  of  the  cottages.  The  first  floor 
is  devoted  to  living  rooms  and  playrooms 
and  quarters  for  the  houseparent.  In  sev- 
eral of  the  cottages  the  basements  have 
been  adapted  as  small  workshops  or  club- 
rooms.  When  it  is  deemed  necessary  to  re- 
move a child  from  the  group  by  reason  of 
his  disturbed  and  disturbing  behavior,  the 
child  is  isolated  in  a room  in  the  hospital 


building.  In  the  large  Elbert  Building 
there  are  two  isolation  rooms  which  may 
be  used  for  this  purpose. 

Located  between  the  Elbert  section  and 
the  children’s  cottages  is  a brick  theater 
with  seating  capacity  for  330.  Weekly 
motion  pictures  are  shown  here  and  en- 
tertainments are  given  by  volunteer  or- 
ganizations. Here,  too,  are  held  the  spe- 
cial assemblies  of  the  children  for  general 
briefing  on  changes  of  program,  rules,  or 
other  special  matters  which  must  be 
brought  to  the  attention  of  the  entire 
group.  Adjoining  the  theater  is  a com- 
missary, which  is  available  to  the  chil- 
dren on  scheduled  hours,  and  a branch  of 
the  New  Castle  County  Free  Library 
which  is  open  6 days  a week  from  8:00 
to  5:00  and  which  is  freely  used  by  the 
children. 

Adjoining  the  library  is  Burton  Hall, 
a large  brick  structure  which  serves  as 
the  center  for  indoor  athletic  activities. 
Here  is  located  the  offices  of  the  Director 
of  Recreation  and  his  personnel.  There  is 
also  a basketball  court,  mats  for  tumbling, 
bowling  alleys,  and  rooms  for  ping  pong 
and  billiards.  There  is  also  a television  set 
which  can  be  used  by  groups  at  specially 
scheduled  times.  In  the  basement  of  Bur- 
ton Hall  is  a well  equipped  home  economics 
department  where  classes  are  held 
throughout  the  school  day. 

Adjacent  to  the  Tilton  Building  is 
Hancker  Building,  which  serves  as  the 
school  building.  The  Education  Depart- 
ment is  staffed  partly  by  the  State  De- 
partment of  Education  and  by  personnel 
from  the  Health  Center.  Because  of  the 
severity  of  the  emotional  problems  of  the 
children  and  because  of  their  educational 
retardation  or  unreadiness,  a regularly 
graded  curriculum  is  not  possible.  The 
children  are  placed  in  groups  according 
to  their  age  and  according  to  their  ca- 
pacity for  learning  and  their  ability  to 
control  their  behavior.  There  is  a kinder- 
garten for  the  pre-school  group,  a shop  in 
which  woodwork  and  printing  are  taught 
and  two  special  sections  for  children  with 
severe  reading  disability  and  for  a group 
who  are  of  borderline  intelligence. 
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The  offices  of  the  clinical  team  ot 
psychiatrists,  social  workers,  and  psychol- 
ogists are  maintained  in  Booker  Hall. 
This  building-  serves  as  the  center  for 
treatment  activities  for  the  children.  In 
this  building  evaluations  for  admissions 
are  made  and  therapeutic  interviews  are 
conducted  in  the  various  offices.  There 
are  three  playrooms  and  one  larger  room 
for  group  therapy.  Staff  meetings  are 
held  in  this  building  in  a staffroom  on 
the  second  floor.  Weekend  passes  for  the 
children  visiting  their  homes  originate 
with  the  staff  in  this  building  and  visitors 
to  the  children  at  the  Center  are  screened 
here. 

The  immediate  neighborhood  of  the 
Health  Center  is  generally  rural.  Dela- 
ware City,  which  adjoins  the  Center,  is  a 
small  town  of  1,300  people.  Many  of  the 
non-professional  personnel  at  the  Center 
are  recruited  from  Delaware  City  and  its 
environs.  There  is  a public  school  imme- 
diately across  the  old  canal  from  the 
Center.  Children  at  the  Center  whose  be- 
havior and  scholastic  achievement  justify 
it  may  attend  the  school.  The  relationship 
between  the  school  authorities  in  Dela- 
ware City  and  the  Center  have  been  most 
cordial  and  cooperative. 

Public  transportation  makes  access  to 
the  Center  reasonably  convenient  from 
the  northern  section  of  the  state ; however 
it  is  more  difficult  to  reach  the  Center 
from  the  southern  section  of  the  state 
by  bus. 

Intake  Policy 

Children  are  admitted  to  the  Governor 
Bacon  Health  Center  by  direct  referral 
from  the  State  Mental  Hygiene  Clinics 
and  indirectly  from  private  and  public 
agencies,  courts,  schools,  and  physicians. 
Children  are  evaluated  by  the  staff  prior 
to  their  admission  to  determine  whether 
or  not  the  admission  of  the  child  is  ad- 
visable. This  is  decided  after  consideration 
of  a number  of  factors,  the  principal 
among  them  being  the  treatability  of  the 
child,  its  age,  and  the  existence  of  va- 
cancies. 

The  following  criteria  determine  eligi- 
bility of  children  for  admission: 


A.  (1)  Problems  requiring  study  and  diagnosis 
in  a twenty-four  hour  living  experience  in 
an  institution  with  a strong  orientation  to- 
wards mental  health. 

(2)  Problems  growing  our  of  hostility  and 
aggression  which  can  not  be  contained  in  the 
home,  school  or  wider  community.  We  at- 
tempt to  defer  the  admission  of  children  with 
crystallized  delinquency  patterns.  If  the 
child  has  sufficient  ego  strength  to  warrant 
help  and  his,  or  her,  behavior  is  such  that 
it  does  not  require  maximum  security,  they 
are  accepted  on  a provisional  basis  to  test 
their  ability  to  fit  into  our  environment. 
However,  not  over  five  per  cent  of  the  popu- 
lation of  the  Center  can  be  made  up  of  chil- 
dren in  this  diagnostic  category  and  the  ages 
must  be  dispersed  in  the  age  range  7 to  13. 

(3)  Children  who  are  withdrawn,  overcon- 
forming, and  dependent,  and  whose  needs 
would  be  answered  by  a permissive,  non- 
demanding environment. 

(4)  Children  who  have  experienced  tardi- 
ness in  essential,  basic  habit  training. 

(5)  Children  with  educational  unreadiness  or 
educational  retardation  growing  out  of  emo- 
tional problems. 

(6)  Children  whose  family  experiences  are 
so  damaging  \that  foster  home  placement 
would  be  unsatisfactory  and/or  whose  par- 
ents are  so  resistant  to  foster  placement  as  to 
make  it  inadvisable. 

(7)  Pre-psychotic  children  and  psychotic  chil- 
dren are  to  be  admitted  providing  they  do 
not  need  maximum  security. 

B.  Shelter  care  cases  are  accepted  immediately 
at  the  request  of  the  State  Department  of 
Public  Welfare  at  anytime  of  day  or  night. 
A separate  cottage  with  18  beds  is  main- 
tained for  these  children  with  a housemother 
continuously  on  duty.  Shelter  care  children 
are  maintained  separately  from  the  malad- 
justed children’s  group.  They  have  their  own 
dining  facilities  and  receive  whatever  medical 
and  nursing  care  is  indicated.  Should  these 
children  require  additional  psychiatric  or 
psychological  study,  this  is  performed  at  the 
request  of  the  Department  of  Welfare. 

C.  Children  whose  I.  Q.  is  below  50  will  not  be 
admitted  to  the  Center.  It  is  our  conviction 
that  children  with  this  degree  of  retardation 
can  not  profit  from  our  program.  Children 
with  I.  Q.  of  above  50  but  below  70  receive 
special  consideration  by  the  staff  to  deter- 
mine whether  or  not  they  could  profit  from 
residential  care  and  could  successfully  adapt 
themselves  to  the  population.  Children  with 
I.  Q.  of  70  and  above  are  considered  to  be 
the  group  who  would  benefit  most  from 
residential  care. 

A large  percentage  of  the  children  ad- 
mitted to  the  Center  have  been  under  the 
care  of  community  agencies  for  some  time 
prior  to  their  admission.  An  equally  large 
percentage  of  the  families  of  children  ad- 
mitted have  been  known  to  the  courts, 
welfare  or  family  agencies,  or  their  mem- 


August.  1954 


Delaware  State  Medical  Journal 


187 


bers  have  been  under  the  care  of  Mental 
Hygiene  Clinic  or  have  been  patients  at 
the  Delaware  State  Hospital.  To  the  chil- 
dren admitted  to  the  Center  under  the 
terms  of  our  intake  policy  we  undertake 
to  offer  individual  or  group  psychotherapy 
to  those  who  most  require  it.  For  those 
children  for  whom  individual  psychother- 
apy is  not  indicated  we  propose  to  offer 
a living  experience  which  will  promote 
normal  growth  and  development  and  for 
those  children  who  require  it,  an  oppor- 
tunity for  special  or  remedial  education. 
Staff 

The  children’s  treatment  unit  has  10 
professional  staff  members  who  work  di- 
rectly with  the  children.  There  are  4 
psychiatrists,  one  of  whom  serves  part- 
time;  4 are  social  workers,  one  of  whom 
serves  on  a part-time  basis  in  a non-resi- 
dent capacity  and  works  with  the  parents 
of  children  from  Kent  and  Sussex 
Counties.  There  are  2 psychologists  who 
work  all  but  a small  fraction  of  their  time 
with  the  children  in  the  treatment  unit. 
Psychiatrists.  The  director  of  the  treat- 
ment unit  is  a qualified  child  psychiatrist 
who  supervises  the  treatment  program 
and  assigns  cases  to  the  various  thera- 
pists. She  likewise  moderates  the  diagnos- 
tic and  progress  staff  meetings.  Another 
child  psychiatrist,  who  is  non-resident, 
visits  the  Center  twice  a week  and  carries 
a number  of  children  in  treatment  and 
works  with  staff  in  a consultative  capa- 
city. The  two  other  psychiatrists  serve  iu 
the  capacity  of  medical  director  and  clini- 
cal director.  Although  both  have  worked 
with  children,  they  have  not  completed 
their  requirements  in  child  psychiatry  and 
are  supervised  by  the  director  of  the 
service. 

Psychiatric  Caseworkers.  The  chief 
psychiatric  social  worker  supervises  her 
casework  staff  and  confers  with  the  di- 
rector of  the  treatment  program  on  clini- 
cal and  policy  matters.  She  shares  with 
her  staff  the  preliminary  screening  of 
prospective  admissions  during  evaluation 
visits.  Each  member  of  the  social  service 
staff  is  assigned  a list  of  children  for 
casework  and  some  are  carried  in  treat- 


ment under  the  supervision  of  the  direc- 
tor of  treatment.  The  members  of  the 
staff  likewise  carry  a schedule  of  regular 
weekly  casework  interviews  with  parents 
of  the  children.  The  part-time  caseworker 
for  Kent  and  Sussex  Counties  maintains 
regular  contacts  with  the  parents  of  the 
children  at  the  Center  in  the  lower  section 
of  the  state  and  assists  in  the  staffing  and 
the  planning  for  the  children’s  visits  at 
home  and/or  discharge. 

Houseparents.  The  Supervisor  of  House- 
parents  employs,  orients  and  supervises 
the  cottage  parents.  She  has  a full-time 
assistant  who  alternates  with  her  when 
she  is  off  duty.  The  Assistant  takes  the 
same  responsibilities  as  the  Supervisor 
when  she  is  on  duty. 

The  houseparents  are  a group  of  men 
and  women  ranging  in  age  from  30  to  60 
years  of  age,  more  than  half  of  whom 
have  completed  high  school  and  many  of 
whom  have  had  experience  in  some  type 
of  institutional  setting  which  cared  for 
children  or  adolescents. 

The  hoLiseparent  is  responsible  for 
maintaining  the  cottage  as  much  along 
the  lines  of  a genuine  home  as  the  de- 
mands of  institutional  living  permit.  They 
see  that  the  children  are  properly  clothed 
and  bathed  and  that  they  get  to  their 
activities  on  time.  They  also  participate  in 
some  aspects  of  the  recreational  program 
such  as  attending  the  theater  with  groups 
of  children,  going  on  fishing  trips,  etc. 
The  houseparents  are  directly  responsible 
to  the  Supervisor  of  Houseparents. 

A regular  in-service  training  program 
for  the  houseparents  is  conducted.  Round 
table  discussions  moderated  by  a profes- 
sional staff  member  are  held  at  weekly 
intervals.  The  topics  discussed  follow  a 
systematic  curriculum  which  is  directed 
toward  increasing  their  understanding  of 
the  needs  and  problems  of  the  children 
who  are  in  their  care.  These  discussions 
are  frequently  supplemented  bj'  training 
films  on  subjects  of  appropriate  content. 

The  houseparents,  while  a non-profes- 
sional group,  are  extremely  important 
members  of  the  therapeutic  team.  It  is 
through  their  ability  to  establish  a warm 
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relationship  with  the  child  that  oftentimes 
the  first  steps  are  taken  by  the  youngster 
in  the  direction  of  readjustment.  Theirs, 
likewise,  is  a most  trying  duty  for  they 
must  establish  limits  for  the  acting-out 
and  rebellious  child.  Their  function  to 
serve  as  the  controlling  adult  is  a most 
demanding  one  and  requires  great  insight, 
tact  and  patience. 

For  those  children  who  are  in  the  cus- 
tody of  the  Department  of  Public  Welfare 
a happy  arrangement  has  been  put  into 
effect  which  is  psychologically  helpful  to 
the  houseparents  in  their  care  of  the  chil- 
dren. Purchases  of  clothing,  which  for- 
merly were  made  on  visits  with  the  State 
social  worker,  are  now  made  by  the  house- 
parents.  It  improves  their  status  with  the 
children  to  stand  in  the  role  of  a providing 
parent  as  well  as  a controlling  one. 
Maintenance.  Maintenance  problems  in  a 
center  in  which  the  preponderance  of  pa- 
tients are  hostile,  aggressive,  destructive 
and  acting-out  is  a very  considerable  one. 
This  work  is  done  by  the  plumbers,  car- 
penters and  grounds  men  who  function 
for  the  entire  institution.  There  are  three 
cooks  for  the  children  in  the  cottage  sys- 
tem and  two  helpers.  The  food  is  pre- 
pared for  the  Elbert  children  in  the  cen- 
tral dining  room.  The  Housekeeper  is  re- 
sponsible for  the  furniture  and  appur- 
tenances of  the  cottages  and  tours  this 
section  regularly  to  insure  that  the  build- 
ings are  properly  maintained  and  that  the 
needs  of  the  children  and  houseparents 
are  promptly  met.  A laundry  located  on 
the  grounds  takes  care  of  the  children’s 
clothing  and  the  bed  linen  and  collect  and 
distribute  the  laundry  on  a regular 
schedule. 

Staff  Consultants.  Regular  weekly  and 
monthly  clinics  are  held  at  the  Center.  As 
a result  of  this  the  children  may  be  re- 
ferred where  necessary  to  specialists  in 
internal  medicine,  dermatology,  urology, 
general  and  orthopedic  surgery,  roentgen- 
ology, orthodontia  and  dentistry. 

Research.  The  Center  employs  a full-time 
Coordinator  of  Research  who  works  with 
staff  members  in  the  preparation  of 


papers  and  on  statistical  studies.  She  is 
a w'ell  prepared  specialist  in  child  develop- 
ment and  was  a research  assistant  at  the 
University  of  Chicago.  At  the  present  time 
her  principal  concern  is  with  the  comple- 
tion of  a five-year  survey  of  children  who 
were  treated  and  discharged  from  the 
Health  Center.  This  is  a study  which  we 
regard  as  being  most  important  to  serve 
as  a critique  of  our  work  and  as  a guide 
to  future  alterations  or  modifications  of 
the  various  elements  of  our  program.  It  is 
her  responsibility  to  assist  us  in  reorgan- 
izing our  clinical  record  system  and  our 
methods  of  recording. 

Volunteer  Program 

The  volunteer  program  throughout  the 
entire  Center  is  a very  active  one.  Many 
individuals  and  organizations  contribute 
time  and  special  skills  to  its  operation. 

Through  early  experience  at  the  Center 
it  became  very  apparent  that  in  the  se- 
lection of  individual  volunteers  and  organ- 
izations to  work  directly  with  our  chil- 
dren it  was  necessary  that  we  have  a 
staff  member  who  could  interview  the 
various  people  and  organizations  to  deter- 
mine their  reasons  for  wishing  to  work 
with  the  children  and  their  genuine  capa- 
city to  do  so.  The  position  of  Coordinator 
of  Volunteer  Activities  was  created  and 
this  position  has  now  been  filled  for  the 
past  two  years.  The  Coordinator  screens, 
orients  and  arranges,  w'here  necessary,  for 
special  training  of  volunteers  for  their 
activities  at  the  Center.  She  likewise  ar- 
ranges schedules  so  that  the  program  is 
functionally  adapted  to  the  basic  activities 
program  of  the  children.  Over  the  past 
year  5,000  hours  have  been  given  to  the 
entire  Center  by  individuals  and  organ- 
izations. A considerable  percentage  of  this 
activity  has  been  carried  on  in  or  for  the 
disturbed  children’s  section.  26  organiza- 
tions have  helped  with  the  recreation  pro- 
gram, sponsored  cottages,  given  parties, 
outings,  dances,  musicals,  and  theater 
entertainment.  One  of  the  most  gala  af- 
fairs for  the  children  which  is  held  at  the 
Center  is  the  spring  lawn  fete  in  which  a 
number  of  organizations  band  together  in 
a cooperative  effort.  Another  group  spon- 
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sors  a picnic  and  circus  which  is  attended 
by  all  the  children  at  the  Center. 
Treatment 

The  treatment  program  stands  upon 
two  interrelated  bases  which  includes  the 
simultaneous  study  and  treatment  of  the 
child  and  his  parents  or  their  surrogates. 
Through  this  dual  approach,  the  child  is 
helped  to  understand  his  problems,  con- 
flicts and  fears  and  is  assisted  in  moving 
to  a more  mature  level  of  adjustment. 
Concurrently,  the  family  is  being  given 
insight  into  the  situations  and  relation- 
ships which  produced  the  disturbance  in 
the  child.  In  this  way,  they  are  enabled 
better  to  understand  him  and  to  meet 
his  needs  and,  upon  his  return  home,  to 
operate  as  a more  efficent  and  happy 
family  group. 

The  more  important  basis  upon  which 
this  work  is  done  with  the  child  is 
through  individual  psychotherapy.  Chil- 
dren are  seen  either  in  the  therapist’s  of- 
fice or  out  of  doors  or  in  a playroom.  In- 
terviews are  conducted  with  a frequency 
to  meet  the  needs  of  the  child  or  the 
necessarily  heavy  schedules  of  the  thera- 
pists. All  of  the  therapists  are  dynamic- 
ally oriented.  Following  the  establishment 
of  a relationship,  treatment  proceeds  at 
the  tempo  which  the  situation  permits 
and  new  insights  and  understanding  of 
the  child  are  discussed  at  frequent  meet- 
ings with  the  hoLiseparents  and  other  resi- 
dential workers. 

Staff  conferences  are  held  daily  at 
11:30  A.  M.  during  which  time  the  prob- 
lems affecting  the  various  children  are 
discussed.  Attempts  are  made  to  evaluate 
the  behavior  of  certain  children  and  the 
motivations  behind  it.  At  this  time  many 
disciplinary  problems  are  brought  to  the 
attention  of  the  staff.  Insofar  as  the 
therapists  strive  to  eliminate  themselves 
from  a disciplinary  role,  ways  and  means 
of  supporting  authority  and  the  communi- 
cation of  these  decisions  to  the  housepar- 
ents  and  other  staff  members  are  effected. 
Supervisory  conferences  are  held  regularly 
with  the  director  of  treatment  by  the 
therapists. 

The  second  foundation  upon  which 


treatment  is  built  is  through  the  experi- 
ence of  living  at  the  Center  itself.  In  this 
environment  regularly  scheduled  activities 
give  form  and  purpose  to  the  day.  Evi- 
dence of  authority  and  limits  are  held  be- 
fore the  child  but  likewise  considerable 
permissiveness  and  tolerance  are  encour- 
aged. It  has  been  our  experience  that 
therapeutic  benefit  to  the  child  derives 
from  the  maintenance  of  a secure  environ- 
ment in  which  as  many  elements  as  pos- 
sible are  kept  consistent  and  predictable. 
Within  this  environment  he  is  able  to 
establish  relationships  with  adults  who 
understand  him,  accept  him  and  are  will- 
ing to  be  helpful.  The  role  of  the  cottage 
parents  and  the  teachers  in  this  environ- 
ment can  not  be  overestimated. 

Insofar  as  changes,  which  are  occurring 
in  the  child  during  individual  psychother- 
apy? spill  over  onto  and  find  expression 
within  the  cottage  and  recreation  areas, 
the  therapist  must  confer  with  housepar- 
ents  and  recreation  personnel  in  order  to 
forewarn  them  of  possible  acting-out  or 
manifestations  of  testing  behavior. 

The  Daily  Routine 

During  the  school  year  all  the  chil- 
dren attend  school  at  the  Center  in  the 
various  sections  to  which  they  are  as- 
signed following  diagnostic  staff  meeting 
and  examination  of  the  school  record. 

The  day  begins  at  6:45  and  the  chil- 
dren attend  breakfast  by  cottages  in  the 
dining  rooms  assigned  to  them.  Following 
breakfast  they  return  to  their  cottage  and 
take  care  of  the  housekeeping,  tidying  up 
their  rooms,  making  their  beds,  etc.  They 
then  report  to  their  classes  at  9:00  and 
do  not  return  to  the  cottage  until  11:30. 
Following  their  luncheon  there  is  a brief 
recreation  period  and  they  report  back  to 
school  at  1:00  and  then  are  dismissed  to 
recreation  at  4:00.  Dinner  is  served  at 
5:00.  Following  this  there  is  a recreation 
period  and  visits  to  the  commissary  by 
cottages.  During  the  evening  there  are 
games  and  television  or  discussions  in  the 
cottages  or  visits  by  volunteer  groups, 
and  the  children  retire  at  9:00. 

Religious  Observances 

Regular  religious  exercises  are  held  in 
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the  Center  chapel  for  the  children  on 
Sunday.  Catholic  services  are  at  8:00. 
Protestant  services  are  at  2:00.  There  is 
a Pastoral  Counselor  on  the  staff  who  has 
an  interview  with  every  child  admitted 
to  the  Center  to  determine  his  religious 
background  and  his  spiritual  needs.  There 
are  two  chaplains  in  addition  to  the  Pas- 
toral Counselor  who  pay  regular  visits  to 
the  Center  and  who  have  discussion 
groups  with  the  children  and  who  partici- 
pate in  the  staff  meetings.  Their  mature 
judgment  and  familiarity  with  children’s 
problems  have  made  their  contribution  to 
the  conduct  and  policy  making  of  the 
Center  most  valuable. 

Recreation 

There  is  an  organized  recreation  pro- 
gram during  the  regular  school  year  and 
during  the  summer  months  a much  more 
extended  one  which  is  carried  out  by  col- 
lege students  and  those  teachers  who 
work  during  the  summer  months.  All 
types  of  organized  activities  are  carried 
on  and  various  competitive  activities  are 
entered  into  with  outside  organizations. 
The  Center  children  have  their  own  swim- 
ming, baseball  and  basketball  teams  and 
have  scheduled  meets  and  games  both  on 
and  off  the  Center  during  the  appropriate 
season. 

Methods  of  Control 

The  staff  has  set  up  certain  limits  with- 
in which  the  children  should  operate. 
While  transgressions  are  handled  as  much 
as  possible  with  acceptance  and  a willing- 
ness to  give  further  explanations  and 
counseling,  it  has  been  noted  that  definite 
indications  of  disapproval  by  the  environ- 
ment are  imperative  in  the  control  of  the 
children.  Physical  bounds  within  which 
the  children  must  live  and  limits  upon 
displays  of  hostility  both  physical  and 
verbal  have  been  established.  Offenses 
against  these  rules,  while  treated  within 
the  general  frame  of  limits,  is  modified  by 
the  individual  situation.  In  order  not  to 
overburden  the  child  with  negative  prohi- 
bitions certain  positive  aspects  of  the  dis- 
ciplinary program  have  recently  been  ex- 
plored and  are  about  to  be  put  into  effect. 
These  include  passes  which  will  permit 


children  to  go  from  one  activity  to  an- 
other without  supervision  and  to  have  cer- 
tain additional  privileges  in  regards  to 
commissary  and  swimming  which  are  not 
enjoyed  by  the  other  children.  It  is  hoped 
that  when  this  formal  recognition  of  good 
behavior  is  put  into  effect  the  children’s 
positive  response  will  prove  its  value. 
Health  Program 

All  the  children  at  the  Center  are  fol- 
lowed carefully  from  the  physical  stand- 
point. Height  and  weight  charts  are  kept 
on  a monthly  basis.  Semi-annual  examina- 
tions are  made.  Necessary  medical  exam- 
inations are  performed  promptly  and  indi- 
cated clinical  studies  are  carried  out  either 
at  the  Center  or  at  hospitals  designated  by 
the  consultant.  A regular  immunization 
program  is  in  effect.  Facilities  are  avail- 
able for  the  isolation  of  contagious  cases. 
Comment 

At  the  recent  A.M.A.  convention  in  San 
Francisco,  Dr.  Harry  Bakwin  stated  that 
the  growing  problem  of  juvenile  de- 
linquency was  due,  in  part  perhaps,  to  the 
modern  psychiatric  methods  of  indoctrin- 
ating parents  and  of  handling  children.  He 
indicated  that  the  emphasis  upon  under- 
standing and  acceptance  had  so  out- 
weighed the  emphasis  upon  discipline  that 
the  children  had  grown  up  without  any 
inner  control.  This  is  a very  serious  in- 
dictment of  the  psychiatric  approach  to 
the  care  of  disturbed  children.  We  are  fre- 
quently confronted  with  criticism  of  our 
methods  and  theories  by  people  whose 
opinions  are  based  upon  inadequate  infor- 
mation or  are  emotionally  determined. 
When  a physician  of  the  stature  of  Bak- 
win, who  has  occupied  an  important  place 
in  the  field  of  child  care  during  the  last 
twenty  years,  offers  criticism,  it  must  be 
heeded.  Undoubtedly  certain  doctrinaire 
attitudes  are  apparent  among  some  child 
care  workers  both  professional  and  non- 
professional. Nevertheless,  in  justice,  it 
must  be  recognized  that,  by  and  large,  the 
workers  in  the  field  of  child  psychiatry 
are  focusing  their  attention  on  working 
out  practical  methods  and  a sound 
theoretical  basis  for  their  therapeutic  ef- 
forts. 
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It  has  never  been  the  philosophy  of  the 
Center  to  deprive  the  child  of  those  neces- 
sary external  supports  which  would  aid 
him  in  developing  inner  control.  To  ac- 
complish this  necessarily  presupposes 
established  controls  in  the  environment. 
It  is  perhaps  in  the  blending  of  modern 
concepts  of  treatment  with  definite  am- 
bient limits  that  we  can  most  effectively 
assist  in  the  child’s  growth  and  develop- 
ment. The  science  of  child  psychiatry  is  so 
young  that  its  practices  and  principles  are 
undergoing  expansion  and  reformation. 
It  is  very  apparent  that  time  and  experi- 
ence and  the  attitude  of  scientific  objec- 
tivity are  developing  sounder  and  clearer 
insights  into  the  problems  of  the  mal- 
adjusted child.  It  would,  therefore,  be 
most  unfortunate  to  have  any  approach  to 
the  treatment  of  disturbed  chilldren 
crystallized  prematurely  and  thereby 
work  to  the  detriment  of  the  child  and 
to  the  disadvantage  of  child  psychiatry. 

We  recognize  that  we  are  working  in 
an  area  which  may  still  be  justly  re- 
garded as  a clinical  frontier.  By  maintain- 
ing a scientific  capacity  for  self-critique, 
by  keeping  abreast  of  the  most  recent  ad- 
vances in  therapy  and  even  through  the 
experimental  usage  of  the  trial  and  error 
method  we  will  ultimately  evolve  a thera- 
peutic modus  operandi  which  will  be  flex- 
ible, practical,  and  imaginative,  and 
specifically  applicable  to  the  needs  of  our 
children. 

EXHIBITIONISM 
An  Unusual  Case  History 

Harry  S.  Howard,  M.  D.,* 

Farnhurst,  Del. 

The  perversion  of  exhibitionism  comes 
to  the  attention  of  the  authorities  more 
frequently  than  most  of  the  other  “psycho- 
pathies.” Also  it  is  more  narcissistic  than 
the  other  partial  instincts.  Its  erogenuous 
pleasure  is  always  connected  with  an  in- 
crease in  self  esteem,  anticipated  or  actu- 
ally gained  through  the  fact  that  others 
look  at  the  subject.  This  gain  is  used  by 
the  subject  as  reassurance  against  castra- 
tion.i 

♦Clinical  Director,  Mental  Hygiene  Clinic,  Delaware  State 
Hospital. 

1.  Fenichal-Psychoanalytic  Theory  of  the  Neuroses. 


This  formulation  has  been  borne  out 
time  and  time  again  in  the  experience 
of  the  writer;  and  it  is  the  fact  that  this 
particular  case  did  not  bear  out  this  for- 
mulation which  induced  the  writer  to  re- 
port it. 

As  noted  above  the  usual  exhibitionist 
must  be  seen  and  must  feel  that  he  is  seen 
to  produce  the  desired  affect.  One  patient 
specifically  stated  that  he  exhibited  only 
in  the  dark  or  at  a great  distance  and  that 
if  he  were  seen  the  satisfaction  was  lost. 
At  this  point  the  writer  felt  that  our  pa- 
tient could  derive  satisfaction  from  the 
fantasy  of  being  seen,  and  that  the  actual- 
ity of  being  seen  was  in  itself  too  danger- 
ous to  afford  a pleasurable  experience. 

However,  the  fact  that  the  patient  re- 
vealed other  perverse  activities  threw  a 
difficult  light  on  the  subject  and  revealed 
sadistic  and  masochistic  components. 
Thus,  it  was  learned  that  he  had  at  one 
time  been  convicted  and  punished  for  hav- 
ing telephoned  a woman  and  made  lewd 
remarks  to  her.  Other  pathologic  im.pulses 
consisted  of  gambling  with  both  his  own 
and  his  wife’s  resources  until  he  lost  all 
he  had.  He  took  no  pleasure  in  the 
gambling,  rarely  ever  troubling  to  look  at 
horse  races,  but  contenting  himself  instead 
with  waiting  outside  the  track  for  the  re- 
sults. Further,  he  complained,  he  often 
felt  compelled  to  lie  even  in  situations 
where  the  truth  would  not  involve  him  in 
any  particularly  painful  situation.  This 
was  particulars^  true  where  women  were 
involved. 

It  should,  however,  be  noted  that  the 
patient’s  chief  complaint,  which  he 
brought  to  the  writer,  at  the  suggestion 
of  an  attorney,  was  his  exhibitionism.  He 
felt  a good  deal  of  anxiety  about  it  and 
attempted  to  ward  off  guilt  feelings  by 
rationalization  and  projection.  Thus,  he 
made  a point  of  denying  ever  having  been 
unfaithful  to  his  wife  while  living  away 
from  her,  i.e.,  in  the  Army,  and  he  severely 
criticized  some  of  his  friends  who  “chased 
around.” 

The  patient  was  a white  male  of  athletic 
appearance  in  his  late  thirties.  He  had  been 
married,  although  he  was,  at  the  time  he 


192 


Delaware  State  Medical  Journal 


August,  1954 


was  first  seen,  separated  from  his  wife 
and  two  small  boys.  He  was  of  better  than 
average  intelligence. 

The  Rorschach  I'evealed  him  to  be  an 
individual  with  a compulsive  ego  struc- 
ture, with  his  feelings  being  absorbed  by 
a strong  fantasy  life.  At  times  these 
(feelings)  overwhelmed  the  ego  and  re- 
sulted  in  blind  acting  out.  The  content  of 
the  fantasies  showed  little  enjoyment  of 
actual  heterosexual  relations.  His  wife’s 
fear  of  pregnancy  added  to  his  difficul- 
ties. He  was  hostile  to  his  wife  and  feared 
retaliation. 

His  background  revealed  little  closeness 
to  either  of  his  parents  or  to  his  three 
older  siblings.  He  initially  described  them 
as  “good  Christians”  and  showed  some  re- 
sentment toward  his  mother. 

Patient  had  been  married  early  to  a girl 
of  about  his  age,  who,  it  is  suspected,  came 
from  a somewhat  higher  social  stratum. 
He  went  overseas  to  active  military  duty 
almost  immediately  after  the  marriage. 
.After  his  return  he  lived  with  his  wife 
for  a short  period  of  time  and  then  became 
involved  in  a business  venture  which  took 
him  away  for  a considerable  period  of 
time.  It  was  during  this  period  that  pa- 
tient fell  into  the  arms  of  the  law  because 
of  his  perverse  telephoning. 

Although  it  was  the  writer’s  impression 
that  the  patient  had  actually  spent  more 
time  away  from  his  family  than  the  busi- 
ness commitment  warranted,  this  was 
never  verified.  The  patient  appeared  to  be 
making  a conscious  effort  to  meet  the  re- 
."ponsibilities  of  a family  man  and  to  love 
his  small  sons. 

He  felt  his  sex  life  was  unsatisfactory. 
He  practiced  coitus  interruptus  without 
orgasm  and  sometimes  obtained  release 
from  sexual  tension  by  masturbation. 

After  having  given  much  of  the  above 
noted  data  in  a relatively  few  interviews, 
the  patient  developed  a considerable  de- 
gree of  anxiety,  apparently  related  to  his 
having  revealed  so  much  hostility  toward 
members  of  his  family.  He  again  attempted 
to  avoid  guilt  feelings  by  rationalization 
and  denial.  He  spoke  of  his  parents  as 
“letting  him  come  and  go  as  he  pleased.’’ 


He  said  his  wife  treated  him  the  same 
way,  even  though  he  had  previously  com- 
plained that  she  constantly  questioned 
him  about  his  money  and  what  he  had 
done  with  it.  Although  he  was  referring 
to  small  sums  of  money  which  he  used  for 
his  day  to  day  living  the  suggested  rela- 
tionship to  his  gambling  was  noted. 

He  spoke  of  the  fact  that  he  got  along 
well  with  his  officers  in  the  Army,  but  that 
when  he  was  criticized  he  could  not  show 
his  anger  but  covered  it  with  a facade  of 
complete  passivity.  Again  he  spoke  of  his 
wife  in  the  same  way  and  “wondered  why 
she  didn’t  supervise  him  more  closely.” 

This  patient  was  followed  for  a period 
of  less  than  one  year  at  weekly  intervals. 
He  developed  considerable  insight  into  his 
hostility  to,  and  fear  of,  his  wife  and 
other  women  as  the  motivating  factor  of 
his  perverse  activity. 

It  might  be  said,  in  conclusion,  that  this 
man’s  exhibitionism  took  on  the  character- 
istic of  a pre-genital  i.e.,  anal  sadistic  ac- 
tivity. He  attacked  “castrating”  women 
as  a defense  against  the  treatment  he 
feared. 

Although  he  has  not  been  seen  by  this 
writer  in  several  years,  it  is  felt  he  was 
able  to  make  a satisfactory  adjustment 
with  this  relatively  brief  therapy. 


SOCIOPATHIC  PERSONALITIES 

A.  W.  Gottschall,  M.  D.,* 
Farnhurst,  Del. 

In  adolescence  the  idea  that  a criminal 
is  a sick  man  rather  than  an  evil  one  has 
been  one  of  the  chief  court  room  issues  of 
modern  times.  The  ancient,  stubborn  mass 
of  doctrine  known  as  the  law  has  under- 
standably been  slow  in  giving  ground  to 
the  sick  man  theory.  The  latter  is  revolu- 
tionary even  if  it  is  more  than  a hundred 
years  old. 

The  theorists — medical  psychologists — 
have  not  enjoyed  much  public  sympathy. 
Popular  understanding  has  been  clouded 
by  their  professional  vocabulary  and  the 
fact  that  doctors,  like  everybody  else,  are 
apt  to  disagree.  The  layman  often  finds 
it  hard  to  grasp  how  one  psychiatrist  can 

•Senior  Physician-Psychiatrist,  Delaware  State  Hospital. 
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find  a criminal  mentally  ill  while  another 
expert  is  apparently  willing  to  send  him  to 
punishment  and  prison.  The  criminal  law 
was  built  on  the  idea  of  punishment  for 
itself,  and  as  a deterrent  to  further  crime. 
It  largely  represents  out-worn  morality. 
Psychiatry  works  towards  the  cure  of  the 
criminal  sick.  It  is  moved  to  this,  not  only 
by  humane  feeling,  but  out  of  conviction 
that  punishment  does  not  deter  crime. 

Modern  psychology  since  Freud  recog- 
nizes the  unconscious  mind  and  under- 
stands that  in  the  given  individual  there 
may  be  a welder  of  mixed  inter-related  ag- 
gressive drives  between  the  conscious  and 
unconscious — often  turning  on  themselves. 
Some  men  may  commit  a crime  because 
they  wish  to  be  in  prison.  The  sternest 
prosecutor  may  be  full  of  unconscious 
guilt.  Men  who  are  loud  in  talk  of  justice 
may  deeply  relish  the  sadistic  elements  in 
punishment. 

Delinquency  is  the  term  used  in  refer- 
ence to  minor  offences  against  the  culture 
with  which  the  individual  is  expected  to 
conform.  The  condition  of  delinquency 
amongst  juveniles  is  an  ever  increasing 
topic  of  interest  among  educators,  the 
legal  profession  and  psychiatrists.  We 
recognize  some  basic  considerations.  First, 
hospitalization : the  hospital  in  this  in- 
stance is  being  used  for  the  purpose  of 
psychotherapy  and  by  it  hoping  to  increase 
the  individual’s  education.  Ordinarily  in 
our  public  schools,  we  expect  to  serve  each 
individual  juvenile  according  to  his  capac- 
ity regardless  of  his  race,  religion,  na- 
tional background,  social  and  economic 
condition  of  life  or  handicapping  condi- 
tions of  any  kind ; but  the  mental  hospital 
is  concerned  with  helping  the  delinquent 
juvenile  patient  by  psychotherapy  and 
teaching,  to  guide  their  conduct  by  reason, 
to  use  intelligence  in  reaching  decisions 
rather  than  blind  obedience,  habit  or 
prejudice  and  to  acquire  a knowledge  of 
self  and  of  understanding  of  the  conse- 
quences of  behavior.  Another  basic  prin- 
ciple to  be  kept  in  mind  is  that  delinquency 
is  not  a distinct  or  separate  problem.  De- 
linquency should  not  be  considered  as  we 
consider  a disease  but  rather  as  the  symp- 


tom of  a disease.  Delinquency,  like  truancy 
or  incorrigibility,  is  but  a symptom  picture 
of  underlying  conditions  the  roots  of  which 
may  be  found  in  the  family  life,  the  school 
adjustment  or  the  environmental  back- 
ground of  the  community  and  sometimes 
in  physiological  and  psychological  aspects 
of  the  individual  personality. 

In  dealing  with  this  sociopathic  problem 
from  the  standpoint  of  the  mental  hospital 
or  any  other  agency,  one  deals  with  the 
problem  of  a symptom  which  may  have  any 
one  or  more  of  many  different  causes. 
Moreover  in  dealing  with  delinquency  or 
any  other  symptom,  one  does  not  correct 
the  problem  until  fundamental  causes  are 
found  and  corrected  or  alleviated.  Even 
though  some  measures  may  temporarily 
allay  the  symptoms.  We  find  by  our  ex- 
perience in  this  hospital  that  many  of 
these  sociopathic  juveniles  come  from 
broken  homes  or  homes  in  which  abuse, 
ill-treatment  and  cruelty  instead  of  love 
was  the  order  of  the  day.  We  find  that  the 
lack  of  ordinary  parental  attention  to  the 
youth  has  been  a cause  for  the  youth  at- 
tempting to  find  his  place  in  the  sun  to 
gain  recognition  from  his  fellow  juveniles 
and  to  satisfy  his  gregarious  instinct  by 
associating  with  youth  of  like  character. 

The  sociopathic  individual,  many  times 
due  to  experience  he  has  gained  from  the 
type  of  environment  in  which  he  was 
raised,  has  a deep  feeling  of  being  the 
under-dog  and  presumably  the  first  law  of 
nature ; survival  of  the  fittest  takes 
charge.  In  his  attempt  to  survive,  he  al- 
lows his  gregarious  instinct  to  have  full 
sway  and  very  early  in  life  associates  him- 
self with  his  own  kind.  The  old  axiom 
proves  true;  birds  of  a feather  flock  to- 
gether. But  he  is  not  usually  satisfied  to 
merely  associate,  in  order  to  compensate 
for  that  feeling  of  being  an  underdog,  he 
wishes  to  lead  the  pack  and  in  doing  so 
takes  a great  delight  in  performing  an  act 
which  he  considers  one  of  bravery  and 
this  usually  is  the  forerunner  of  petty 
crime;  such  as  automobile  theft,  breaking 
and  entering,  and  sometimes  crimes  of  a 
sexual  nature.  He  knows  that  the  more 
daring  the  crime  the  greater  prestige  he 
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will  have  with  the  gang.  This  t.vpe  of  be- 
havior regardless  of  its  consequences 
seems  to  be  paramount  in  his  ambition. 
It  is  a feather  in  his  cap,  as  far  as  his  as- 
sociates ai*e  concerned,  if  he  has  been  ar- 
rested and  convicted  of  a crime  and  has 
served  a sentence  in  a penal  institution. 

It  is  noticeable  while  watching  these 
patients  when  they  are  absorbed  in  watch- 
ing television  that  they  take  great  delight 
and  also  expound  the  ability  of  the  crimi- 
nal in  the  ordinary  television  detective 
drama.  They  take  great  delight  in  criticiz- 
ing the  shortcomings  of  the  police.  They 
seem  to  care  nothing  for  good  musical 
production  or  travelogues  or  political  dis- 
cussions. In  the  broadcasting  of  news 
events,  there  seems  to  be  no  events  re- 
membered or  cared  anything  about  except 
a crime  that  has  been  committed  and  the 
more  severe  the  crime  the  greater  delight 
they  have  in  repeating  the  circumstances. 
This  typ  of  individual  when  he  first  enters 
the  Criminal  Division  of  this  hospital  is 
arrogant,  surly,  noncommittal.  He  adheres 
to  the  secret  code  of  the  underworld: 
“don’t  tell  them  anything.’’  However, 
after  quite  a time  and  with  much  pscho- 
therapy,  they  do  loosen  up  and  portray 
the  characteristics  which  have  been  men- 
tioned above. 

It  is  a noticeable  fact  that  all  their  life 
has  been  consisted  of  mostly  misbehaving ; 
they  can  behave  if  they  wish  to  although 
it  may  be  quite  a strain.  It  is  noticeable 
that  they  make  ideal  patients  if  they  have 
a promise  of  release  in  the  future  provided 
their  behavior  is  above  reproach.  They 
are  the  type  of  iierson  who  expect  much 
and  give  little  or  nothing.  The  word 
sympathy  or  affection  is  not  to  be  found 
in  their  vocabulary.  They  often  speak  of 
their  parents  as  one  would  of  a casual 
acquaintance.  Regarding  their  petty  ci’imes 
such  as  petty  thievery,  they  often  give 
the  remark  back  ‘only  fools  work  hard  for 
a living.’  It  is  the  type  of  environment  in 
which  they  were  raised,  the  type  of  asso- 
ciates they  have  lived  with,  and  the  ex- 
perience that  petty  thievery,  when  success- 
ful gives  them  the  monetary  value  that 
probably  two  weeks  of  hard  work  would 


only  equal.  The  morality  of  their  act  is 
not  even  considered.  I’m  happy  to  state 
that  the  majority  of  this  type  of  patient 
discharged  from  this  hospital  have  done 
fairly  well;  the  minority  have  reverted 
to  their  old  type  and  some  at  present  are 
incarcerated  in  prison  for  repeated  acts  of 
a criminal  nature. 

The  constant  effort  of  society  to  try  to 
induce  the  outlaw  to  live  within  the  law 
must  be  kept  going.  We  cannot  expect 
one-hundred  per  cent  successes  but  we  feel 
that  those  successes  that  we  do  have  are 
a just  compensation  for  our  efforts  to  lead 
the  youths  into  a channel  of  life  which  will 
lead  to  good  citizenship. 


PSYCHIATRIC  TREATMENT 
OF  CHILDREN 

By  Means  of  the  Total  Environment 

Dorothy  Johnston,  M.  D.,* 
Delaware  City,  Del. 

The  staff  at  the  Governor  Bacon  Health 
Center  is  engaged  in  the  treatment  of 
children  with  emotional  illnesses  by  means 
of  milieu  therapy,  or  treatment  within  a 
therapeutic  environment.  As  has  been  de- 
scribed in  a previous  paper,-  the  emo- 
tional illnesses  of  children  represent  in 
effect,  interference  with  growth  of  various 
aspects  of  the  personality,  or  regression 
to  earlier  levels  of  growth.  The  purpose 
of  the  present  paper  is  to  discuss  further 
the  role  of  treatment-in-residence  in 
bringing  about  this  growth  and  to  demon- 
strate with  a case  this  “treatment  by  the 
total  environment.’’ 

Certain  questions  may  be  asked  at  this 
time.  What  is  the  essence  of  residential 
treatment’'’  What  are  the  elements  that 
bring  about  change  in  the  emotional  and 
personality  structure  in  a child?  Elements 
that  enter  into  the  developing  personality 
are:  personal  identification,  identification 
with  parent-ideals,  warmth  of  feeling, 
control  of  impulses,  stimulation  of  curi- 
osity regarding  the  environment,  reality 
testing,  group  relationship,  recognition  of 
the  worth  of  the  self,  gratifying  accom- 
plishments to  promote  self-esteem. 

This  growth  comes  about  through  the 
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integrated  efforts  of  an  entire  team.  Milieu 
therapy^  is  the  facilitation  of  growth 
by  means  of  the  living  experience.  Milieu 
therapy  supplies  the  elements  listed  above 
in  accordance  with  the  child’s  ability  to 
use  them,  in  a setting  where  he  is  accepted 
in  spite  of  his  inabilities,  where  there  ex- 
ists the  paradox  of  consistent  control  with 
a general  air  of  permissiveness.  It  supplies 
continuous  contacts  with  people.  It  pro- 
vides the  opportunity  to  utilize  people  in 
the  environment  as  symbols  of  members  of 
his  family  or  of  the  homes  in  which  he  has 
lived.  The  child  is  free  to  experiment  with 
various  tools  of  mastery  of  his  fears  of 
relating  to  parent  figures  or  social  groups. 
He  can  practice  using  these  tools.  He  can 
also  practice  meeting  Tearful  situations 
(counterphobic  work).  A fluctuating  bal- 
ance of  failure  and  success  of  individuals 
within  the  group  removes  the  emphasis 
from  his  own  failures. 

In  his  experimental  relationships  with 
neutral  adults,  he  finds  them  not  threat- 
ening and  he  gradually  modifies  the  inten- 
sity of  the  fear  and  hostility  in  the  exist- 
ent feelings  toward  important  persons  in 
his  life  outside  of  the  institution. 

In  the  following  case  we  will  demon- 
strate how  various  members  of  the  “team" 
in  the  residential  treatment  center  par- 
ticipated in  treatment  of  a severely  in- 
hibited girl  with  schizoid  traits.  In  this 
case  there  was  particular  emphasis  on  the 
recognition  of  the  worth  of  the  self,  the 
maintenance  of  continuous  contacts  with 
people  with  modifications  to  suit  the  child’s 
need,  the  provision  of  suitable  individuals 
for  parent  ideals,  stimulation  of  warm 
feelings,  the  provision  of  tools  to  exist 
comfortably  in  reality  and  some  counter- 
phobic practice  in  diminishing  the  inten- 
sity of  guilt  regarding  sex. 

Dora  was  a colored  girl  who  was  ad- 
mitted to  the  Center  at  the  age  of  IIV2. 
Her  home  was  described  as  disorganized 
and  the  children  lacked  the  normal  family 
conditions.  The  father  was  alcoholic  and 
the  mother  irresponsible.  Dora  was  the 
third  of  five  children.  The  youngest  child 
is  reported  to  have  died  of  neglect.  Dora 
was  first  placed  in  a foster  home  selected 


by  her  parents  when  she  was  about  3 
years  old  and  subsequently  was  in  two 
foster  homes  in  the  State  Department  of 
Public  Welfare.  She  had  reacted  to  her 
early  environment  by  withdrawal  and  she 
is  described  as  having  been  slow,  appar- 
ently dull,  unaggressive,  docile,  and  back- 
ward. Not  having  been  stimulated  by  ma- 
ternal affection  in  her  own  babyhood,  emo- 
tions within  herself  were  not  aroused  and 
she  appeared  to  have  lower  intelligence 
than  was  actually  the  case.  While  in  her 
foster  homes  she  developed  some  neurotic 
traits.  She  bit  her  nails  until  her  finger- 
tips were  sore.  She  was  continually  poking- 
holes  in  her  clothing  without  apparently 
noticing  that  she  was  doing  so.  She  was 
enuretic  until  the  age  of  six.  At  11  years 
of  age  she  was  molested  sexually  by  a 
man  in  the  community.  Subsequently  she 
was  placed  in  another  foster  home.  Dora 
reacted  to  these  traumatic  events  by  fur- 
ther denial  of  her  emotions  and  by  adoles- 
cent fantasies.  The  people  who  cared  for 
her  were  impressed  by  her  apparent  lack 
of  concern  and  understanding  in  spite  of 
explanations.  She  made  claims  that  a 
14  year  old  boy  and  the  foster  father  in 
the  new  home  molested  her  and  these 
claims  were  considered  to  be  at  least  in 
part  her  own  fantasy.  Dora’s  accusations 
were  too  threatening  to  the  foster  par- 
ents and  they  were  unwilling  to  have  her 
remain  there.  She  was  then  admitted  to 
the  Governor  Bacon  Health  Center. 

As  we  can  see,  Dora’s  life  experience 
had  been  such  as  to  provide  sparse  ma- 
terial for  the  full  development  of  a person- 
ality. There  was  lack  of  affection  through- 
out and  therefore  little  stimulation  for  the 
development  of  warm  feelings  within  her- 
self. Her  parents  proved  unworthy  models 
for  the  child  to  desire  to  imitate,  and  the 
diluteness  of  feelings  provided  by  the 
foster  parents  did  little  more.  There  was 
no  father  at  all  in  the  foster  home  where 
she  remained  the  longest.  She  therefore 
had  weak  parent  ideals  to  include  in  her 
growing  personality.  There  also  had  been 
little  to  contribute  to  her  own  self  esteem, 
and  her  final  failure  and  shame  under- 
mined what  little  she  had.  She  reacted  to 
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her  situation  by  withdrawing-  her  feelings, 
denying  them,  and  repressing  her  guilt. 
Her  picture  was  one  of  schizoid  tendencies. 
She  could  not  form  close  relationships  with 
anyone.  Although  she  was  in  a cottage 
full  of  lively,  acting  out,  emotional  girls, 
she  remained  quiet  and  “good.” 

Her  initial  attempt  at  becoming  a part 
of  the  group  was  completely  frustrated 
and  she  did  not  have  a clear  picture  of  her 
own  identity.  When  she  tried  to  mingle 
she  talked  too  loud,  seemingly  unaware 
that  she  was  talking  differently  from 
other  people.  The  first  efforts  of  the  house 
parent  had  to  be  centered  about  protecting 
her  from  the  more  aggressive  children. 
She  was  then  put  in  a selected  group  of 
negro  girls  for  group  therapy  with  a white 
male  psychiatrist  where  she  had  further 
protection  from  group  aggression.  She 
initially  tried  to  please  the  other  girls,  but 
could  do  so  only  by  sharing  her  things 
with  them  and  letting  them  impose  upon 
her. 

During  this  time  the  social  worker 
(female)  maintained  a continuous  but  di- 
lute sort  of  contact  with  her  having  regu- 
lar appointments  with  her.  The  worker  re- 
mained quiet,  unobtrusive  but  friendly. 
(This  type  of  contact  often  offers  the  least 
amount  of  threat  to  a shy  person.) 

After  about  a year,  therapeutic  effects 
began  to  be  noted  as  a result  of  her  school 
experience.  She  began  to  develop  small 
beginnings  of  self-esteem  because  she  was 
able  to  make  better  progress  than  some  of 
the  more  restless  children.  Dora  was  able 
to  utilize  her  reading  ability  to  make  her- 
self more  comfortable  in  the  environment, 
as  she  could  then  withdraw  from  the 
group  by  taking  up  the  pastime  of  read- 
ing. We  note  that  this  tendency  could  have 
increased  her  abnormalities,  had  other  in- 
fluences not  been  brought  to  bear.  It  was 
thus  merely  a shield  to  protect  her  during 
a trying  time. 

By  the  next  year  Dora  was  quite  com- 
fortable in  the  cottage.  She  could  even 
mingle  with  the  opposite  sex.  However, 
she  was  not  really  a part  of  the  group,  but 
remained  in  a neutral  position.  She  con- 
tinued to  be  immature  for  her  age,  a re- 


sult of  her  resistance  to  growing  up.  At 
this  point,  another  girl  had  become  the 
victim  of  the  rejection  by  the  big  girls  in 
the  cottage.  A plan  was  then  made  with 
the  house  mother  to  use  Dora  to  help  bring 
this  girl  back  into  the  group.  Dora  and 
one  other  girl  were  the  only  ones  that  did 
not  reject  Mary.  The  plan  formulated  was 
that  the  house  mother  would  ask  these 
two  girls  and  Mary  to  join  her  in  some 
simple  activity  such  as  sewing  or  playing 
a game,  thereby  involving  the  three  in  an 
informal  group.  The  plan  proved  beneficial 
to  all  three.  They  had  temporary  protec- 
tion from  the  group  of  aggressive  big 
girls,  while  at  the  same  time  feeling  in- 
cluded in  a group  themselves.  This  al- 
lowed time  for  the  animosity  of  the  big 
girls  to  become  dissipated,  while  Mary  was 
working  through  her  problems  with  her 
own  psychotherapist.  The  improved  rela- 
tionship brought  about  some  improve- 
ment in  Dora’s  ego  strength.  During  this 
time  Dora  had  been  enjoying  the  pas- 
time of  drawing  and  was  becoming  very 
proficient.  The  admiration  of  the  other 
girls  proved  another  crutch  in  the  easing 
of  interpersonal  relationships.  Her  school 
teacher  helped  to  develop  this  ability  and 
allowed  her  extra  time  for  practice,  there- 
by adding  more  material  for  improvement 
of  Dora’s  self  esteem. 

In  the  next  phase,  Dora’s  conflict  and 
guilt  about  sex  had  to  be  dealt  with  as 
she  could  not  remain  aloof  from  the  sit- 
uation around  her,  where  she  was  sur- 
rounded by  girls  all  developing  interest  in 
the  boys.  The  house  mother  gave  her  as 
much  reassurance  to  allay  her  feelings  of 
guilt  as  possible  as  well  as  necessary  in- 
structions. Her  house  mother  at  this  time 
and  until  the  time  of  discharge  was  a 
warm,  understanding  colored  woman  in 
her  late  thirties,  who  had  considerable  per- 
sonal charm. 

By  the  time  she  was  14  she  was  inte- 
grating smoothly  in  spite  of  her  person- 
ality weaknesses.  She  was  beginning  to 
show  warmth  of  feeling  and  made  friendly 
overtures  to  staff  and  children.  However, 
she  was  too  inhibited  to  express  her  in- 
dividual preferences  and  she  utilized  her 
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artistic  ability  chiefly  to  make  copies, 
being  afraid  to  express  her  own  ideas  in 
art.  An  intensive  investigation  of  the  per- 
sonality by  means  of  the  Rorschach  test 
at  this  time  still  showed  poverty  of  human 
relations,  some  strange  responses  and 
some  sexual  conflicts.  She  next  began  to 
respond  to  the  efforts  of  her  home  eco- 
nomics teacher.  Her  achievements  in  sew- 
ing gave  more  ego  support  and  the  first 
signs  of  any  narcisisstic  gratification.  Up 
to  this  time  she  had  been  quite  sloppy 
about  her  appearance.  With  the  combined 
aid  of  the  house  mother  and  the  home 
economics  teacher,  she  found  some  pleas- 
ure in  improving  her  appearance  and 
could  even  make  herself  presentable  for 
social  affairs  in  which  the  boys  partici- 
pated. While  she  was  still  inhibited  with 
the  opposite  sex,  she  found  this  to  be  a 
superficial  aid  in  conforming  with  social 
requirements.  Another  attempt  of  psycho- 
therapy was  made  by  the  male  therapist 
who  had  had  the  original  group.  This  time, 
treatment  was  individual  and  was  chiefly 
another  step  in  making  relationships.  She 
became  quite  comfortable  although  unable 
to  discuss  the  traumatic  events  of  the 
past.  The  chief  therapeutic  work  on  her 
part  was  making  pictures  of  boys  and  also 
of  the  therapist,  (lessening  the  intesity  of 
guilty  feeling  by  repetitive  activity) . After 
several  months  the  therapist  terminated 
his  connection  with  the  Center  and  for  the 
first  time  she  showed  some  anxiety  and 
unwillingness  to  discontinue  a relationship. 

Dora  was  able  to  continue  improving  on 
the  basis  of  the  segments  of  ego-structure 
that  had  been  developed  through  the  vari- 
ous persons  participating  in  her  total  en- 
vironmental treatment.  Having  demon- 
strated her  ability  to  form  some  sort  of  a 
relationship  she  was  discharged  as  im- 
proved at  the  age  of  15  years  and  9 
months,  going  to  a carefully  selected  foster 
home  in  which  there  were  no  boys. 
Through  the  combined  treatment  of  the 
house  parents,  teachers,  caseworkers,  and 
psychiatrists,  she  has  acquired  some  basis 
for  self-esteem,  some  warmth  and  ability 
to  relate  to  people,  motivation  to  present 
a normal  appearance  and  to  integrate 


with  society  in  accepted  ways.  She  was 
not  amenable  to  deep  insight  therapy  and 
she  still  represses  sexual  feelings.  She  will 
probably  continue  to  be  a rather  inhibited 
person  but  able  to  be  comfortable  with 
people  and  to  find  enjoyment  in  life.  She 
is  now  one  of  the  types  of  personalities 
which  fit  into  our  society  and  there  is  a 
good  possibility  that  she  will  find  her 
niche  and  be  able  to  pursue  a gratifying 
economically  productive  life. 
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CURRENT  CONCEPTS 
OF  GROUP  PSYCHOTHERAPY 

William  A.  Byrne,  M.  D.,* 
Farnhurst,  Del. 

Group  therapy  as  a method  of  treat- 
ment for  psycho-neurotics  obtained  its 
greatest  impetus  during  the  last  war.  As 
early  as  1907  Pratt  applied  group  methods 
(class-lecture  etc.)  in  the  treatment  of 
tuberculosis  patients.  In  1917  S.  E.  Jeliffe 
wrote  “Psychotherapy  and  Drama.’’  In  the 
1930’s  proposals  were  made  for  harness- 
ing the  emotional  energies  of  prisoners  by 
means  of  group  activities.  However,  a 
pressing  problem  was  brought  about  by 
the  disproportion  between  the  numbers  of 
people  needing  help  and  the  scarcity  of 
adequately  trained  therapists  to  aid  them. 
To  overcome  this  discrepancy  an  attempt 
was  made  to  help  people  in  groups.  The 
number  of  methods  used  ranged  from  lec- 
tures and  vigorously  directed  groups  to 
very  permissive  groups.  It  soon  became 
apparent  that  what  started  out  as  an 
emergency  measure,  showed  promise  and 
in  itself  had  potentialities  and  has  since 
become  accepted  as  a method  of  treatment. 

The  aim  of  group  psycho-therapy  is  the 
same  as  in  individual  psycho-therapy, 
namely,  to  help  the  patient  feel  more  com- 
fortable within  himself  and  in  his  environ- 
ment. 

Regardless  of  the  methods  used  the  fol- 
lowing therapeutic  processes  take  place  in 
group  psycho-therapy  the  same  as  in  in- 
dividual therapy  although  differing  in 
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minor  elements.  The  aims  are  to  affect 
libido  redistribution,  ego  strengthening, 
adjustment  of  the  super-ego  and  to  cor- 
rect the  self-image.  These  results  are 
brought  about  through  dynamic  factors  of 
(1)  transference,  (2)  catharsis,  (3)  in- 
sight, (4)  reality  testing,  and  (5)  sublima- 
tion. It  is  to  be  noted  that  the  foregoing 
factors  are  the  same  as  those  that  are  of 
use  in  individual  psycho-therapy.  How- 
ever, there  are  many  differences. 

Transference  is  present  in  all  therapies 
and  is  seen  in  its  purest  form,  unilateral, 
from  patient  to  therapist  in  psycho-analy- 
sis. In  the  less  intensive  therapies  it  is  bi- 
lateral, that  is,  not  only  does  it  flow  from 
the  patient  toward  the  therapist  but  also 
the  therapist  returns  it  in  the  form  of 
empathy,  interest  and  encouragement.  In 
the  group,  the  transference  is  modified 
still  more  by  the  presence  of  other  per- 
sons. Early  feelings  inadequately  re- 
pressed and  memories  concerning  siblings 
as  well  as  parents  are  activated.  In  the 
group  we  find  transferences  of  a parental, 
sibling  and  a third  type,  namely,  identifi- 
cation (Slavson).  While  identification  is 
present  in  all  transference,  the  group  by 
virtue  of  its  greater  number  of  identifica- 
tion objects,  offers  opportunities  not  pres- 
ent in  individual  therapy. 

One  of  the  biggest  differences  in  group 
therapy  as  contrasted  with  individual 
therapy  is  in  the  sphere  of  transference 
reactions.  In  group  therapy,  in  addition  to 
the  positive  transference  to  the  therapist 
there  must  be  a positive  transference  to- 
ward the  group  as  well.  When  the  trans- 
ference to  the  group  is  negative  for  too 
long  a period  or  is  too  intense,  the  patient 
cannot  function  and  he  either  acts  out  or 
quits  the  group.  In  the  group,  the  transfer- 
ence is  usually  diluted  and  the  intensity 
for  any  one  individual  is  lessened  as  the 
result  of  mutual  support,  reinforcement 
and  group  identifications. 

Catharsis  is  the  same  in  group  as  in 
individual  psychotherapy.  The  type  of 
catharsis  in  the  treatment  of  psychoneu- 
rosis of  adults  is  verbal.  It  may  occur  as 
(1)  free  association,  (2)  associative  think- 
ing, (3)  directed,  (4)  induced,  (5)  forced. 


(6)  vicarious.  The  method  of  free  asso- 
ciation is  the  same  as  most  frequently 
used  in  psycho-analysis.  Associative  think- 
ing such  as  productions  related  to  current 
experiences  and  acts  are  expressed.  This 
method  finds  its  greatest  use  in  guidance 
and  counseling.  Induced  and  directed 
catharsis  can  be  employed  favorably  in 
selected  cases.  All  of  these  forms  are 
present  in  group  therapy,  although  the 
forced  form  is  not  used  in  groups.  Of  ail 
methods  the  induced  form  is  inherent  in 
group  therapy.  It  is  an  emotional  conta- 
gion. A statement  of  one  sets  off  a chain 
reaction  in  others  because  of  the  common 
interests  and  difficulties.  Vicarious  cath- 
arsis is  of  prime  value  to  certain  patients. 
It  is  contingent  upon  similarity  of  prob- 
lems and  capacity  for  identification.  It  can 
be  conditioned  by  similarity  of  personali- 
ties as  well.  Forced  catharsis  is  not  to  be 
permitted  in  group  therapy  and  when  one 
patient  tries  to  force  another  beyond  his 
readiness,  he  must  be  interrupted.  Mutual 
support,  identification,  universalization 
and  target  multiplicity  all  tend  to  promote 
catharsis  in  the  group. 

Insight  is  conditioned  by  (1)  emotional 
maturity,  (2)  elimination  of  ego  defenses, 
and  (3)  intellectual  comprehension.  It  is 
acquired  in  groups  not  only  through  inter- 
pretations of  the  therapist  but  also  by  in- 
terpretations offered  by  other  members. 

It  is  in  the  field  of  reality  testing  that 
group  psychotherapy  really  excels  over  in- 
dividual therapy.  The  patient  in  the  group 
may  be  encouraged  to  regress  but  he  has 
the  opportunity  of  continually  testing  his 
associations  on  the  other  members.  The 
group  becomes  a tangible  and  pressing 
reality  to  each  member.  He  has  to  learn  to 
deal  with  his  own  dislikes  as  well  as  the 
dislikes  of  others,  to  accept  attacks  of 
others  and  to  control  his  own  aggressive 
acts.  There  is  less  chance  for  the  patient 
to  misinterpret  or  distort  his  reactions. 

Sublimination  should  be  arrived  at 
through  a gradual  diminution  of  primary 
drives  in  comparative  freedom  and  as  a 
part  of  reality  testing. 

Groups  supply  opportunities  for  ways  of 
escape  from  participation  not  readily 
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found  in  individual  therapy.  Absentism  is  1 
easier  in  a group  since  guilt  feelings  of 
the  resistive  patient  are  not  too  easily 
aroused  (group  will  go  on  anyway,  so  he 
tells  himself).  Distraction  is  also  easier 
in  a group;  a member  may  laugh,  tell  a 
story  or  otherwise  interrupt  the  discus- 
sion. Abruptness  (breaking  in  on  another  j 
before  he  is  finished) , another  form  of  re-  ' 
sistance  is  also  easier  in  a group  than 
in  individual  therapy.  Silence,  general  or 
selective,  may  be  shaken  by  a direct  ques- 
tion from  one  who  notices  the  prolonged 
silence.  Acting  out  is  discouraged  in  any 
adult  group. 

The  group  itself  consists  ideally  of 
6-7  individuals.  These  individuals  should 
be  picked  in  such  a way  that  it  molds  al- 
most into  one  personality.  In  other  words, 
personalities  should  be  alike  in  as  much 
as  possible  so  that  the  therapist  instead 
of  treating  6 different  individuals  would 
be  able  to  treat  the  6 as  one.  Another  way 
of  stating  this  is  that  the  nuclear  prob- 
lems of  the  individuals  are  similar  and 
must  have  some  common  meeting  ground. 
It  is  disastrous  in  a group  of  neurotics  to 
include  a character  neurosis.  Severe  or 
moderately  severe  obsessive-compulsive 
individuals  do  not  do  well  with  hysterics, 
for  example.  Psychopaths,  paranoid  per- 
sonalities, obsessives  (unless  it  is  a group 
of  obsessives),  tend  to  disrupt  the  group. 
Alcoholic  or  drug  addicts  do  not  do  well 
in  general  groups  because  they  do  not 
form  a common  bond  with  the  others.  It 
goes  without  saying  that  psychotics  should 
not  be  included  in  groups  of  neurotics, 
because  their  associations  would  tend  to 
cause  too  much  anxiety  among  the  others. 
The  reasons  for  non-mixture  can  readily 
be  seen  if  the  group  is  to  develop. 

As  in  individual  therapy,  the  patient 
should  not  join  for  fun  or  because  he  is 
interested,  but  because  he  recognizes  and 
accepts  the  fact  that  he  needs  help  and 
is  willing  to  work  to  achieve  a better  ad- 
justment. 

In  summary  the  aims  of  group  therapy 
are  the  same  as  in  individual  therapy, 
that  is,  to  help  the  patient  feel  better, 
by  a redistribution  of  libidinal  energy,  ego 


strengthening,  adjusting  the  super-ego 
and  correction  of  the  self  image.  An  at- 
tempt has  been  made  to  describe  briefly 
the  dynamic  mechanisms  by  which 
changes  take  place  as  well  as  touching 
upon  the  size  and  character  of  the  group. 
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POSSIBLE  ORGANIC  BASIS 
FOR  A SYNDROME 

Reading  Disability,  Hyperactivity,  and 
Behavior  Problem  in  Boys 

Walter  D.  Davis,  M.  D.,* 
Farnhurst,  Del. 

This  paper  is  based  on  random  observa- 
tions recurring  with  sufficient  frequency 
as  to  seem  to  represent  a syndrome.  There 
is  no  pretense  that  what  follows  is  in  any 
way  scientifically  validated,  rather  an 
area  for  possible  research  and  further 

clinical  observation  is  being  suggested. 

Observations  were  made  of  children 
seen  both  in  the  Mental  Hygiene  Clinic 
and  to  a limited  extent,  in  my  own  private 
practice.  In  the  past  two  years  I have  seen 
at  least  13  cases — 11  boys  and  2 girls — 
aged  7-14,  who  can  be  categorized  as  pre- 
senting this  syndrome.  All  were  of  aver- 
age intelligence  (however,  in  an  earlier 
day  several  of  them  could  have  been 
tabbed  as  stupid).  At  home  and  school 
they  were  regarded  as  being  i-estless,  ir- 
responsible, overactive,  thoughtless,  but 
not  mean.  The  older  boys  tended  to  have 
been  delinquent.  Six  of  the  boys  could  not 
read,  all  thirteen  had  little  interest  in 
reading  and  read,  at  best,  below  grade 
level. 

Neurological  examinations  were  nega- 
tive except  for  a tendency  in  some  to  poor 
psychomotor  coordination. 

My  collective  impression  of  the  social 
histories  is  that  the  higher  proportion  had 
what  could  be  considered  poor  home  en- 
vironments with  plenty  of  psycho-patho- 
genic possibilities,  but  this  was  not  always 
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the  case.  ]\Iost  of  the  children  had  siblings 
who  were  not  similarly  affected.  There 
was  no  clear  cut  unequivocal  history  of  or- 
ganic trauma.  Restless,  overactive  be- 
havior tended  to  have  been  noticed  by 
parents  prior  to  the  start  of  school — with 
several  the  child  in  question  was  regarded 
as  having  been  overactive  from  the  time 
he  learned  to  walk. 

In  the  psychological  test  results  no  child 
was  rated  as  defective.  Nor  were  there 
any  test  signs  of  organic  impairment.  No 
consistent  personality  patterns  seem  to 
have  been  evident.  However,  there  was  a 
consistent  tendency  for  verbal  scores  on 
the  Wechsler-Bellevue  test  to  be  down  and 
performance  scores  to  be  up.  In  the  Wide 
Range  Achievement  Test  (Jastak)  reading 
and  spelling  scores  were  always  low. 
Ai’ithmetic  usually  was  close  to  grade 
level. 

In  the  psychiatric  interviews  gross  ab- 
normalities were  few.  They  all  related  well, 
tended  to  be  rather  aggressively  friendly 
(forward),  were  eager  for  and  responsive 
to  attention.  Restlessness  was  evident  as 
pressure  developed  or  sustained  activity 
was  required.  Distractibility  and  aggres- 
sive attention  getting  behavior  tended  to 
be  more  evident  in  a group  situation.  The 
two  most  consistent  features  were  a denial 
of  the  reading  difficulty,  or  at  least  a 
denial  of  concern,  and  a restless  reaction 
to  attempts  to  force  concentration. 

Electroencephalograms,  where  done, 
were  consistently  abnormal.  The  abnor- 
mality tended  to  be  diffuse — that  is  not 
localized — and  presumably  not  diagnostic 
of  any  definite  clinical  condition. 

In  several  cases  amelioration  of  hyper- 
active behavior  and  an  increase  of  the  at- 
tention span  seemed  to  follow  the  use  of 
“suppressive  medication”  (dilantin  or 
phenobarbital) . In  one  case  improvement 
followed  amphetamine  medication.  At 
least  two  were  helped  by  psychotherapy 
alone. 

An  hypothesis  which  assumes  an  organic 
1 actor  to  be  of  central  importance  in  the 
genesis  of  this  syndrome  follows:  It  is 
suggested  that  these  children  have  sus- 
tained minimal  brain  damage,  either  pre- 


natally or  in  infancy,  of  a sort  that  has 
caused  no  detectable  neropathy,  but  which 
has  resulted  in  a lowered  capacity  to  sus- 
tain psychic  tension.  An  alternate 
hypothesis  having  similar  significance 
would  be  that  in  these  children  there  is 
a congenital  deficiency  in  their  capacity  to 
sustain  tension  and  that  this  defect  can 
be  correlated  with  altered  electro-cortical 
activity  demonstrable  in  E.E.G. 

The  eventual  clinical  picture  would  de- 
rive from  the  above  genetic  condition  in  a 
fashion  something  as  follows:  (1)  Organ- 
ically decreased  capacity  to  sustain  psychic 
tension;  (2)  lessened  ability  to  restrain 
the  primitive  drives  as  is  required  in  the 
“house-breaking”  processes  of  the  pre- 
school years  with  resulting  slowmess  to 
conform  to  parental  expectations  of  good 
behavior:  (3)  resulting  from  this  there  is 
an  increase  of  parental  efforts  at  restraint 
and  a decrease  in  the  rewards  they  give 
out.  A circular  situation  is  set  up — which 
will  be  continually  repeated  in  school — 
the  child  can’t  hold  still,  resulting  in  en- 
vironmental (parents  and  school)  pressure 
or  restraint,  which  actually  increases  the 
inner  urgency  or  pressure  to  discharge  in 
restless  activity,  which,  in  turn,  calls 
forth  environmental  pressure.  The  only 
surcease  lies  in  unregulated  play  where  a 
switch  can  be  made  to  a new  activity  as 
soon  as  environmental  pressure  starts  to 
increase  the  inner  pressure  or  tension. 
This  escape  in  play  tends  to  be  cut  off 
when  school  starts.  In  school,  reading 
above  all  else  in  first  grade  requires  some 
ability  to  concentrate,  that  is,  to  sustain 
tension.  Failure  for  the  child  to  acquire 
this  skill  practically  ensures  that  ensuing 
school  years  will  see  the  problem  main- 
taining itself  and  discharge  of  tension 
being  accomplished  in  the  only  w'ay  he 
knows.  Restless,  unregulated  activity  will 
be  perpetuated. 

The  dubious  quality  of  this  hypothesis 
lies  in  the  fact  that  there  is  no  clinical 
evidence  presented  which  would  indicate 
that  the  origin  of  the  crucial  restlessness 
is  organic  rather  than  psychogenic.  I be- 
lieve this  applies  equally  to  the  disordered 
E.E.G.s  found  here,  which  as  far  as  the 
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present  state  of  knowledge  is  concerned 
might  be  evidence  only  of  a functional 
alteration  of  electro-cortical  activity. 

Moreover,  no  sustained  attempts  at 
deep  psychotherapy  that  might  uncover 
the  psychopathological  roots  have  been 
made.  One  other  difficulty  is  thatr  there 
are  five  times  as  many  boys  as  girls 
among  my  cases.  I attempted  to  explain 
this  away  with  the  speculation  that  the 
greater  biological  and  cultural  push  to- 
ward activity  in  boys  combines  with  a 
potential  organic  deficit  in  self-restraint, 
resulting  in  the  greater  frequency  of  the 
appearance  of  this  syndrome  in  boys. 

However,  should  this  prove  to  be  a true 
syndrome  that  does  have  at  its  base  an 
organic  deficit  in  the  child’s  ability  to  con- 
centrate, the  clinical  implications  would 
appear  to  be  important.  Particularly  would 
this  be  so  if  the  syndrome  could  be  rec- 
ognized in  the  pre-school  years  when 
prophylactic  steps  might  be  taken  against 
the  development  of  a reading  disability 
with  its  increasingly  serious  sequela. 

Summary 

It  is  suggested  that  reading  disability, 
hyperactive  behavior  and  altered  electro- 
cortical  activity  occur  together  with  suf- 
ficient frequency  as  to  constitute  a syn- 
drome most  apt  to  appear  in  boys.  It  is 
hypothesized  that  an  important  pre-condi- 
tion of  this  syndrome  is  some  sort  of  or- 
ganic deficit  in  the  central  nervous  sys- 
tem which  resulted  in  a decreased  capac- 
ity to  sustain  tension  (and  hence,  pay 
attention),  in  the  children  manifesting 
this  syndrome. 


A FAMILY  STUDY 
OF  HUNTINGTON'S  CHOREA 

C.  Lawrence  R.  Souder,  M.  D.,* 
Farnhurst,  Del. 

A study  of  a family  may  reveal  several 
individuals  in  the  family  or  relatives  of  the 
family  suffering  from  the  same  disease  or 
from  some  other  psychiatric  or  emotional 
disorders.  We  have  under  consideration 
one  such  Caucasian  family.  At  present 
there  are  two  members  of  the  family  hos- 
pitalized at  the  Delaware  State  Hospital. 
A third  member  of  the  family,  who  had 

*Assistant  Physician,  Delaware  State  Hospital. 


been  a patient  here,  improved  and  is  now 
on  trial  visit. 

The  father,  age  67  years,  is  a widower. 
He  was  hospitalized  here  in  1949.  The 
commitment  papers  gave  the  duration  of 
his  illness  as  five  years,  in  which  he  showed 
choreiform  movements  of  the  face,  neck, 
upper  and  lower  extremities,  with  a choreic 
gait.  Mention  was  also  made  of  a peculiar 
facial  expression  and  a slurring  speech. 
His  wife  had  died  several  months  before 
his  admission  to  this  hospital. 

He  was  described  as  always  having  had 
a rather  cheerful  disposition,  which  con- 
tinues in  spite  of  his  present  physical  con- 
ditioiL  A neurological  examination  in  1941 
revealed  a diagnosis  of  Huntington’s 
chorea.  He  had  reached  the  point  that  he 
was  absolutely  unable  to  take  care  of  him- 
self. He  would  not  bathe,  dress  or  shave. 
He  had  a tendency  to  walk  away  at  times. 

The  family  history  disclosed  that  pa- 
tient’s sister  had  been  hospitalized  in  a 
mental  and  nervous  institution  in  New 
Jersey  suffering  from  Huntington’s 
chorea.  She  died  six  years  before  patient’s 
admission  to  this  hospital. 

Only  one  etiological  factor  in  Hunting- 
ton’s chorea  is  known,  namely,  heredity. 
Direct  and  similar  inheritance  is  the  rule, 
the  disease  appearing  as  a dominant;  it 
can  pass  for  generations  uninterruptedly, 
but  no  doubt  at  times  the  carrier  of  a dom- 
inant may  fail  to  develop  that  trait,  or  do 
so  in  some  modified  form. 

In  Dr.  George  Huntington’s  original 
description  of  the  disease,  he  stated,  “The 
hereditary  chorea,  as  I call  it,  is  confined 
to  certain,  and  fortunately  a few,  families 
and  has  been  transmitted  to  them,  an  heir- 
loom from  generations  away  back  in  the 
dim  past.  ...  It  is  attended  generally  by 
all  the  symptoms  of  common  chorea,  only 
in  an  aggravated  degree,  hardly  ever  man- 
ifesting itself  until  adult  or  middle  life, 
and  then  coming  on  gradually  but  surely, 
increasing  by  degrees  and  occupying  years 
in  its  development,  until  the  hapless  suf- 
ferer is  but  a quivering  wreck  of  his  form- 
er self.” 

Huntington’s  chorea  is  more  common  in 
men  than  in  women.  There  are  three  mark- 
ed peculiarities  in  the  disease:  (1)  its 
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hereditary  nature;  (2)  a tendency  to  in- 
sanity and  suicide;  (3)  its  manifesting 
itself  as  a grave  disease  only  in  adult  life. 
The  disease  is  distinguished  by  the  union 
of  persistent  and  progressive  choreic  move- 
ments, with  deterioration  of  the  mind,  and 
further  by  its  heredofamilial  incidence. 

The  father  of  the  present  family  under 
study  at  the  Delaware  State  Hospital  had 
been  a painter  by  trade  and  worked  at 
.same  as  long  as  he  was  able.  He  became 
incapacitated  in  about  1920  and  the  fam- 
ily was  aided  by  the  Family  Society  from 
1920  until  1941.  There  were  eight  chil- 
dren. One  child  died  of  convulsions  in  in- 
fancy. One  of  the  daughters  was  treated 
at  this  hospital  in  1949  to  1950,  suffering 
from  chronic  alcoholism  and  diagnosed 
Korsakoff’s  psychosis.  Another  daughter 
has  been  before  the  Juvenile  Court  charged 
with  immoral  conduct  and  delinquency.  A 
son  was  examined  at  the  Mental  Hygiene 
Clinic  in  1943,  having  been  referred  by  the 
Juvenile  Court  on  a charge  of  larceny  and 
forgery. 

Another  son,  age  30  years,  is  also  at  pre- 
sent a patient  in  the  Delaware  State  Hos- 
pital. He  showed  psychopathic  traits  from 
early  childhood,  having  been  arrested  on 
five  different  occasions  on  larceny  charges. 
He  is  a muscular  type  of  individual  with 
rigidity  of  the  shoulders  and  neck.  He  also 
has  a peculiar,  partially  spastic  gait.  His 
speech  is  jerky,  his  movements  chorei- 
form in  character  and  there  are  some  in- 
coordinations in  his  voluntary  movements. 
His  hands  and  fingers  are  held  in  awk- 
ward, rigid  positions.  While  not  actually 
a case  of  Huntington’s  chorea,  he  suffers 
from  a neurological  condition  character- 
ized by  similar  or  modified  symptoms. 

As  Dr.  Huntington  observed  originally, 
the  eligibles  who  did  not  develop  the  dis- 
order of  Huntington’s  chorea,  neverthe- 
less, were  peculiarly  excitable  and  more 
than  normally  responsive  to  nervous  strain. 
Roughly  speaking,  from  one-quarter  to 
one-half  of  a sibship  may  be  expected  to 
become  choreic.  The  original  postulates  of 
Huntington’s  chorea  hold  good  today, 
namely:  The  appearance  of  the  disease 
only  in  adult  life;  its  chronicity  and  grad- 
ual development ; its  following  a direct  line 


from  parent  to  offspring,  and  when  this 
line  was  broken,  its  failure  to  reappear  in 
future  generations.  Thus,  when  once  start- 
ed, the  disease  never  relaxes  its  hold.  Re- 
missions or  temporary  alleviations  seldom, 
if  ever,  interrupt  its  sequence. 

None  of  the  children  had  a normal  home 
life.  The  mother  was  a rather  meek  woman 
but  she  was  hard-working  and  because  she 
had  to  work,  was  not  in  the  home.  The 
father,  moreover,  because  of  his  condition, 
could  not  supervise  the  children.  They 
lived  in  crowded  and  cluttered  quarters  in 
the  city  yet  they  seemed  to  be  a closely-knit 
family. 

In  summary,  this  has  been  the  study  of 
a family  whose  members  have  various 
neurological  traits.  The  hereditary  aspect 
of  Huntington’s  chorea  has  been  shown. 
Although  a familial  incidence  is  character- 
istic of  the  disease,  it  was  seen  that  not 
all  members  of  a stricken  family  develop 
the  disease.  It  was  also  shown  that  one 
member  of  the  family,  who  is  at  present  a 
patient  at  the  Delaware  State  Hospital,  al- 
though not  presenting  sufficient  evidence 
at  this  time  for  Huntington’s  chorea, 
nevertheless,  has  mannerisms,  choreic 
movements,  etc.  that  resemble  the  disease 
and  probably  may  represent  some  modified 
form  of  it.  Some  regular  components  of 
Huntington’s  chorea  as  well  as  other  neuro- 
pathic and  psychiatric  traits  were  found 
in  this  particular  family. 
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DEPRESSIVE  REACTION 
MASKING  NEUROSYPHILIS 

Nicholas  M.  White,  M.  D.* 
Farnhurst,  Del. 

The  patient  (J.  H.)  to  be  discussed  was 
born  on  August  16,  1892  in  Ireland.  No 
information  was  received  about  his  family 
history  or  about  his  birth  and  early  devel- 
opment. He  came  to  the  United  States  in 
1920  and  until  about  3 months  prior  to 
his  admission  here,  he  worked  as  a outler 
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and  gardener.  He  had  good  references  and 
excellent  record.  It  is  stated  that  patient 
was  always  healthy.  Patient  himself 
claims  that  in  the  spring  of  1953  he  devel- 
oped a left  ankle  edema  and  has  seen  a pri- 
vate physician  in  Connecticut,  who  pre- 
scribed bed  rest  for  him.  This  left  leg 
“acted  up”  again  the  fall  of  1953,  then  pa- 
tient received  some  kind  of  treatment  from 
a chiropractor. 

The  prepsychotic  personality  is  describ- 
ed as  happy  and  quite  outgoing.  He  al- 
ways wanted  to  make  people  happy  and 
was  constantly  buying  gifts  for  the  chil- 
dren of  his  friends  when  they  had  birth- 
days, weddings,  etc.  His  friends  were 
mostly  men.  He  likes  to  play  cards  or  chat 
with  them.  His  hobby  was  horse  racing 
and  it  is  estimated  that  patient  lost  be- 
tween $25,000.00  and  $30,000.00  on  horses 
since  he  had  been  in  the  United  States. 

In  February,  1954  patient  resigned  from 
his  job.  In  the  following  months  patient 
gradually  became  depressed,  made  debts. 
In  early  April,  1954  patient  contacted  one 
of  his  friend  telling  him  that  he  wanted  to 
give  himself  up  to  the  police  because  he  did 
not  pay  his  income  tax  for  the  past  3 years 
and  because  of  this,  the  police  were  looking 
for  him  and  he  would  go  to  jail.  Patient 
also  related  to  his  friend  that  he  made  sui- 
cidal plans.  The  friend  became  alarmed, 
called  on  a private  physician,  who  then  re- 
ferred patient  to  a local  hospital  on  April 
19,  1954.  There  a consulting  psychiatrist 
found  the  following  symptoms : depression 
manifested  by  guilt  feelings  about  not 
working  and  pecuniary  matters,  agitation 
and  anxiety,  feelings  of  unworthiness,  con- 
stipation, suicidal  ideation.  Patient  was 
guarded,  defensive  and  difficult  to  elicit 
information  from.  However,  he  admitted 
that  he  had  been  treated  for  gonorrhea  at 
the  age  of  26.  He  also  found  that  patient 
had  a delusion  about  suffering  from  pedic- 
ulosis and  that  some  of  the  patient’s  replies 
were  irrelevant  and  incoherent.  His  diag- 
nostic impression  was  Involutional  Psycho- 
tic Reaction  and  recommended  commit- 
ment to  Delaware  State  Hospital  which 
was  done  on  April  24,  1954. 

Chief  complaints  were:  “I  have  suffered 
from  constipation,  and  I feel  guilty.”  The 


main  findings  of  the  admission  physical 
examination  were : Patient  has  a pyknic 
habitus.  His  blood  pressure  was  192/108 
in  supine  position.  Pulse  rate  was  98,  regu- 
lar. The  neurological  findings  revealed 
that  the  right  pupil  was  larger  than  the 
left  and  it  did  not  react  to  light.  The  finger 
to  finger  and  finger  to  nose  tests  showed 
marked  past  pointings.  The  abdominal 
and  cremasteric  reflexes  were  absent. 
There  were  marked  tremors  of  the  hands 
and  fingers.  The  gait  was  shuffling.  The 
Romberg  and  Babinski  signs  were  nega- 
tive. The  speech  was  retarded  and  slow. 
The  impression  was  hypertensive  arterios- 
clerotic heart  disease,  compensated,  and 
syphilis  of  CNS  to  be  ruled  out. 

During  the  diagnostic  interview  and 
mental  examination,  patient  was  sad,  re- 
tarded, friendly  and  cooperative.  He  ad- 
mitted that  recently  “I  tried  to  choke  my- 
self with  a towel.  I am  a bad  Catholic.  I 
wanted  to  die.  I feel  guilty.  I committed 
a lot  of  sins,  like  masturbation  and  homo- 
sexual acts.”  Beside  suicidal  ideas,  hope- 
lessness and  guilt  feelings,  patient  also  ex- 
pressed some  grandiose  paranoid  ideas 
like,  “everybody  will  be  against  me  be- 
cause I will  destroy  this  place — when  the 
laxative  works  I will  mess  up  this  place  so 
they  could  not  clean  it  up.”  The  ten- 
tative psychiatric  diagnosis  on  admis- 
sion was  involutional  psychotic  reaction, 
but  syphilis  of  the  CNS  to  be  ruled  out. 
Shock  treatment  was  suggested  if  there 
would  be  no  contra-indication.  Laboratory 
examinations,  blood  serology  and  electro- 
cardiogram were  requested. 

A psychological  testing  was  done  on 
April  30,  1954  in  which  the  short  form  of 
Wechsler  Bellevue  test  revealed  that  pa- 
tient showed  a good  deal  of  psychomotor 
retardation  and  the  intellectual  function- 
ing was  average.  In  the  projective  testing 
(Rorschach,  Drawings)  the  patient’s  re- 
sponses were  “very  sparse  and  showed  a 
lack  of  drive,  energy  and  motivation. 
There  was  also  evidence  of  blocking  and 
depression.  He  is  so  preoccupied  with  him- 
self that  there  is  little  external  contact  be- 
ing made.” 

The  laboratory  examinations  revealed 
the  following:  the  first  3 urine  analyses 
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revealed  specific  oravity  1020-12*21.  Blood 
count  on  April  29,  1954  revealed  4.61  RBC ; 
the  hemoglobin  was  93  ; the  WBC  was  9600 
and  the  differential  count  was  within  nor- 
mal limits.  On  the  same  date,  the  blood 
^^’assermann  and  Kahn  reactions  were 
negative.  The  icterus  index  on  May  11, 
1954  was  5.  and  blood  cephalin  was  nega- 
tive on  the  same  day.  X-rays  of  chest  and 
skull  were  normal.  The  electrocardiogram 
from  May  12,  1954  revealed:  “AV  rate  of 
107 ; normal  sinus  rhythm.  P waves  are  up- 
right in  all  three  leads.  PR  interval  is  .16; 
GRS  interval  is  .08;  ST  interval  is  .24.  T 
waves  are  upright  in  leads  I,  II  and  III. 
Deep  wave  in  CR  1 ; high  R waves  in  CR 
6.  The  conclusion : Sino-auricular  tachy- 
cardia. The  tracing  is  probably  normal.” 
During  the  month  of  May,  1954  patient’s 
mental  picture  did  not  change.  He  contin- 
ued to  be  depressed,  was  seclusive,  but  ECT 
was  postponed  because  the  requested  tests 
were  not  yet  completed.  On  the  evening  of 
May  26,  1954  patient  complained  of  pains 
in  the  left  leg.  Examination  on  May  27, 
1954  revealed  that  the  left  leg  from  the 
ankle  up  to  the  thigh  was  considerable 
swollen,  the  skin  shiney  and  hot.  The  im- 
pression was  of  thrombophlebitis,  and  pa- 
tient was  placed  on  penicillin,  300,000  units 
twice  daily  intramuscularly.  It  was  noted 
that  patient  was  less  depressed  than  on  ad- 
mission. Prothrombin  time  on  May  28, 
1954  revealed  13  sec.  with  the  control  also 
in  13  sec.  In  the  following  days  under  the 
penicillin  treatment,  patient’s  leg  condi- 
tion improved,  however,  he  developed  urin- 
ary and  anal  incontinency.  On  June  10, 
1954  when  the  leg  condition  improved 
enough,  a spinal  tap  was  done  which  re- 
vealed 1 cell ; the  protein  was  52  and  the 
Wa.ssermann  reaction  was  .strongly  posi- 
tive. The  gold  curve  revealed  3322110000. 
On  that  day  patient’s  penicillin  was  raised 
to  600,000  units  b.i.d.  Erom  May  27  until 
June  16,  1954  inclusive,  patient  received 
12,000,000  units  of  penicillin.  On  June  17, 
1954,  the  day  after  the  discontinuation  of 
the  penicillin  treatment,  patient’s  spinal 
fluid  revealed  that  the  Wassermann  was 
still  strongly  positive,  and  the  gold  curve 
was  3221000000.  A urological  consulta- 


tion pointed  to  the  central  origin  of  pa- 
tient’s incontinency. 

On  June  18,  1954  patient  was  presented 
to  the  staff  and  the  diagnosis  of  chronic 
brain  syndrome,  associated  central  nerv- 
ous system  syphilis  (meningoencephalitic 
type)  with  psychotic  reaction  was  made. 
On  July  8,  1954  patient  was  examined  by 
the  neurological  consultant  who  found : 
”mild  hypertensive  a r t e r i o s clerotic 
changes  in  the  eyegrounds,  the  right  pupil 
dilated  and  react  sluggishly  to  light.  Tre- 
mors of  the  outstretched  hands,  slight 
weakness  of  both  lower  limbs  on  active  mo- 
tion but  gait  is  normal.  Generally  overac- 
tive, deep  tendon  reflexes  with  a left  Ba- 
binski  sign.  The  neurologist  confirmed 
the  diagnosis. 

At  present  day  (July  15,  1954)  patient’s 
mental  picture  is  improved  to  the  extent, 
that  he  expresses  no  guilt  feelings,  or 
grandiose,  nor  paranoid  ideas.  He  is  rath- 
er cheerful  at  times,  his  memory  is  fair. 
However,  he  is  still  somewhat  seclusive 
and  still  shows  lack  of  drive. 

Summary  and  Comments 
A case  of  general  paresis  is  presented 
in  which  the  patient  showed  initially  a 
psychiatric  picture  of  deep  depression  with 
some  grandiose  and  paranoid  ideation  and 
some  neurologic  signs.  While  patient  had 
an  intercurrent  disease,  thromobophlebitis 
of  the  left  leg,  he  developed  urinary  and 
anal  incontinency.  Although  patient  had 
a negative  Blood  Wassermann  and  Kahn 
reactions,  his  spinal  serology  showed  posi- 
tive Wassermann  reaction  and  a mid-zone 
colloidal  curve. 

The  important  advancements  in  the 
diagnosis  and  treatments  of  syphilis,  to- 
gether with  improved  public  health  ser- 
vice, make  it  rare  to  see  nowadays  a case 
of  general  paresis.  Because  of  this  rarity 
of  syphilis  of  CNS  it  is  important  that  the 
slightest  neurological  signs,  which  might 
be  masked  by  a psychotic  syndrome  should 
be  followed  up  with  complete  serological 
testing  and  neurological  examinations. 
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PSYCHOSIS  FOLLOWING  BROMIDE 
INTOXICATION 

H.  Muszynska* 

Farnhurst,  Del. 

The  recent  literature  reveals  that  the 
number  of  admissions  of  patients  with 
bromide  intoxication  to  mental  hospitals 
has  increased  over  the  past  years  and  at- 
tributes this  fact  to  the  greater  restrictions 
in  the  dispensing  of  barbiturates.^ 

The  patient  to  be  discussed  was  transfer- 
red November  6,  1952  to  Delaware  State 
Hospital  from  a general  hospital  where  he 
had  been  admitted  for  possible  pneumonia. 
The  report  from  this  hospital  stated  that 
patient  had  been  confused  and  hallucinat- 
ing since  his  admission.  A tentative  diag- 
nosis of  myocarditis  and  pneumonitis  was 
made  but  the  x-ray  report  of  the  lungs 
stated  only  that  there  was  a mild  density 
in  the  lower  lobes,  which  may  have  been 
partially  in  the  soft  tissues  and  partially 
due  to  artifacts.  It  stated  further  that  a 
mild,  inflammatory  process  could  not  be 
ruled  out  for  sure.  The  report  from  the 
hospital  stated  further  that  patient’s  phy- 
sical condition  improved  after  administra- 
tion of  oxygen  and  other  medications,  but 
that  the  mental  condition  failed  to  improve. 
Therefore,  he  was  commited  to  Delaware 
State  Hospital. 

Physical  examination  on  admission  re- 
vealed a well-developed  but  only  poorly 
nourished,  white  male,  somewhat  dehy- 
drated, with  a blood  pressure  of  96/50  and 
a systolic  and  diastolic  murmur.  Patient 
was  weak,  unable  to  walk  and  complained 
of  severe  headaches.  He  had  a coarse  tre- 
mor of  the  upper  extremities  and  a positive 
Romberg.  There  were  no  other  essential, 
pathological,  physical  findings.  No  acne 
was  present.  The  deep  tendon  reflexes  in 
all  extremities  were  symmetric  and  within 
physiological  limits,  as  were  the  abdominal 
and  cremasteric  reflexes.  No  Babinski 
sign  was  present.  The  eye  grounds  failed 
to  reveal  essential  pathology.  The  urine 
was  negative.  The  blood  count  showed 
4,200,000,  RBC;  85%  Hgb. ; 6,000  WBC, 
with  a normal  differential.  The  blood  urea 
was  16  mg.  % and  a fasting  blood  sugar 
107  mg.  %.  X-rays  of  the  chest  and  skull 
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were  negative,  as  was  the  blood  Wasser- 
mann.  The  spinal  fluid  showed  2 cells, 
a negative  Wassermann  and  a flat  gold 
curve.  A bromide  level  showed  it  was  320 
mg.  %. 

The  mental  examination  on  this  patient 
revealed  a pale,  undernourished  patient, 
unable  to  walk,  disorientated  for  time, 
place  and  person,  who  expressed  auditory 
and  some  visual  hallucinations.  He  heard 
and  saw  members  of  his  family  around ; 
he  had  numerous  delusions,  the  ones  that 
somebody  was  going  to  kill  him;  others 
that  the  trailer  in  which  he  lived  had  burn- 
ed down  and  also  that  he  had  stomach  ul- 
cers which  were  going  to  turn  into  cancer. 
Patient  was  unable  to  form  logical  concepts 
and  his  answers  to  questions  were  mostly 
inappropriate.  There  was  a considerable 
flight  of  ideas  and  he  showed  some  de- 
pression, or  rather  preoccupation,  about 
his  impending  death.  He  was  not  antag- 
onistic or  hostile  and  tried  to  cooperate 
with  the  hospital  staff  to  the  best  of  his 
ability. 

A psychological  and  psychometric  test 
( Wechsler-Bellevue,  Rorschach,  and  TAT) 
showed  a low,  central  I.  Q.  of  83,  with 
the  highest  score  125 ; high  average  in 
reality  and  a tense  and  insecure  individual 
who  could  function  fairly  well  in  not  too 
stressful  conditions  but  tended  to  avoid 
situations  which  taxed  his  emotions  too 
much,  because  he  feared  not  to  be  able  to 
handle  them. 

Patient  is  the  youngest  of  three  children. 
He  had  little  schooling  and  could  scarcely 
read  and  write.  He  had  had  numerous  odd 
jobs  but  his  vocational  progress  was  im- 
paired by  heavy  drinking.  Patient  is 
single.  There  is  a history  of  having  been 
engaged  to  a girl  long  ago  but  she  had  left 
him  because  he  would  not  stop  drinking. 
5-6  months  before  his  admission,  he  work- 
ed as  a gardener  in  an  institution  and  liked 
his  job.  He  stopped  drinking,  fearing  he 
would  lose  this  job  again.  To  control  a 
feeling  of  discomfort  and  vague  gastric 
pains,  he  started  to  take  Nervine  which 
contains  about  600  mg.  of  different  bro- 
mides in  4 cc.  He  took  about  6-8  teaspoons- 
ful  of  this  medicine  daily.  Later  he  de- 
creased the  Nervine  and  started  to  take 
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Bromo-Seltzer,  which  contains  320  mg. 
sodium  bromide  and  160  mg.  acetanilid  per 
teaspoonful.  He  took  about  two  teaspoons- 
ful,  q.i.d. 

Patient  was  put  on  salt-glucose  tablets 
and  on  high  doses  of  vitamins.  The  bro- 
mide level  decreased  gradually  from  320 
mg.  % on  11/7/52  to  160  mg.  % on 
12/2/52,  and  20  mg.  % on  2/12/53. 

His  physical  and  mental  condition  im- 
proved more  or  less  proportionally  with  the 
decrease  of  the  bromide  level  in  the  blood. 
With  210  mg.  %,  he  could  already  walk 
with  some  support  but"  was  still  delusional. 
With  180  mg.  % he  realized  that  his  trailer 
was  not  burned,  and  with  160  mg.,  he  real- 
ized that  he  had  been  sick  and  “out  of  his 
mind.”  He  attended  group  therapy  ses- 
sions for  alcoholics,  worked  in  the  ground 
crew,  and  was  discharged  January  24, 
1953.  His  diagnosis  was  acute  brain  syn- 
drome, associated  with  drug  intoxication 
(bromides) . 

Comment 

Reynolds  and  Ware-  describe  several 
cases  of  intoxication  due  to  Bromo-Seltzer, 
where  the  symptoms,  mostly  persistent 
cyanosis,  are  due  not  to  the  bromides  in  the 
Bromo-Seltzer  but  rather  to  the  acetanilid, 
which  does  not  form,  as  believed  previous- 
ly, methemoglobin  in  the  blood,  but  sulf- 
hemoglobin.  It  is  not  impossible  that  the 
condition  in  patient  which  was  diagnosed 
as  myocarditis  and  pneumonitis  may  have 
been  due  to  acetanilid  intoxication. 

Levin'^  describes  in  his  paper,  four  types 
of  bromide  poisoning.  The  two  first, 
more  common,  are  (1)  simple  bromide  in- 
toxication with  dullness  and  sluggishness 
but  with  unimpaired  orientation  and  no  de- 
lusions or  hallucinations;  (2)  the  delirious 
type  with  severely  impaired  orientation  ir 
all  three  spheres,  fears,  restlessness,  im- 
pairment of  the  thinking  process  and  de- 
lusions and  hallucinations.  He  describes 
further  two  less  common  types,  (3)  bro- 
mide hallucinosis  and  (4)  bromide  schizo- 
phrenia. The  orientation  is  unimpaired 
and  hallucinations  occur  in  both.  In  bro- 
mide hallucinosis  they  are,  however,  rather 
threatening  to  somebody  else  and  the  af- 
flicted patient  experiences  them  only  as  a 
horrified  spectator.  In  bromide  schizo- 


phrenia, the  hallucinations  are  more  per- 
sonal and  threatening  to  the  individual. 
This  type  is  difficult  to  distinguish  from 
a schizophrenic  reaction,  except  that  it 
starts  only  with  a certain  bromide  level 
and  recedes  when  the  level  decreases.  Ac- 
cording to  this  classification,  the  patient 
here  presented  would  have  suffered  from 
Type  2.  Though  his  premorbid  personality 
has  not  shown  a too  good  adjustment  (he 
was  single,  drinking,  and  had  a poor  work 
record),  it  does  not  seem  that  it  had  a 
special  influence  on  his  symptoms,  since 
they  were  of  a type  described  rather  fre- 
quently. 

Summary 

The  case  of  a 41-year-old  man  is  pre- 
sented who  showed  psychotic  symptoms  af- 
ter consumption  of  large  amounts  of  Ner- 
vine and  Bromo-Seltzer  for  several  months, 
after  he  had  given  up  alcohol.  The  possi- 
bility that  an  acute  disease,  one  week  be- 
fore his  admission  to  Delaware  State  Hos- 
pital, which  was  diagnosed  as  myocarditis, 
could  have  been  due  to  the  acetanilid  con- 
tained in  Bromo-Seltzer  is  discussed.  The 
danger  that  drug  addicts  may  switch  to 
easily  available  bromides  when  barbitu- 
rates become  more  difficult  to  obtain,  is 
pointed  out. 
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NON-CONVULSIVE  SHOCK  THERAPY 
With  The  Reiter  Electro  Stimulator 

C.  P.  Turner,  M.  D..* 
Farnhurst,  Del. 

This  is  a report  of  six  patients  who  re- 
ceived electric  shock  treatment  with  the 
Reiter  Electro  Stimulator  for  varying  per- 
iods of  time.  Many  papers  have  been  writ- 
ten describing  the  results  of  experience 
with  this  Stimulator  and  other  forms  cf 
non-convulsive  therapy.  It  is  the  purpose 
of  this  paper  to  discuss  some  experiences 
at  Delaware  State  Hospital  with  this  form 
of  treatment. 

Case  1.  This  patient  came  to  the  hospital 
with  a diagnosis  of  psycho-neurosis,  obses- 
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sive  compulsive  type.  She  received  20 
treatments  with  the  Reiter  Electro  Stimu- 
lator. Following  these  treatments,  the  pa- 
tient improved  and  was  able  to  return  to 
her  home. 

Case  2.  This  was  a patient  with  a diag- 
nosis of  chronic  brain  syndrome  due  to 
cerebral  arteriosclerosis.  She  received  20 
treatments  with  the  Reiter  Electro  Stimu- 
lator and  improved  and  went  home. 

Case  3.  This  was  a patient  with  a diag- 
nosis of  involutional  psychotic  reaction, 
paranoid  type.  She  received  20  treatments 
and  showed  only  very  slight  improvement. 
This  improvement  lasted  only  a few  days, 
however,  and  the  treatment  was  consider- 
ed a failure. 

Case  4.  This  was  a patient  with  a diag- 
nosis of  manic  depressive  psychosis,  de- 
pressed type.  This  patient,  on  previous 
hospitalizations,  had  received  regular  con- 
vulsive shock  therapy  and  had  improved 
enough  to  return  home.  She  was  given  22 
treatments  of  the  non-convulsive  type  with 
the  Reiter  machine.  She  showed  no  im- 
provement. Following  those  treatments 
she  was  given  regular  convulsive  shock 
treatment.  She  then  showed  improvement. 

Case  5.  This  was  a patient  with  a diag- 
nosis of  schizophrenia,  catatonic  type. 
This  patient  had  previously  received  reg- 
ular convulsive  treatment  and  had  im- 
proved. She  was  given  1 treatment  with 
the  Reiter  Electro  Stimulator  of  the  non- 
convulsive  type.  She  became  more  bewil- 
dered and  catatonic  than  she  had  been  pre- 
viously and  treatment  was  discontinued. 

Case  6.  This  was  a patient  with  a diag- 
nosis of  paranoid  condition.  She  received 
3 treatments  of  the  non-convulsive  type 
and  showed  no  improvement.  Later,  she 
was  given  treatments  of  the  regular  con- 
vulsive type  and  improved  enough  to  be 
returned  to  her  home. 

We  see  here  out  of  six  patients  two  who 
improved  and  were  able  to  return  home, 
which  is  a total  of  one-third  of  the  patients 
who  improved.  Two  patients  who  received 
treatment  and  who  showed  no  improve- 
ment were  subsequently  given  regular  con- 
vulsive shock  therapy  and  showed  marked 
improvement.  One  patient  receiving  only 
non-convulsive  treatment  showed  very 


slight  improvement  and  immediately  slip- 
ped back.  The  last  patient  became  worse. 

Our  experience  with  the  non-convulsive 
therapy  has  been  rather  discouraging.  We 
find  that  there  are  some  instances  in  which 
convulsive  forms  of  shock  therapy  are  im- 
practical. These  cases  include  those  with 
abnormalities  of  the  spinal  column  and 
also  those  who  are  very  elderly  or  debilit- 
ated. In  those  cases  we  still  find  that  the 
non-convulsive  form  of  therapy  is  worth 
trying.  Because  of  the  better  results  ob- 
tained with  the  convulsive  form  of  therapy, 
however,  as  well  as  the  ease  with  which 
the  regular  therapy  can  be  given,  in  most 
instances  we  find  that  it  is  better  and  more 
convenient  to  use  the  regular  convulsive 
form  of  therapy.  One  disadvantage  in  us- 
ing the  non-convulsive  form  of  therapy  is 
that  it  requires  more  personnel  and  time, 
since  the  patients  must  be  anesthesised 
with  Pentothal. 


CASE  TABLE  I RESULT 


1 

Improved 

2 

Improved 

3 

No  change 

4 

No  change* 

5 

No  change* 

6 

Got  worse 

*These  patients  were  later  given  regular  convul- 

sive 

therapy  and 

improved. 

TABLE  II 

Improved 

33% 

No  Change 

50% 

Got  Worse 

17% 

Conclusion 

Our  experiences  indicate  that  the  use 
of  non-convulsive  electric  therapy  is  dis- 
appointing compared  with  regular  electro- 
shock therapy  which  seems  to  be  more 
practical  in  technique  and  more  effective 
with  regard  to  outcome. 


ON  REGRESSION 

N.  Levin,  M.  D.,* 

Farnhurst,  Del. 

The  word  regression,  as  a psychiatric 
term,  connotes  going  back  to  early  think- 
ing processes  that  perhaps  are  long  for- 
gotten by  the  people  concerned.  At  times 
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these  processes  originally  date  so  far  back 
that  these  manifestations  seem  thorough- 
ly new,  or  peculiar,  to  others  and  even 
strange  to  the  very  person  manifesting 
them.  Regression  may  take  many  forms, 
usually  childhood  experiences  previously 
deeply  impressed  in  the  young  mind,  old 
habits  or  gestures  that  have  been  reas- 
suring during  threatening  moments  in 
the  past,  or,  they  may  be  a reactment  of 
a reaction  to  a traumatic  episode  which 
has  been  pushed  back  in  the  subconscious 
and  repressed.  To  regard  regression, 
however,  as  a deteriorating  or  deterioi’ated 
process  is  not  only  erroneous  but  itself 
increases  the  stress  on  the  person  suffer- 
ing because  more  efforts  are  required  of 
him  to  overcome  what  is  regarded  as  a 
state  of  deterioration  adding  insult  to  in- 
jury, as  it  were.  Yet,  we  find  this  a very 
popular  conception  among  therapists. 

Clinically,  signs  of  regression  are  usual- 
ly observed  in  cases  of  withdrawal  such  as 
seen  in  schizophrenia.  We  also  see  them 
in  involutional  cases.  For  this  reason 
the  impression  of  deterioration  and  hope- 
lessness was  suggested  in  the  manner  of 
old  people  being  unable  to  become  young 
again  to  do  the  things  they  wanted  to 
do  in  life.  Perhaps  this  very  fact  ought 
to  make  us  wonder  whether  efforts  of 
the  so-called  senile  cases  not  to  be  treated 
as  handicapped  by  age  get  them  to  act 
like  little  children  and  set  up  such  a pat- 
tern of  conduct  and  behavior.  This  shows 
very  clearly  in  one  way  how  culture  affects 
individuals  and  how  individuals  think  and 
act  in  the  effort  to  get  along  in  the  envi- 
ronment. We  are  all  familiar  with  the 
more  tolerant  and  condescending  attitude 
of  people  towards  elderly  individuals  simi- 
lar to  that  found  in  our  attitude  toward 
children  and  helpless  animals  in  general. 
While  the  latter  group  unknowingly  live 
through  this  period,  elderly  people  can 
utilize  the  opportunity  to  turn  the  tide 
of  being  taken  casually,  and,  for  granted 
by  actually  getting  themselves  looked 
after  when  they  manifest  what  is  called 
signs  of  regression.  There  is  no  question 
that  age  limits  individual  capacities  to 


certain  points  but  there  is  no  basis  that 
this  should  be  a handicap  as  it  is  presently 
conceived  and  still  accepted.  Current 
studies  on  geriatrics  disprove  crippung 
by  age  per  se,  and,  those  that  are,  have 
chronic  diseases  which  otherwise  could 
have  been  attended  to  prior  to  advanced 
age.  More  and  more  w’e  come  across 
people  in  their  eighties,  and  above,  who 
are  well  integrated  and  profitably  occu- 
pied. They  provide  data  which  disclose 
that  people  in  the  old  age  group  experi- 
ence normal  desires  and  impulses  and 
preserve  their  attributes.  We  certainly 
defeat  our  purpose  of  prolonging  life  were 
we  to  close  our  eyes  to  the  utility  of  same. 

Going  back  to  regression,  I would  like 
to  present  it  as  a flashback  of  the  mind 
where  old  scenes  are  reproduced  and  acted 
out  by  a person  who  is  undergoing  a need 
to  do  so.  Such  a person  is  w’orking  out. 
or,  trying  to  work  out  a particular  situa- 
tion called  for  at  the  time  necessitating 
the  manifested  symptoms.  He  is  forced 
to  use  old  techniques  because  the  present 
conditions  have  apparently  exhausted 
other  resources.  It  is  also  possib’' 
the  person  himself  is  exhausted  psyu,. 
cally  so  that  things  have  gotten  '•* 

control  and  he  is  pushed  back  to  old  pciC- 
terns  like  the  prodigal  tracing  his  foot- 
steps home  because  he  failed  to  find  his 
way  out  in  the  world. 

By  studying  and,  therefore,  learning 
what  the  person  is  trying  to  say  and  do 
by  what  w^e  call  regression  and  by  taking 
these  things  up  with  him  in  therapy, 
we  can  help  in  clearing  up  the  psychologi- 
cal kinks  in  his  mind  where  he  is  caught 
up  in  snags  and  unable  to  communicate 
otherwise.  Since  such  a condition  in- 
volves the  most  important  things  in  life 
for  this  person,  he  will  not  give  up  work- 
ing on  his  dilemma  even  when  all  thera- 
pists do.  This  fact  points  to  the  neurotic 
personality  involved  but  we  all  manifest 
varying  degrees  of  neurosis  in  the  neurotic 
wear  and  tear  of  everyday  living.  If  we 
keep  this  in  mind,  we  will  be  perhaps 
more  successful  in  following  the  thinking 
processes  of  these  patients. 
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Hope  For  The  Future  In  Delaware 
Mental  Health 

The  geographical  position  of  the  state 
of  Delaware  is  one  of  strategic  value.  As 
a “border  state,”  Delaware  has  been  asked 
to  participate  in  the  Southern  Governors’ 
Conference  and  in  the  Conference  of 
Northeastern  States.  The  association  of 
Delaware  with  these  two  groups  of  states 
at  this  time  is  of  particular  advantage  to 
those  interested  in  improving  and  expand- 
ing the  resources  on  the  state  for  training 
psychiatric  personnel  and  in  developing 
research  in  mental  health.  Both  of  these 
conferences  are  directing  much  thought 
and  effort  toward  preventing  mental  dis- 


orders in  persons  with  potential  for  such 
breakdown  and  toward  discovering  ways 
of  more  effective  treatment  and  more 
rapid  rehabilitation  of  already  mentally 
ill  persons.  The  states  of  the  Southern 
Region  especially  have  taken  action  which 
gives  hope  for  greater  advancement  in 
this  area,  viz.  a study  of  their  own  re- 
sources for  training  and  research  in  men- 
tal health,  and  consideration  of  ways  in 
which  the  resource  of  one  state  may  be 
made  available  to  another  state  lacking 
such  facilities. 

Delaware  has  much  to  contribute  to  the 
other  southern  states.  The  resources  for 
research  in  this  state  are  limitless  if  in- 
dustry, medicine,  and  other  groups  will 
join  with  mental  health  personnel  in  seek- 
ing solutions  to  these  problems. 

Since  research  is  dependent  on  the  avail- 
ability of  well-trained  personnel,  the  state 
of  Delaware  should  give  serious  thought 
to  making  available  to  its  young  citizens 
the  opportunity  of  obtaining  a medical 
education  at  home.  Just  as  some  of  the 
other  scientific  departments  at  the  Uni- 
versity of  Delaware  have  been  expanded 
to  provide  specialized  education,  a school 
of  medicine  could  be  developed  there. 

It  is  hoped  that  the  Governor  will  com- 
ply with  the  request,  which  has  been 
made  previously,  to  appoint  a committee 
to  explore  the  need  for  a medical  school 
at  the  State  University,  and  if  such  a need 
is  revealed,  to  seek  the  means  through 
which  the  state,  with  the  help  of  inter- 
ested individuals,  can  establish  such  a 
school.  This  school  would  be  basic  to  the 
training  of  psychiatric  personnel  and  per- 
mit state  citizens  to  make  fuller  use  of 
residency  programs  already  approved  at 
institutions  in  Delaware. 
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CHEST  X-RAY  SURVEY 

L.  D.  Phillips,  M.  D.,* 
Farnhurst,  Del. 

In  December,  1953,  a mobile  chest  x-ray 
unit  of  the  Delaware  State-Wide  Chest 
X-ray  Survey  visited  the  hospital  and 
x-rayed  patients  and  employees  on  70 
mm.  films. 

There  were  961  patients  and  219  em- 
ployees who  received  this  service,  a total 
of  1180  chest  films.  Patients  who  were 
physically  or  mentally  unable  to  have  a 
satisfactory  film  taken  were  not  done. 

The  large  number  of  employees  (214) 
who  were  not  x-rayed  at  the  hospital 
availed  themselves  of  this  Survey  service 
in  their  local  community  in  practically 
every  instance. 

Following  this  service  the  films  were 
lead  by  a member  of  the  Survey  and  who 
leported  that  there  appeared  to  be  ab- 
normal findings  of  80  of  the  patients  and 
personnel  on  viewing  this  total  of  1180 
films. 

These  80  cases  are  listed  in  Table  1. 
You  will  note  that  the  patients  and  per- 
sonnel have  been  separated  and  also  the 
percentages  are  included.  Besides  the  fol- 
lowing tabulation,  there  were  reported 
four  abnormal  heart  shadows,  three  of 
which  were  dextrocardiacs  and  one  en- 
largement in  size  and  shape  of  the  shadow. 


Tuberculosis 

No. 

Per  Cent 

No. 

Per  Cent 

Minimal  

27 

2.8 

3 

1.4 

Moderately  advanced 

8 

0.8 

1 

0.5 

Far  advanced  . . 

3 

0.3 

0 

Calcium  pleural  plaque 

....  2 

0.2 

1 

0.5 

Infiltration  of  bases 

6 

0.5 

1 

0.5 

Diaphragmatic  hernias 

. - 7 

0.7 

0 

Calcified  nodules  . . 

10 

1.04 

2 

0.91 

Tumor  mediastineum 

. 2 

0.2 

0 

Bronchiectasis 

. . 2 

0.2 

1 

0.5 

Intrathoracic  goiter 

1 

0.1 

0 

Pneumoperitoneum 

1 

0.1 

0 

Bulbous  emphysema 

. . 1 

0.1 

0 

Pericardial  cyst 

1 

0.1 

0 

71  9 

The  abnormal  findings,  except  the  heart 
shadow  report,  were  to  be  followed  up  on 
14x17  cm.  chest  films. 

This  follow-up  is  listed  on  Table  2. 
Again  the  patients  and  personnel  have 
been  separated  and  the  percentages  in- 
cluded. 

‘Chief  Internist,  Delaware  State  Hospital. 


TABLE  2 


Recheck  Patients  Employees 


No. 

Per  Cent 

No. 

Per  Cent 

Tuberculosis 

Active 

Moderately  advanced  . . 

5 

0.52 

1 

0.46 

Inactive 

Minimal  

,. . . 18 

1.88 

3 

0.91 

Moderately  advanced  . , 

...  3 

0.3 

Calcium  deposits  

6 

0.62 

1 

0.46 

Calcified  plaque  

1 

0.1 

Bronchiectasis  

2 

0.21 

1 

0.46 

Emphysema  

1 

0.1 

Thickened  pleura  

. . 2 

0.21 

Elevated  diaphragm  

1 

0.1 

Passive  congestion  

2 

0.21 

Pneumonary  abscess  

2 

0.21 

Enlarged  heart  shadow  .... 

3 

0.3 

Not  obtainable  for  x-ray  . . . 

1 

0.1 

1 

0.46 

Negative  

. . . 24 

30.0 

1 

1.25 

Rib  resection  

1 

0.46 

71  9 

The  above  readings  of  the  14x17  cms. 
films  were  by  the  consulting  roentgenolo- 
gist. 

Three  of  the  presumable  active  cases 
were  known  prior  to  the  Survey,  as  were 
the  majority  of  the  inactive  cases.  The 
one  active  case  among  the  personnel  went 
to  the  sanatorium  for  treatment.  The 
remaining  five  had  gastric  washings  which 
were  negative  for  acid  fast  organisms. 
Serial  x-ray  films  have  shown  either  ret- 
rogressing or  stationary  lesions ; in  none 
of  the  cases  has  there  been  any  progres- 
sion. 

The  tuberculosis  figures  appear  lower 
than  reported  from  some  other  mental 
institutions.  It  is  not  felt  that  the  patients 
and  personnel  who  were  not  x-rayed  would 
materially  alter  the  percentages. 

These  lower  morbidity  totals  may  be 
somewhat  due  to  the  fact  that  all  patients 
on  admission  receive  a chest  x-ray  film, 
while  all  applicants  for  employment  re- 
ceive a physical  examination  including  a 
chest  x-ray  or  a fiuoroscopic  examination. 


The  present  trend  toward  providing 
treatment  and  supervision  in  the  home 
for  a relatively  longer  period  of  the  tuber- 
culosis patient’s  illness  is  creating  some 
important  problems.  It  makes  close  co- 
ordination among  all  professional  per- 
sonnel involved — physicians,  nurses,  social 
workers,  rehabilitation  workers,  and 
others — even  more  important  than  before. 
James  E.  Perkins,  M.  D..  XTA  Bulletin. 
May,  1954. 
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THE  PSYCHOLOGICAL  MEANING  OF 
ENURESIS  IN  MALES 
A Working  Hypothesis 

Leon  Dunkel,  M.  S.,* 
Farnhurst,  Del. 

For  the  purposes  of  this  study  enuresis 
is  defined  as  an  involuntary  repeated  mic- 
turition after  the  age  of  three.  Enuresis 
should  be  distinguished  from  urinary  in- 
continence which  is  considered  to  be  di- 
rectly due  to  gross  organic  pathology.^'® 
Estimates  of  the  frequency  of  enuresis 
in  children  vary  from  1%  to  about  25% 
of  the  population  in  pediatric  out-patient 
clinics.®  PowelP  estimates  that  15%  of 
all  children  are  enuretic. 

Enuresis  is  regarded  by  many  as  an  in- 
dicator of  emotional  disturbance.^’-*®’®  As 
with  any  other  neurotic  symptom  it  is 
extremely  difficult  to  assign  a specific 
meaning  to  the  symptom.  The  same 
symptom  may  have  a multiplicity  of  causes. 
Studies  with  children  and  adults^’-’®  have 
pointed  consistently,  however,  to  the 
fact  that  the  parent-child  relationship  is 
of  the  utmost  importance  in  the  devel- 
opment of  enuresis.  It  is  the  author’s 
thesis  that  enuresis  in  males  is  determined 
by  two  major  factors.  On  the  one  hand, 
enuresis  is  a symbolic  expression,  at  a 
behavioral  level,  of  hostility  experienced 
at  an  unconscious  level  toward  the  mother, 
when  such  hostility  is  not  permitted  con- 
scious expression.  Enuresis  also  repre- 
sents a reassurance  against  castration 
fears,  also  at  an  unconscious  level. 

The  following  discussion  is  based  on 
an  analysis  of  7 cases  of  enuresis  in  males 
ranging  in  age  from  6 to  14.  The  cases 
were  seen  at  the  Delaware  State  Mental 
Hygiene  Clinic  during  the  six  month 
period  ending  in  May,  1954.  The  Clinic 
examination  consisted  of  a psychological 
evaluation,  a psychiatric  evaluation  and  a 
social  service  investigation.  The  psycho- 
logical evaluation  consisted  of  an  intelli- 
gence test,  Rorschach  Test,  Human  Figure 
Drawings,  and,  in  two  cases,  the  TAT. 
Because  of  the  limited  nature  of  the  sam- 
ple, the  results  are  presented  as  tentative. 
4 he  possibility  of  other  factors  underlying 

♦Psychologist,  Mental  Hygiene  Clinic,  Delaware  State 
Hospital. 


enuresis  cannot  be  ruled  out  at  this  time. 
The  specific  modifications  necessary  to 
explain  enuretic  behavior  in  females  has 
not  as  yet  been  worked  out. 

In  terms  of  personality  configurations 
each  of  the  7 enuretic  males  was  described 
by  the  psychologist  as  passive  and  over- 
dependent, with  difficulty  in  expressing 
hostility  or  aggressive  feelings  overtly, 
particularly  as  related  to  the  female.  In 
each  case  the  female,  (mother  figure)  was 
perceived  as  essentially  threatening,  and 
identification  was  with  a weak,  ineffectual 
father  figure. 

Case  history  and  clinical  material  round 
out  the  picture  of  inter-family  dynamics. 
The  mother  was  the  dominant  member  of 
the  family  and  the  patient’s  relationship 
with  his  mother  was  characterized  by  ex- 
cessive overdependence  and  passivity.  This 
passivity  tended  to  generalize  to  all  the 
patient’s  relations  with  authority  figures. 

The  psychological  dynamics  leading  to 
enuresis  may  be  theorized  as  follows.  Hos- 
tility is  experienced  toward  the  mother 
because  of  her  aggressive,  domineering 
over-protectiveness.  Because  of  the 
child’s  unconscious  perception  of  the 
mother  as  threatening,  and  the  fear  this 
engenders,  this  hostility  cannot  be  ex- 
pressed at  a conscious  level.  The  child 
is  therefore  passive  in  his  relationship 
with  his  mother.  He  has  not  made  a 
strong  male  identification  because  of  the 
weak  ineffectual  father  and  therefore  has 
none  of  the  “masculine”  aggressive  re- 
leases available.  The  child’s  security  as 
an  individual  and  his  supply  of  comfort 
and  nourishment  is  threatened  if  he  ex- 
presses the  hostility  he  feels.  “If  I tell 
Mommy  I hate  her,  she  won’t  love  me 
anymore;  she  won’t  take  care  of  me  any- 
more.” Carrying  the  analysis  one  step 
further,  if  this  hostility  is  expressed  di- 
rectly the  child  feels  that  retaliatory  ac- 
tion will  be  taken  by  the  mother.  At  the 
unconscious  level  this  retaliatory  action 
is  castration.  Enuresis  thus  may  be  viewed 
as  a reassurance  that  this  castration  has 
not  taken  place. 

Perhaps  the  most  common  apparent  con- 
tradition  to  this  theoretical  explanation  is 
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the  child  who  develops  enuresis  seeming- 
ly as  a result  of  an  operation  or  some 
other  traumatic  event.  It  is  the  author’s 
contention  that  in  such  cases  the  psycho- 
logical conditions  described  above  exist  in 
the  home  but  are  not  intense  enough  to 
produce  enuresis.  The  traumatic  event 
is  necessary  to  trigger  the  symptom. 
Enuresis  will  begin  in  such  cases  if  the 
child  interprets  the  traumatic  event  as 
essentially  castrating  in  nature. 

Enuresis  viewed  in  this  way  has  a two- 
fold meaning.  On  the  one  hand  it  is  an 
expression  of  hostility  toward  the  mother. 
It  also  represents  an  unconscious  reas- 
surance against  castration. 
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SOME  REACTIONS 
Of  Emotionally  Disturbed  Children 
To  Academic  Retardation 

Ruth  V.  Higbee,  Ph.D.,* 
Delaware  City,  Del. 

The  children  who  are  in  residence  at 
the  Governor  Bacon  Health  Center  be- 
cause of  emotional  difficulties  tend  on  the 
whole  to  be  retarded  in  their  school  learn- 
ing and  to  be  working  below  the  intellec- 
tual level  indicated  by  the  WISC  or  other 
standard  measure  of  general  intelligence. 
The  median  IQ  of  our  population  is  in  the 
low  average  category,  but  at  least  35  per 
cent  of  the  children  are  average  or  better 
in  IQ.  Computation  of  the  Jastak  altitude,’ 
other  analyses  of  WISC  performance,  in- 
terpretation of  Rorschach  protocols,  and 
general  behavioral  clues  often  suggest  that 
potentially  many  of  these  children  can 
perform  at  an  even  higher  level.  Their 
social  and  emotional  deprivations  ai-e  prob- 

•Acting  Chief  Psychologist,  Governor  Bacon  Health 
Center. 

1 Jastak,  Joseph;  A Rigorous  Criterion  of  Feeblemindedness, 
J.  Abn.  <Soc.)  Psychol,  44;  367-379,  1949. 


ably  reflected  in  their  present  level  of 
general  functioning,  and  they  affect  even 
more  greatly  their  academic  accomplish- 
ments. The  children  are  not  unaffected 
by  this  retardation;  for  many  of  them,  it 
is  a self-percept  which  further  lowers  their 
sense  of  self-worth  and  adequacy  and 
which  further  contributes  to  any  guilt 
feelings  which  they  already  have  about 
past  misdemeanors  and  other  failures  to 
cope  with  their  life  situation.  The  present 
writer,  in  her  experiences  as  psychologist 
at  Governor  Bacon  Health  Center  has  been 
impressed  by  (a)  the  extent  to  which 
many  of  these  children  are  deeply  con- 
cerned with  their  apparent  learning  dif- 
ficulties, and  (b)  the  degree  to  which  this 
worry  is  revealed  by  or  reflected  in  the 
routine  testing  of  school  achievement. 

The  first  point  is  perhaps  illustrated  by 
a brief  account  of  a child  with  whom  the 
writer  has  had  a therapeutic  relationship 
in  which  such  worries  have  been  exten- 
sively aired.*  Martin  came  to  the  Center  at 
the  age  of  seven  with  a record  for  wander- 
ing late  at  night,  ransacking  cars,  and 
breaking  and  entering.  He  is  the  second 
oldest  of  seven  siblings  and  half  siblings; 
his  father  had  deserted  the  family  some 
time  earlier,  and  his  mother  was  finding 
it  difficult,  even  with  financial  aid  from 
the  community,  to  maintain  an  adequate 
home.  Psychological  testing  indicated 
Martin’s  general  intelligence  to  be  at  least 
average,  but  school  achievement  virtually 
non-existent.  Nor  was  much  learning  ac- 
complished during  Martin’s  first  winter 
here.  On  admission  he  seemed  to  be  poorly 
related  to  adult  authority  and  at  times 
he  became  extremely  defiant.  He  kicked, 
screamed  and  had  prolonged  temper  tan- 
trums. He  was  beset  by  bad  dreams  and 
even  night  terrors.  Psychiatric  evaluation 
suggested  that  he  was  harrassed  by  many 
fantasies  and  fears  centering  around 
Oedipal  conflicts.  This  was  confirmed  by 
his  behavior  during  therapy.  These  con- 
flicts cannot  be  discussed  at  length  in  the 
present  paper,  but  one  aspect  of  the  situa- 
tion seems  to  be  that  he  has  felt  a deep 

•All  psychotherapy  at  the  Center  is  under  the  super- 
vision of  the  Child  Psychiatrist. 
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sense  of  responsibility  for  the  welfare  of 
his  mother  and  young  siblings  and  has 
attempted  in  irrational  and  inadequate 
ways  to  be  adult  and  to  live  up  to  his  re- 
sponsibilities. In  the  face  of  his  inability 
to  alleviate  the  home  situation,  he  col- 
lapsed and  regressed  to  primitive  tantrums 
and  other  infantile  behavior.  During  resi- 
dence at  the  Center  the  general  milieu 
effected  some  gradual  improvement  in 
Martin’s  adjustment.  When  he  began  to 
be  seen  in  individual  therapy  about  a year 
ago  he  made  initially  rapid  strides  in 
working  through  some  of  these  problems 
and  in  examining  and  overcoming  some  of 
his  fears.  In  a short  time  there  were 
further  noticeable  changes  in  his  everyday 
behavior.  This  surface  adjustment  has 
continued,  and  there  has  been  further 
deeper  but  less  dramatic  progress,  which 
is  not  so  directly  reflected  in  his  cottage 
and  school  behavior.  During  his  months  in 
therapy,  however,  there  have  been  two 
serious  setbacks,  two  periods  in  which  he 
reverted  to  the  disturbed,  uncontrolled, 
infantile  behavior  patterns  which  he 
showed  on  admission.  One  of  these  fol- 
lowed a Thanksgiving  visit  home  in  which 
he  discovered  his  family  living  in  a very 
inadequate  apartment,  with  no  heat  or 
light,  and  with  broken  windows  stuffed 
with  newspaper  in  an  unsuccessful  at- 
tempt to  keep  out  the  bitter  November 
wind  and  snow.  His  mother  and  the  two 
youngest  babies  were  ill.  The  other  period 
was  an  earlier  one  in  which  he  started 
back  to  school  in  September. 

Martin  is  a child  who  is  able  to  express 
his  feelings  verbally  as  well  as  indirectly 
through  play  activity,  and  it  has  been 
very  clear  that  the  two  incidents  were 
not  unrelated.  Both  collapses  were  precipi- 
tated by  his  very  deep  sense  of  failure 
and  inadequacy.  In  the  first  case  he  was 
overwhelmed  by  his  family’s  plight.  Night 
terrors  returned,  and  he  “went  to  pieces” 
frequently  in  the  daytime.  He  tore  off  his 
jacket  and  even  his  shirt  and  pants  and 
tried  to  run  outdoors  in  his  underwear. 
If  placed  in  seclusion  he  tried  desperately 
to  share  his  mother’s  discomfort  by  at- 
tempting frantically  to  turn  off  the  radia- 
tor and  to  claw  holes  in  the  wall.  At  one 


point  he  tried  to  run  away  to  join  his 
family,  and  he  dictated  the  following  note 
to  each  of  several  staff  members  at  the 
Center  in  an  endeavor  to  explain  to  them 
his  erratic  behavior  and  his  desperate 
need  to  help  provide  warmer  and  more 
adequate  quarters  for  his  family: 

“I’m  running  away  and  going  out  the  gates, 
going  to  Delaware  City.  After  I get  done  with 
Delaware  City  I’ll  go  to  a little  cabin  and 
first  I’ll  have  to  get  some  matches  and  light 
a fire  and  go  get  some  wood  and  light  the 
fire  brighter  and  then  I’ll  come  back  to  the 
Center  and  hide.” 

The  earlier  relapse  was  equally  a time 
of  extreme  disturbance  in  behavior  for 
Martin,  marked  mostly  by  an  inability 
to  tolerate  school,  by  an  increase  in  his 
expressed  fears  of  devils,  ghosts,  and  other 
threatening  figures,  and  by  frequent 
tantrums.  It  was  difficult  for  this  young- 
ster to  accept  the  confinements  of  a 
structured  classroom  after  experiencing 
the  greater  freedom  of  the  summer  pro- 
gram at  the  Center.  It  seemed  to  be  not 
these  pressures  however,  which  bothered 
Martin  so  severely;  it  was  rather  his  sud- 
den, acute  realization  that  he  was  spend- 
ing his  time  literally  in  the  same  class- 
room as  he  had  the  year  before,  that,  al- 
though his  arithmetic  was  fair,  he  could 
barely  print  his  own  name,  and  that  he 
was  nowhere  nearly  ready  for  the  third 
grade  work  which  he  felt  that  he  must 
accomplish.  It  was  a stormy  time  for  him 
until  he  was  finally  able  to  reconcile  him- 
self partially  to  his  retardation  and  to 
try  to  begin  his  learning  at  the  level  of 
which  he  was  then  capable.  Again  he 
seems  to  have  felt  an  overwhelming  obli- 
gation to  play  an  adult  role  in  his  family 
and  an  acute  sense  of  his  inability  to  do 
so,  which  almost  prevented  him  from 
functioning  effectively  at  any  level. 

Another  way  in  which  these  children’s 
underlying  concern  over  their  school 
progress  manifests  itself  is  during  the 
psychological  examination  of  the  young- 
sters.* In  general,  the  task  of  psychologi- 

•All  children  at  the  Center  are  tested  by  the  psychologist 
from  time  to  time.  Tests  used  routinely  are  individual 
intelligence  tests,  school  achievement  tests,  and  various 
projective  techniques  appropriate  for  children.  They  also 
include  on  occasion  special  techniques  such  as  those  for 
exploring  the  possibility  of  organic  damage  in  certain 
youngsters,  those  for  assessing  vocational  choices  and 
aptitudes  of  teenagers,  and  so  on.  There  is  also  the 
opportunity  for  informal  interviews,  free  and  controlled 
play,  as  well  as  observations  of  the  child’s  actual  behavior 
in  the  classroom,  on  the  playground,  and  in  the  cot- 
tage, and  we  find  that  such  information  can  be  very 
valuable  as  an  adjunct  to  formal  testing. 
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cal  evaluation  in  a residential  treatment 
center  is  a somewhat  different  matter 
from  that  in  an  out-patient  setting,  and 
in  general,  the  task  is  somewhat  easier. 
Thei’e  is  the  advantage  of  having  first- 
hand informal  observations  against  which 
to  check  the  more  objective  and  formally 
derived  test  quotients.  It  is  also  possi- 
ble to  choose  a time  when  the  child  seems 
not  too  upset  emotionally  to  apply  his 
best  efforts,  to  set  the  pace  of  the  test- 
ing to  the  child’s  needs,  and  even  to  cancel 
and  reschedule  appointments  if  this  seems 
advisable.  A further  interesting  aspect 
of  testing  in  such  a setting  is  the  fact 
that  the  psychologist  is  inevitably  in  the 
child’s  eyes  an  integral  part  of  a larger 
setting  in  which  the  youngster  is  living 
his  daily  life,  and  this  means  that  the 
child  brings  some  of  his  attitudes  toward 
the  milieu  into  the  testing  situation. 

On  the  whole  this  imbedding  of  the  test 
situation  in  the  total  treatment  setting 
is  an  aid  to  testing.  The  children,  by 
and  large,  have  comfortable,  positive  feel- 
ing toward  their  environment  which  they 
perceive  as  sympathetic,  permissive,  and 
non-threatening,  and  it  is  indeed  this 
very  atsmosphere  which  the  examiner 
wishes  to  establish  in  the  test  situation. 
Occasionallj'  however,  this  relaxed  feel- 
ing would  seem  to  lead  to  difficulties  in 
eliciting  the  child’s  full  cooperation  and 
effort;  this  is  particularly  true  in  the  ad- 
ministration of  seemingly  routine  profi- 
ciency tests  such  as  the  Wide  Range 
Achievement  test  (WRAT)-,  which  ex- 
plores the  three  basic  school  subjects  of 
reading  (word  recognition),  spelling,  and 
arithmetic.  This  test  is  routinely  given 
at  the  time  of  admission and  at  regular 
intervals  during  the  child’s  subsequent 
stay  at  the  Center.  It  is  easy  to  adminis- 
ter and  score,  and  it  is  useful  in  under- 
standing the  child’s  total  adjustment  as 
well  as  of  specific  value  in  deciding  school 
placement  at  the  Center  or  in  the  com- 
munity after  discharge.  It  is  a test,  how- 
ever, which  seems  to  be  emotionally 

iJaslak,  Joseph:  Wide  Range  Achievement  Test,  Wilming- 

ton: Chas.  L.  Story  Company,  1946. 

•Many  of  the  children  have  recently  been  tested  at  Mental 
Hygiene  Clinic  or  in  the  school  system.  If  so,  results  are 
available  and  testing  is  not  duplicated. 


charged  for  many  of  our  children,  perhaps 
because  of  the  very  fact  that  it  is  a com- 
pletely straightforward  and  undisguised 
challenge  to  them. 

Some  few  children  refuse  flatly  to  un- 
dertake the  test  at  all,  or  only  extensive 
persuasion,  reassurance,  and  encourage- 
ment induces  them  to  do  so.  Some  invent 
elaborate  reasons  for  postponing  the  ses- 
sion. Others  begin  the  test  but  soon  be- 
come obviously  agitated  when  they  reach 
unknown  words  or  baffling  problems  and 
may  need  to  leave  the  room  for  a while 
and  come  back.  With  a little  help,  many 
of  them  verbalize  their  discouragement 
and  embarrassment  very  freely.  Still 
others  try  in  very  transparent  ways  to  dis- 
guise or  deny  their  retardation  by  magni- 
fying it  to  an  absurd  degree  so  that  their 
actual  level  of  achievement  will  be  ob- 
scured. Allen  is  a bright  13  year  old  who 
is  an  accomplished  reader,  but  somewhat 
retarded  in  spelling  and  poor  in  funda- 
mentals of  arithmetic.  On  the  test  he 
read  without  hesitation,  but  began  to  mis- 
spell words  deliberately,  and  when  he 
came  to  arithmetic  he  soon  began  very 
openly  and  deliberately  to  falsify  his 
answers.  Frank,  another  13  year  old  of 
normal  intelligence,  who  is  performing  on 
an  inferior  level  in  all  three  areas,  was 
relatively  cooperative  in  arithmetic  (his 
best  subject),  but  balky  on  other  parts  of 
the  test.  Several  times  he  stated  despon- 
dently, “You  may  think  I know  it,  but 
you  can’t  prove  it.”  He  even  read  the 
words  “cat,  milk,  red,  tree  ....  city”  as 
“dog,  water,  green,  bush  . . . country." 
He  also  misspelled  his  own  name  and  filled 
in  his  age  as  3 and  his  grade  as  1.  In 
his  case  it  was  of  course  easy  for  the 
examiner  to  detect  his  “malingering”  and 
to  discuss  it  with  him  before  proceeding 
to  obtain  a more  valid  estimate  of  his 
present  proficiency.  In  other  cases,  chil- 
dren’s failures  to  put  forth  effort  are  less 
conspicuous,  but  the  examiner  must  be 
alert  for  more  subtle  signs  and  must  be 
able  to  reassure  and  reconvince  the  child 
that  he  is  accepted  as  he  is,  that  there 
are  still  opportunities  for  him  to  progress. 
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and  so  on,  before  the  child  is  able  to  reveal 
his  actual  level  of  achievement. 

It  is  the  writer’s  impression  that  such 
difficulty  in  obtaining-  valid  performances 
in  achievement  areas  is  most  frequently 
encountered  with  children  for  whom  there 
is  a marked  discrepancy  between  general 
ability  and  actual  school  progress.  That 
is,  it  exists  with  children  who  are  notice- 
ably retarded  academically  but  who  are 
average  or  better  than  average  in  general 
intelligence  and  are  therefore  perceptive 
enough  to  realize  all  too  clearly  their  in- 
ferior academic  status.  Furthermore,  it 
would  seem  that  it  is  children  who  have 
been  in  residence  for  some  time  who  re- 
veal most  strikingly  their  agitation  and 
concern.  Newly  admitted  youngsters, 
with  a minimum  of  effort  on  the  exami- 
ner’s part,  seem  to  conform  to  the  de- 
mands of  the  testing  situation  and  to  give 
a straightforward  performance,  albeit  un- 
happily in  some  cases.  Older  residents, 
however,  may  be  already  acquainted  wdth 
the  examiner  as  a participant  in  their 
daily  lives  or  may  simply  regard  the 
psychologist  as  part  of  a total  setting,  a 
setting  in  which  they  have  come  to  feel 
at  least  partially  comfortable.  The  result 
is  that  while  some  of  these  children  may 
thereby  feel  relaxed  enough  to  take  the 
test  in  a matter-of-fact  way,  others  re- 
act by  feeling  free  to  reveal  not  their 
actual  accomplishments  but  their  dissatis- 
faction with  themselves  and  this  they  act 
out  in  some  of  the  ways  described  above. 
They  therefore  require  rather  special  ef- 
fort on  the  part  of  the  examiner,  a fact 
which  makes  even  the  administration  of 
routine  tests  a difficult  but  interesting- 
experience  for  the  psychologist  in  a resi- 
dential treatment  center. 

FAMILY  CARE 

Helena  W.  Odiorne,  M.  A.,* 
Farnhurst,  Del. 

Mary  A.  was  17  when  she  was  com- 
mitted to  a State  Hospital  for  treatment 
of  a schizophrenic  reaction  with  predomi- 
nating hebephrenic  features.  At  first  she 
showed  apparently  good  response  to  treat- 

‘Chief  Psychiatric  Social  Worker,  Delaware  State  Hos- 
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ment,  but  the  improvement  proved  to  be 
superficial  and  eventually  most  of  the 
somatic  treatments  were  used.  The  initial 
insulin  treatment  was  followed  by  electro- 
shock, and  later  a prefrontal  lobotomy  was 
done. 

It  was  realized  early  that  planning  for 
her  to  leave  the  hospital  would  present 
some  special  difficulties.  Both  parents 
were  dead,  an  older  sister  was  married 
and  living  several  hundred  miles  away, 
both  brothers  were  in  the  Army  at  the 
time  of  Mary’s  admission,  although  the 
older  was  soon  discharged  and  started 
his  professional  training  at  a near-by 
university.  It  was  not  felt  that  a foster 
placement  through  one  of  the  children’s 
agencies  would  be  satisfactory.  Mary’s 
guardian,  together  with  a brother,  found 
a home  for  her  with  friends  of  the  parents 
and  a trial  visit  was  arranged  after  the 
re-training  period  subsequent  to  the  lobot- 
omy. This  home  had  some  limitations  and 
Mary’s  poor  adjustment  there  was  sup- 
ported by  the  interference  of  the  brother 
who  was  extremely  protective  of  her. 
When  she  returned  to  the  hospital  the 
staff  was  particularly  concerned  about  her 
attitude  of  “coming  back  home’’  and  her 
wish  to  remain  at  the  hospital  indefinitely. 

During  this  period  the  State  Legisla- 
ture, at  the  request  of  the  Division  of 
Mental  Hygiene,  had  approved  organiza- 
tion of  a Family  Care  Program  and  funds 
had  been  allocated  for  this  purpose.  Some 
patients  were  already  placed,  but  none 
of  the  homes  then  in  use  was  found  suita- 
ble for  Mary,  and  several  others  were 
studied.  The  one  that  was  selected  by 
the  Social  Service  Department  was  a farm 
home  near  a small  college  town ; the  foster 
family  was  acquainted  with  another  state 
hospital  through  previous  employment 
there;  in  the  home  was  another  girl  of 
Mary’s  age  who  also  had  her  high  school 
work  interrupted,  because  of  neurological 
difficulties,  the  high  school  in  the  district 
was  a good  one,  and  it  was  felt  that  the 
town  offered  social  resources  for  both  girls. 
The  essential  difference  between  the  earli- 
er trial  visit  and  this  placement  was  that 
this  home  had  been  selected  by  the  hos- 
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pital  and  both  the  home  and  the  patient 
would  be  closely  supervised  by  the  hos- 
pital. The  placement  was  discussed  fully 
\\  ith  her  brother,  plans  were  made  for  his 
visits  to  his  sister  and  he  was  encouraged 
to  bring  any  criticism  to  the  social  worker, 
instead  of  to  the  foster  family  directly. 

Mary  went  to  the  Family  Care  home 
during  the  summer  and  was  well  adjusted 
there  before  school  time.  In  September 
both  girls  returned  to  high  school  to  com- 
])lete  their  last  two  years.  She  also 
became  acquainted  with  some  of  the  col- 
lege students,  her  own  family  visited  from 
time  to  time  and,  during  holiday  times, 
she  visited  their  homes;  the  hospital 
social  worker  visited  frequently  and  she 
was  seen  less  frequently  by  a psychiatrist 
at  the  hospital.  Three  years  later  she  was 
no  longer  under  hospital  supervision,  but 
did  see  the  social  worker  from  time  to 
time  at  her  own  request.  Not  only  had 
she  finished  high  school,  but  she  had  com- 
pleted one  year  at  the  state  University 
and  was  planning  to  return  there,  and  had 
summer  employment.  There  has  been  no 
recurrence  of  her  illness. 

Family  Care  is  the  placement  of  pa- 
tients with  families  other  than  their  own 
for  continued  care  and  treatment.  This 
may  be  because  the  patient  has  no  near 
relatives,  or  because  the  homes  of  near 
relatives  are  not  suitable  for  the  needs 
of  the  patient.  In  general,  this  placement 
is  used  for  two  types  of  patients:  (1) 
those  who  may  be  chronically  ill  but  who 
have  adjusted  at  a comfortable  level,  and 
who  will  be  happier  in  a family  home 
rather  than  in  an  institution;  and  (2) 
those  patients  who  need  a i)eriod  of  con- 
valescent care  before  returning  to  their 
places  in  the  community.  Family  Care 
placement  may  be  used  to  bridge  the  gap 
between  the  Hospital  and  the  home  envi- 
ronment, or  it  may  take  the  place  of  the 
home  environment  which  is  no  longer 
available.  It  is  individual  placement  with 
an  individual  family  and  is  not  to  be 
confused  with  placement  of  a patient  with 


a group  in  a different  institution  or  nurs- 
ing home. 

The  Group  for  the  Advancement  of 
Psychiatry  (G.  A.  P.)  states:  “The  re- 
sponsibility for  selection  of  patients  and 
their  medical  supervision  while  under  such 
care  belongs  entirely  to  the  psychiatrist. 
The  responsibility  for  finding  a suitable 
home,  for  interpreting  the  patient  and 
his  needs  to  the  foster  family,  for  main- 
taining proper  standards  of  care,  and  for 
helping  the  patient  in  his  social  readjust- 
ment, is  primarily  a function  of  the  Social 
Worker.  There  is  no  other  professional 
group  qualified  by  training  and  experience 
to  assume  this  responsibility.” 

Historically,  Family  Care  originated  in 
Gheel,  Belgium,  the  site  of  the  death  of 
Dymphna,  Irish  princess  and  patron  saint 
of  the  mentally  ill.  Many  ill  persons  visited 
the  town  and,  as  there  was  no  hospital 
there,  were  cared  for  in  private  homes. 
In  1852  Belgium  recognized  that  a prac- 
tical plan  for  the  care  of  certain  types 
of  mental  illness  had  developed  and  the 
program  became  part  of  the  country’s 
mental  health  planning.  Scotland  adopted 
the  plan  in  1857,  and  France,  Germany 
and  Switzerland  soon  followed.  Our  first 
state  to  establish  the  program  was  Massa- 
chusetts in  1885,  New  York  and  Maryland 
were  next  in  1935,  and  now  many  other 
states  are  using  the  plan. 

The  most  important  objective  of  Fam- 
ily Care  is,  of  course,  patient  therapy. 
However,  in  places  where  the  program 
is  in  operation  there  are  interesting  and 
stimulating  community  reactions.  The 
community  is  drawm  closer  to  the  hospital, 
misconceptions  about  “insanity”  are  dis- 
pelled, and  a healthier  attitude  toward 
mental  illness  and  maladjustment  has  re- 
sulted. 

Practically  there  are  other  advantages, 
too.  Placement  of  a patient  in  a Family 
Care  home  releases  a bed  for  an  acutely 
ill  patient  in  the  hospital ; placement  of 
a number  of  patients  may  slow  down  the 
need  for  capital  expenditures:  the  cost  of 
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this  type  of  care  is  less  than  the  cost  of 
care  in  the  hospital. 
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THE  REJECTED  CHILD 
The  Social  Worker's  Approach 
To  The  Problem 

Ruth  C.  Thatcher,  M.  S.  W.,* 
Farnhurst,  Del. 

The  rejected  child  is  usually  pictured  as 
a forlorn,  unhappy,  unwanted  youngster, 
whose  parents  have  abandoned  or  serious- 
ly neglected  him.  There  are  such  chil- 
dren and  the  state  has  provided  for  their 
care  by  the  Department  of  Public  Welfare. 
This  Agency  secures  the  best  possible  sub- 
stitute for  the  warmth  and  security  every 
child  has  the  right  to  expect  from  his 
own  mother. 

This  paper  deals  with  the  less  obvious 
rejection  from  which  many  children  suf- 
fer. The  mother  is  seldom  aware  of  this 
feeling  within  herself ; the  child,  with  his 
keen  sensitivity  to  his  emotional  surround- 
ings, may  know  something  is  very  wrong 
in  his  mother’s  feeling  toward  him  and 
reacts  in  such  a manner  that  behavior 
problems  are  soon  apparent.  This  aggres- 
sive behavior  brings  forth  more  such  re- 
jection with  its  concomitant  guilt,  then 
further  aggressive  behavior  on  the  part 
of  the  child  who  is  feeling  pretty  guilty 
too,  about  his  hostility  toward  the  person 
who  means  more  to  him  at  his  early  age, 
than  any  other. 

The  primary  difficulty  lies  not  in  the  re- 
jection itself,  for  everyone  rejects  and  is 
rejected  again  and  again.  Pure  unmitigated 
love  exists  only  for  the  romanticist.  Love 
and  no-love,  or  to  use  a stronger  word, 
hate,  exist  together,  in  every  human  rela- 
tionship. 

The  real  problem  stems  from  guilt  that 
may  be  engendered  by  the  rejection; 
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guilt  pushed  down  out  of  sight  and  out 
of  mind,  but  rising  again  in  another 
form — an  overwhelming  need  to  deny  the 
rejection  by  being  over-solicitous.  Friends 
of  this  mother  say  admiringly,  “She  cer- 
tainly is  a good  conscientious  mother,” 
and  perhaps  after  a time  they  will  add  “ — 
but  that  child  can’t  move  without  her 
hovering  over  him.”  The  teacher  sees  her 
walking  the  boy  to  school  so  he  will  be 
safe  from  such  hazards  as  automobiles 
and  bad  boys. 

The  doctor  sees  this  mother  in  his  office 
very  frequently;  “Johnny  just  won’t  eat 
the  food  he  needs.  I try  so  hard  to  get 
him  to  eat.  Won’t  you  give  him  a tonic?” 
Johnny  learns  that  when  he  complains  of 
illness  he  gets  a good  deal  of  solicitous 
attention  so;  “Oh,  Doctor,  Pm  so  worried 
about  him,  he  just  doesn’t  seem  well.  Do 
you  think  there  is  something  seriously 
wrong  with  him?”  Sometimes  the  child’s 
aggressive  behavior  is  the  main  complaint. 
Often  the  physician  sees  this  behavior 
as  the  most  obvious  problem.  To  quote 
one  doctor,  “He  practically  tore  my  office 
apart  when  the  mother  brought  him  in.” 

The  physician,  the  minister,  or  the 
school  will  hopefully  refer  this  child  to 
the  Mental  Hygiene  Clinic  before  the  situ- 
ation is  too  far  out  of  hand,  for  here  the 
mother  too  will  get  whatever  help  she 
needs  and  is  able  to  use.  If  the  physician 
or  other  referring  person  recognizes  the 
problem  as  one  of  relationship  and  can 
himself  feel  comfortable  about  the  services 
offered  by  the  Mental  Health  Hygiene 
Clinic  to  mother  and  child,  he  can  prepare 
the  mother  to  expect  real  help,  as  he  re- 
fers her  to  the  Clinic. 

The  social  worker  has  the  first  contact 
with  this  anxious  over-solicitous  mother 
and  is  trained  in  seeking  out  the  under- 
lying causes  for  the  mother’s  feelings. 
Was  the  baby  a boy,  when  the  mother 
had  set  her  heart  on  having  a girl?  Did 
the  advent  of  the  baby  interfere  with  the 
social  life  of  the  young  parents?  Was  the 
child  born  out  of  wedlock  or  perhaps  too 
soon  the  first  year  of  marriage  ? The  social 
worker  seeks  the  answers  to  these  and 
many  other  questions  as  the  mother  pours 
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out  her  story  of  her  problem,  and  her  deep 
concei’n  over  it. 

Supported  by  the  understanding  atti- 
tude of  the  social  worker,  the  mother  is 
very  likely  to  bring  out  what  has  probab- 
ly been  obvious  to  the  physician  or  other 
referring  source;  “Maybe  it’s  my  fault. 
INIaybe  I’m  the  one  who  needs  help.’’  The 
social  worker  lets  her  know  that  help  is 
available;  reassures  her  that  she  is  not 
a “bad  mother’’  when  she  becomes  com- 
pletely exasperated  with  her  child,  nor 
even  when  the  youngster  says  to  her  “1 
hate  you.’’  All  mothers  are  exasperated 
at  times ; all  children  hate  when  their 
wants  or  activities  are  thwarted.  The 
social  worker  points  out  that  mothers  and 
children  love  each  other  too.  She  gives 
the  mother  an  opportunity  to  pour  out  her 
pent  up  feelings  and  anxieties. 

It  is  not  unusual  to  learn  later  that 
this  first  interview  between  mother  and 
social  worker  has  been  of  sound  thera- 
])eutic  value,  with  tensions  between 
mother  and  child  eased  even  before  the 
child  is  seen  in  the  Clinic  for  psychological 
tests  and  psychiatric  evaluation.  In  ad- 
dition, the  ground  work  has  been  laid 
for  the  recommendations  of  the  Clinic 
staff  as  to  treatment  of  the  problem.  The 
child  may  need  only  a few  sessions  of 
play  therapy,  in  a permissive  setting,  as 
olfered  at  the  Clinic,  while  the  real  work 
is  done  with  the  mother.  The  services 
of  the  psychiatrist  or  social  worker  are 
available  to  the  mother,  depending  on  the 
seriousness  of  her  problem. 

Love  is  both  an  individual  phenomenon 
and  one  common  to  all  mankind.  Most 
parents  put  their  very  best  conscious 
effort  into  the  relationship  with  their  chil- 
dren and  feel  hurt,  frustrated  and  com- 
pletely at  a loss  when  this  effort  is  not 
rewarded  by  the  love  and  confidence  of 
their  children.  They  are  then  so  close 
to  the  problem  and  so  emotionally  involved 
as  to  need  the  help  of  an  understanding- 
professional  person. 


A CASE  STUDY 

When  A Child  Leaves  A Residential 
Setting 

John  C.  Webber,  M.  S.  W.,* 
Delaware  City,  Del. 

Perhaps  one  of  the  most  vital  aspects 
of  treatment  of  a child  is  his  preparation 
for  eventual  discharge  from  institutional 
care.  It  is  at  this  time  that  the  child 
is  first  presented  with  the  prospect  of 
leaving  a protected  therapeutic  relation- 
ship to  enter  into  the  midst  of  a question- 
able and  often  times  threatening  new 
environment. 

It  shall  be  the  purpose  of  this  paper  to 
describe  by  way  of  a case  presentation 
some  problems  involved  in  such  a pro- 
cedure and  the  caseworker’s  responsibility 
in  dealing  with  them.  Special  emphasis 
will  be  placed  on  the  caseworker’s  respon- 
sibility in  understanding  the  child  and 
preparing  the  family,  as  well  as  school 
and  social  agencies  for  the  patient’s  re- 
turn to  community  living. 

Up  until  six  months  ago,  and  for  a total 
period  of  two  years,  Jimmy,  a 15  year  old 
negro  youngster,  had  been  a patient  at 
the  Governor  Bacon  Health  Center.  He 
was  referred  originally  by  Family  Court 
because  of  uncontrolled  behavior  in  the 
community  and  violation  of  curfew.  He 
had  run  away  from  his  foster  parents 
(both  his  parents  had  died  by  the  time 
he  was  age  10)  on  several  occasions,  lied 
and  stole.  When  apprehended,  he  gave 
false  identifications ; stating  he  would  run 
away  again  if  forced  to  return.  It  was 
the  feeling  of  the  court  that  he  needed 
residential  treatment  and  he  was  ad- 
mitted to  the  Center.  Furthermore,  such 
a placement  would  allow  the  authori- 
ties responsible  for  the  youngster,  to 
thoughtfully  consider  and  plan  for  future 
home  placement  for  him. 

At  the  initial  psychiatric  staff  presenta- 
tion it  was  determined  that  much  of  his 
behavior  seemed  a reaction  to  his  feelings 
of  rejection  by  his  foster  parents.  Even 
at  this  time  he  expressed  his  desire  to 
grow  up  and  be  self  sustaining  because 

♦Psychiatric  Social  Worker,  Governor  Bacon  Health 
Center. 
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he  had  not  felt  that  he  could  depend  on 
the  adults  in  his  past.  He  showed  dis- 
organization of  personality,  flattening  of 
affect  and  a predominant  mood  of  sadness, 
resentment  and  discouragement.  His  ver- 
balization was  poor.  Psj^chological  tests 
showed  him  to  have  average  capacity  with 
an  ability  to  concentrate  in  a purposeful, 
persistent  manner.  He  performed  ade- 
quately on  tests  requiring  visual  motor 
coordination,  but  poorly  when  analytic, 
synthetic  skills  were  required.  There 
were  no  positive  physical  findings.  He 
was  diagnosed  as : social  problem,  primary 
behavior  disorder,  personality  disorder 
(excessive  introspection,  masochism,  schi- 
zoid traits) , conduct  disturbance,  truancy, 
stealing. 

His  prognosis  was  considered  fair  with 
treatment  in  a psychotherapeutic  envi- 
ronment. Reevaluation  of  the  foster 
parents’  attitudes  was  considered  essen- 
tial. 

Jimmy’s  school  and  cottage  adjustment 
at  the  Center  varied  from  fair  to  poor 
during  the  early  months  of  his  stay.  At 
school  he  appeared  out  of  touch  with  reali- 
ty, bullied  other  children  and  seemed  to 
enjoy  being  beaten  by  those  his  size  or 
larger.  His  bigness  in  the  group  led  him 
TO  increased  bullying,  sensitivity  and 
craftiness.  Academically  he  maintained 
a fourth  grade  level  but  on  a verbal  basis 
was  roughly  two  full  grades  higher.  At 
cottage  he  was  immediately  labeled 
"crazy”  by  the  other  children  because  of 
his  fantastic  tales.  His  story  telling  was 
frequent  and  it  was  difficult  to  obtain  fac- 
tual data  from  him.  This  habit  decreased 
gradually,  and  he  improved  in  many  ways, 
especially  in  personal  appearance  and 
group  relationships.  Jimmy  was  observed 
to  stutter  often,  to  bite  his  nails  and  pick 
his  clothing.  He  also  showed  evidence 
of  having  many  fears. 

Jimmy’s  caseworker  had  interviews 
with  him  during  his  first  year  here  on  an 
infrequent  basis.  Several  contacts  were 
also  made  with  the  foster  parents  who 
appeared  to  show  little  direct  concern 
over  the  youngster’s  welfare.  His  home 
visits  were  found  not  to  be  too  satisfac- 


tory in  that  Jimmy  often  returned  from 
them  in  a disturbed  state. 

After  a year’s  time,  however,  sufficient 
change  had  taken  place  in  him  to  signify 
he  had  benefited  from  the  Center’s  per- 
missive clinical  atmosphere.  The  warm, 
accepting  attitude  of  his  cottage  parent 
was  a major  factor  in  helping  Jimmy 
transfer  his  hostilities  from  a destructive, 
sadistic  medium  to  one  in  which  he  could 
express  a good  natured  “rough  house” 
relationship  with  both  peers  and  adults. 
At  school  he  was  given  the  opportunity 
of  special  instruction  both  with  his  aca- 
demic work  and  with  a speech  impairment. 
The  latter,  although  not  too  noticeable, 
was  considered  a contributory  factor  in 
his  aggressive  makeup.  He  was  further 
able  to  sublimate  his  aggressive  drives 
through  vigorous  athletic  activity,  super- 
vised by  an  accepting,  yet  firm  recreation- 
al worker. 

In  the  midst  of  Jimmy’s  last  year  at 
the  Center  the  writer  took  over  as  the 
patient’s  caseworker.  It  was  around  this 
time  especially  that  he  complained  most 
about  wanting  to  leave  the  Center.  The 
worker,  through  a good  relationship,  at- 
tempted to  explore  his  feelings  around 
discharge  and  evaluate  his  reasons  for 
requesting  it.  He  expressed  many  reas- 
ons. At  first  he  complained  the  other 
children  were  too  small  for  him,  that  he 
preferred  his  old  school,  then  he  criticized 
the  rules  as  being  too  strict.  It  was 
after  several  hours  of  weekly  discussion 
that  he  was  finally  able  to  verbalize  that 
he  had  just  had  enough  of  the  Center. 
He  wanted  a home  to  go  to  where  people 
would  “appreciate  him”  and  where  he 
could  have  lots  of  “ground  to  work  and 
roam  in”  and  “plenty  of  freedom.”  He 
wanted  especially  to  earn  money  while 
doing  this. 

We  discussed  the  possibilities  of  other 
placements  at  great  length,  stressing  the 
reality  potentials  of  each.  At  the  same 
time  the  worker  continued  to  evaluate 
his  progress  with  the  environment  to  as- 
certain his  readiness  to  leave,  if  that  seem- 
ed feasible.  He  furthermore  began  to  see 
the  foster  parents  frequently  to  clarify 


220 


Delaware  IState  Medicai,  Jourxal 


AfousT.  1954 


any  role  they  might  play  in  the  boy’s  fu- 
ture. Placement  on  a farm  or  any  rural 
area  of  Jimmy’s  description  seemed  un- 
feasible and  this  was  discussed  with  him. 
When  other  types  of  placements  were 
mentioned,  including  the  foster  home  he 
came  from,  he  balked,  complaining  that 
in  these  places  too  much  work  would  be 
expected  of  him.  He  even  went  to  the 
extent  of  requesting  admission  to  another 
institution  as  a way  out  of  his  predica- 
ment. 

Jimmy  revealed  at  this  point  more  of 
his  own  ideas  as  to  what  constituted  a fos- 
ter home.  It  was  here  that  he  expected 
to  find  a Utopian  family — one  that  would 
accept  him  for  what  he  is,  help  him  with 
his  problems,  give  him  the  love  and  af- 
fection he  needed,  while  at  the  same  time 
expecting  little  from  him  in  return.  He 
was  helped  to  understand  this  and  to  con- 
sider the  entire  idea  of  placement  from 
a realistic  point  of  view. 

Eventually  he  requested  more  home 
visits  with  his  foster  parents  and  even 
spent  Christmas  vacation  with  them.  At 
home  he  took  on  various  household  chores 
and  volunteered  to  do  some  shopping.  He 
picked  up  a part  time  job  as  a dish  washer 
and  was  asked  to  retui-n  when  he  would 
be  able  to  do  so. 

He  came  back  from  his  home  visits 
more  and  more  elated,  and  his  foster 
parents  began  to  show  increasing  inter- 
est in  him.  Response  to  requests  for 
clothing  from  them  was  immediate.  They 
seemed  more  motivated  to  change  because 
of  the  youngster’s  apparent  efforts  to  do 
better.  They  began  to  develop  some  un- 
derstanding of  his  behavior  and  of  their 
own  role  in  helping  him  to  cope  with  his 
desire  to  be  more  independent.  They 
moved  to  a larger  home  and  better  neigh- 
borhood, which  helped  improve  the  envi- 
ronmental atmosphere.  Finally,  the  fam- 
ily’s increasing  requests  to  have  Jimmy 
home,  coupled  with  his  own  eagerness  to 
return  and  his  progress  under  treatment 
enabled  the  caseworker  to  discuss  with  the 
family  plans  for  requesting  custody.  Peti- 
tion to  the  Court  for  legal  custody  was 
made  and  granted.  This  was  a big  step 


in  that  it  increased  his  feeling  of  security 
with  his  foster  parents. 

He  was  released  on  a three  month  trial 
visit,  but  not  before  considerable  anxiety 
became  evident  on  his  part.  He  became 
more  and  more  tense  as  the  time  for  leav- 
ing drew  near.  Even  after  months  of  dis- 
cussion, during  which  time  he  constantly 
pursued  the  worker  for  infonnation  about 
his  discharge,  he  expressed  amazement 
that  the  time  had  come  so  quickly.  He 
asked  if  his  friends  would  be  leaving- 
soon  and  wanted  to  know  if  he  could  re- 
turn for  a visit.  When  the  caseworker 
drove  him  to  the  school  in  the  community 
to  talk  with  the  principal,  he  asked  the 
worker  to  drive  around  the  block  a few 
times,  all  the  while  wondering  if  he  really 
made  the  right  decision. 

Throughout  the  last  few  months  of  his 
stay  at  the  Center  and  during  the  trial 
visit  period  this  case  worker  visited  the 
school  and  discussed  with  the  principal 
some  of  Jimmy’s  problems,  such  as  his 
size  in  relation  to  grade  placement,  his 
slowness  in  grasping  certain  wmrk,  (par- 
ticularly mathematics),  his  occasional 
tendency  to  bully  younger  children,  and 
particularly  his  fears  around  returning 
to  community  living.  Taking  all  the  above 
factors  into  consideration,  the  principal, 
at  Jimmy’s  request  placed  him  in  grade 
8,  although  academically  he  was  suited 
for  grade  seven.  Here  he  would  enjoy  the 
status  of  joining  his  peers  while  at  the 
same  time  knowing  he  must  hold  their 
respect  by  showing  a serious  attitude  to- 
ward work.  He  was  included  in  any  de- 
cisions reached  in  these  conferences.  Oc- 
casional conferences  between  the  worker 
and  school  staff  during  trial  visit  were 
planned  and  made. 

This  worker  has  since  contacted  the 
settlement  house  in  the  community  and 
requested  that  they  invite  Jim  to  partici- 
pate in  some  wholesome  free  time  activ- 
ity. 

Discussion 

Jim’s  adjustment  during  the  trial  visit 
period  has  been  encouraging.  His  foster 
family  continues  to  cooperate  with  us.  At 
school  he  has  been  well  liked,  and  is 


August,  1954 


Delaware  State  Medical  Journal 


221 


described  by  his  teacher  (who  taught  him 
prior  to  his  admission  to  the  Center)  as 
serious-minded  and  industrious.  He  has 
sought  help  in  math  from  more  advanced 
students  and  has  maintained  favorable 
classroom  conduct.  Promotion  to  the  next 
higher  grade  is  in  the  offing. 

Although  progress  with  this  case  has 
been  encouraging  many  problems  still  re- 
main to  be  solved.  It  should  be  noted  that 
this  youngster  was  confronted  with  the 
many  anxieties  about  the  move  from  a 
more  protected  environment  back  into  the 
community,  plus  the  bewildemient  and 
ambivalent  feelings  of  an  adolescent  seek- 
ing more  freedom  and  independence.  He 
will  need  further  help  from  the  case- 
worker and  other  understanding  people 
with  this  conflict  if  he  is  to  take  up  a 
satisfactory  role  in  everyday  society. 

Planning  for  discharge  is  very  difficult, 
but  can  be  a very  therapeutic  process  in 
itself.  The  attitude  the  child  carries  with 
him  into  the  community  might  very  well 
determine  the  effectiveness  of  his  treat- 
ment as  well  as  his  ability  to  adjust  to 
an  uncertain  and  perhaps  new  environ- 
ment. The  child  must  have  the  opportu- 
nity to  express  his  own  ambivalence 
around  leaving  treatment,  while  at  the 
same  time  receiving  support  in  his  ef- 
forts to  plan  ahead.  He  should,  wherever 
possible,  be  introduced  to  contacts  in  the 
community  so  that  the  transition  from 
institution  to  home  becomes  a more  ac- 
ceptable one. 

The  community- — schools,  physicians, 
recreational  leaders,  churches,  social 
agencies,  officers  of  the  law,  etc. — should 
be  aware  of  the  special  problems  which 
might  face  Jimmy  and  other  youngsters 
who  return  to  community  living  from  the 
environs  of  the  institution,  in  order  to  most 
effectively  help  them  bridge  this  im- 
portant step. 


This  Month  In  The  Magazines 

Collier’s  July  23,  1954 — “Is  the  Secret 
of  Cancer  Locked  in  the  Brain?’’  by  Eric 
Northrup  and  John  Gilmore. 

Subtitle:  “It  May  Be.  A daring  brain 


operation  — still  experimental  — brings 
amazing  relief  to  ‘hopeless’  cancer  vic- 
tims.’’ 

* ^ 

Summary:  “ . . . neurosurgeons,  intern- 
ists, and  other  specialists  have  teamed  to 
uproot  the  pituitary  gland — remove  it  in 
entirety  from  patients  who  have  entered 
the  ‘terminal’  or  death  stage  of  prostate, 
breast  and  other  forms  of  cancer.’’  “Up- 
rooting man’s  hypophysis  is  now  being 
tried  by  small  groups  of  clinicians  and  re- 
searchers in  at  least  five  points  on  the 
globe — Stockholm,  Paris,  Havana,  New 
York,  Baltimore’’  . . . “Moreover,  scientists 
hope  that  by  removing  the  gland  they 
may  learn  enough  to  find  a drug  or 
counterhormone  that  will  eliminate  the 
need  for  surgery  and  provide  tomorrow’s 
citizens  with  a major  defense  against 
cancer.’’ 


A.C.P.  Ta  Use  TV  Glased  Circuit  Telecost 

On  Thursday  evening,  September  23, 
1954,  from  6 :00  p.m.  to  7 :00  p.m..  Eastern 
Daylight  Saving  Time,  the  American  Col- 
lege of  Physicians  will  utilize  television 
through  a national  closed  circuit  over  the 
Columbia  Broadcasting  System  to  carry  to 
its  members  and  their  colleagues  a Sympo- 
sium On  The  Management  of  Hyperten- 
sion. This  telecast  is  made  possible 
through  the  co-operation  and  generous 
support  of  Wyeth  Incorporated  of  Phil- 
adelphia, and  will  be  the  first  nationivide 
closed  circuit  hookup  for  postgraduate 
medical  education. 

A “closed  TV  circuit’’  is  one  by  which 
reception  is  controlled  and  not  open  to  the 
general  TV  public.  This  telecast  cannot 
be  picked  up  in  the  home,  but  the  invited 
audience  must  go  to  the  TV  receiving  sta- 
tion. Twenty-three  such  receiving  sta- 
tions will  be  used ; these  will  be  located 
in  Boston,  New  York,  Philadelphia,  Wash- 
ington, Pittsburgh,  Charlotte,  Atlanta, 
Cincinnati,  Detroit,  Chicago,  St.  Louis, 
Milwaukee,  Minneapolis,  Memphis,  Dal- 
las, Houston,  New  Orleans,  Denver,  Salt 
Lake  City,  Los  Angeles,  San  Francisco, 
Baltimore  and  Cleveland. 
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The  Five  Day  Hospital  Week 

The  Bulletin  of  the  Medical  Society  of 
the  County  of  Kings'^  comments  on  the 
five-day  hospital  week  and  asks  “whether 
or  not  this  is  a blessing  or  a curse  to  the 
sick  people” — 

It  seems  as  if  but  yesterday  that  hos- 
pitals functioned  twenty-four  hours  a day 
and  seven  days  a week.  However,  since 
the  second  World  War,  there  have  been 
serious  changes  in  the  management  of  hos- 
pitals and  at  amazing  speed,  so  much  so 
that  the  average  doctor  is  at  a loss  when 
confronted  with  ever-changing  innova- 
tions instituted  in  many  hospitals.  Among 
the  changes  now  prevailing  in  the  vast 
majority  of  hospitals,  especially  in  the 
larger  cities,  is  the  establishment  of  the 
five-day  hospital  week.  The  pathologic 
and  clinical  laboratories,  the  x-ray  depart- 
ment, the  social  service  department,  the 
administrative  department,  and  many 
other  departments  function  five  days  a 
week.  Only  a skeletal  force  of  interns 
and  residents  is  to  be  found  in  most  hos- 
pitals on  Saturdays  and  Sundays.  It  must 
be  remembered  that  change  and  progress 
are  not  synonymous.  It  would  be  well  for 
all  of  us  to  stop  and  to  evaluate  the  con- 
sequences of  the  five-day  hospital  week. 
Many  serious-minded  doctors  are  begin- 
ning to  complain  that  their  patients  are 
inadequately  treated  in  the  hospitals  on 
week  ends.  Patients  are  complaining  that 
they  receive  no  treatment  on  week  ends 
while  in  the  hospital,  and  many  of  them 
protest  that  they  are  unjustly  charged  for 
these  two  days  since  nothing  is  being  done 
for  them  at  that  time. 

It  is  time  to  reflect  whether  or  not  the 
five-day  hospital  week  is  a blessing  or  a 
curse  to  the  sick  people.  From  every  side 
we  are  being  warned  that  doctors  have  a 
bad  press,  that  there  has  developed  a 
strained  relationship  between  the  lay  peo- 
ple and  the  medical  profession,  that  lay 
people  are  no  longer  regarding  doctors  as 
messengers  of  God,  and  that  the  public 
is  turning  to  cultists  and  quacks  because 
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of  the  unfavorable  propaganda  against  the 
medical  profession.  The  fact  of  the  matter 
is  that  the  five-day  hospital  week  is 
creating  a good  deal  of  the  discord  between 
the  medical  profession  and  the  general 
public.  It  would  be  well  for  the  leaders 
of  medicine  to  stop  and  to  think  and  tc 
evaluate  the  end  results  of  the  five-day 
hospital  week  and  to  institute  measures  tc 
remedy  them.  The  treatment  of  the  sick 
is  the  responsibility  of  the  medical  pro- 
fession ; it  must  not  permit  laymen  to  dic- 
tate how,  where,  and  when  to  treat  those 
who  are  ill. 

We  agree  that  the  welfare  of  the  sick 
person  is,  or  should  be,  paramount.  We 
think  that  all  who  operate  the  hospitals, 
administer  them,  and  care  for  the  sick 
do  so  with  that  consideration  in  mind. 
Since  all  are  human  beings  with  diverse 
backgrounds  and  training,  it  may  well 
happen  that  the  objective  may  not  always 
be  attained.  It  is  true  that 

. . . voluntary  hospitals  are  regulated 
and  controlled  by  lay  people  who  comprise 
the  board  of  trustees  or  directors  of  the 
hospitals,  and  who  may  “hire  or  fire”  doc- 
tors at  will.  Nevertheless,  it  is  the  doctors 
who  regulate  the  management  of  the  aver- 
age hospital,  and  directly  are  responsible 
for  the  reputation  of  any  particular  insti- 
tution. Most  lay  people  equate  hospitals 
with  doctors,  and  believe  that  it  is  the 
doctors  who  are  responsible  for  the  type 
of  management  of  any  given  hospital.  Con- 
sequently the  type  of  treatment  that  lay 
people  receive  in  hospitals  will  in  a mea- 
sure mould  and  determine  the  opinion  of 
doctors  held  by  laymen. 

But  only  in  a measure  will  this  be  so. 
The  opinion  lay  people  may  have  about 
doctors  will  in  the  final  analysis  be  deter- 
mined, will  it  not,  by  the  doctors  and  their 
attitudes  towards  nonmedical  people,  sick 
or  well? 

The  Bulletin  presents  an  interesting 
argument  if  not,  in  our  opinion,  the  whole 
story. 

Editorial,  N.Y.S.J.M.,  July  1,  1954 
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SKIN  TEST  DETERMINES 
TRUE  SEX 

A microscopic  skin  study  which  shows 
the  true  sex  of  an  individual  was  recently 
described  by  a State  University  of  Iowa 
scientist  speaking  before  an  annual  meet- 
ing of  the  Endocrine  Society  in  San  Fran- 
cisco. 

Dr.  Warren  0.  Nelson,  professor  of  anat- 
omy in  the  university’s  college  of  medi- 
cine, said  research  at  SUI  had  confirmed  a 
Canadian  scientist’s  earlier  report  that  a 
difference  exists  in  the  skin  cells  of  males 
and  females.  This  difference,  Dr.  Nelson 
said,  can  be  used  as  a means  of  determin- 
ing the  true  sex  of  an  individual  in  whom 
faulty  development  prior  to  birth  has  re- 
sulted in  both  male  and  female  character- 
istics. 

The  incidence  of  such  cases,  he  added, 
probably  is  higher  than  many  people  be- 
lieve. It  is  estimated  that  in  one  out  of 
every  thousand  births,  attending  physi- 
cians are  faced  with  some  uncertainty  as 
to  the  child’s  sex.  A doctor  can  order  the 
microscopic  skin  study  in  such  a case  and 
determine  immediately  whether  the  child 
should  be  reared  as  a boy  or  girl. 

This  does  not  eliminate  the  possibility 
of  corrective  surgery  being  needed  in 
later  years.  Dr.  Nelson  emphasized,  but 
the  test  at  birth  can  eliminate  the  unhap- 
piness that  usually  accompanies  the  dis- 
covery that  a boy  has  been  reared  as  a 
girl  or  vice  versa. 

First  reported  by  Dr.  Murray  Barr  of 
the  University  of  Western  Ontario  in 
Canada,  the  difference  lies  in  the  nuclei 
of  the  skin  cells.  It  is  known  that  small 
masses  of  chromatin  lie  within  the  skin 
cell  nuclei,  and  that  in  many  of  these 
nuclei  there  are  such  masses  which  cling 
to  the  inside  wall.  (Chromatin  is  a sub- 
stance which  scientists  believe  determines 
the  physical  characteristics  that  an  in- 
dividual inherits.) 

Dr.  Barr  said  he  found  that  a high  per- 
centage of  nuclei  in  a female’s  skin  have 
these  masses  attached  to  the  inside  wall, 
but  that  such  attached  masses  appear  in 
few  of  the  nuclei  in  male  skin  cells.  His 


conclusion,  therefore,  was  that  a person’s 
sex  could  be  determined  by  the  percentage 
of  skin  cell  nuclei  which  inciude  these  at- 
tached masses  of  chromatin. 

During  the  past  year.  Dr.  Nelson  and  his 
associate.  Dr.  Eve  Marberger,  have  con- 
ducted further  studies,  all  of  which  have 
borne  out  Dr.  Barr’s  report.  In  this  re- 
search, skin  from  females  showed  that  69 
per  cent  of  the  nuclei  contained  the  masses 
attached  to  the  edge,  while  skin  from 
males  showed  such  masses  in  only  five  per 
cent  of  the  nuclei. 

Dr.  Nelson  said  the  test  has  been  used 
on  several  persons  of  indeterminate  sex 
who  have  sought  help  at  the  University 
of  Iowa  hospitals.  The  test  involves  noth- 
ing more,  he  said,  than  taking  from  a 
person’s  body  a small  piece  of  skin,  view- 
ing it  under  the  microscope  and  determin- 
ing the  percentage  of  cell  nuclei  in  which 
small  masses  of  chromatin  are  attached 
to  the  inside  walls. 
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MEDICAL  SOCIETY  OF  DELAWARE 
Peoples  Church  Community  Hall 
DOVER,  DELAWARE 
MONDAY,  OCT.  11,  1954 

8:30  p.m. — House  of  Delegates. 


TUESDAY,  OCT.  12,  1954 

9:30  a.m. — Invocation:  Rev.  Robert  W. 
Duke,  Dover. 

9:40  a.m. — Address  of  Welcome:  Hon. 

W.  Edward  Haman,  Dover. 

9:50  a.m. — Report  of  House  of  Dele- 
gates: Norman  L.  Cannon, 
Wilmington. 

10:00  a.m. — Description  of  Common  Dis- 
eases of  the  Ocular  Fundus 
Robert  J.  Fox,  Dover. 

10:30  a.m. — The  Chemotheraphy  of  Pul- 
monary Infections,  William 
P.  Boger,  West  Point,  Pa. 

11:00  a.m. — Exhibits. 

11:30  a.m.— The  Acute  Abdomen,  Victor 
P.  Satinsky,  Philadelphia. 


12:30  a.m. — Luncheon:  Members  and 
Guests,  Medical  Society  of 
Delaware. 


2:00  p.m. — Importance  of  Early  Diag- 
nosis in  Cancer  of  the  P.  es- 
tate, J.  A.  Campbell  Colston, 
Baltimore. 

2 :40  p.m. — Functional  Problems  of 
Gynecology,  E d m u n d R. 
Novak,  Baltimore. 

3:20  p.m. — Exhibits. 

3:50  p.m. — Some  Essentials  in  Office 
Proctology,  Samuel  McLana- 
han,  Baltimore. 

4:30  p.m. — Office  Surgery  for  the  Gen- 
eral Practitioner,  George  P. 
Finney,  Baltimore. 


6:45  p.m.— Reception  and  Dinner  (Sub- 
scription,)- Maple  Dale  C.C. 
9:00  p.m. — Address:  U.  S.  Senator,  J. 
Allen  Frear,  Jr. 


WEDNESDAY,  OCT.  13,  1954 

9:30  a.m. — American  Medical  Education 
Foundation:  C.  L.  Hudiburg, 
Wilmington. 

9:40  a.m. — The  Preventable  Complica- 
tions of  Myocardial  Infarc- 


tion, A.  Henry  Clagett,  Jr., 
Wilmington. 

10:20  a.m. — What  Price  Antimicrobia. 

Therapy,  Harrison  F.  Flip- 
pin,  Philadelphia. 

11:00  a.m. — Exhibits. 

31:30  a.m. — Presidential  Address:  The 

Physician  and  Public  Rela- 
tions, Hewitt  W.  Smith,  Har- 
rington. 

12:10  p.m. — Election  of  President-elect 
for  1955.  (Sussex  County), 


12:30  pm. — Luncheon:  Members,  Guests 
and  Auxiliary.  Kent  County 
Medical  Society. 


Symposium  on  Traffic  Accidents 

2:00  p.m. — The  Human  Element  in  Ac- 
cidents, Kenneth  E.  Appel 
and  Albert  E.  Schetlen,  Phil- 
adelphia. 

2:40  p.m. — The  Physician’s  Part  Ir. 

Highway  Safety,  Capt.  C. 
Preston  Poore,  Dover. 

3 :20  p.m. — Exhibits 

3:50  p.m.— Safety  Education  Program 
and  the  Physician.  Mr.  J 
James  Ashton,  Wilmington. 


WOMAN'S  AUXILIARY,  M.  S.  OF  D. 
TUESDAY,  OCT.  12,  1954 
Maple  Dale  Country  Club 

10:00  a.m. — Registration. 

10 :30  a.m. — Business  Session ; Guest 
Speaker:  Mrs.  George  Tur- 
ner, President,  W Oman's 
Auxiliary  to  A.  M.  A. 


12:30  p.m. — Luncheon:  Guest  Speaker: 

Ernest  B.  H o w a r d,  Ass't. 
Secretary,  A.  M.  A. 


6:45  p.m. — Reception  and  Dinner  (Sub- 
scription) . 


WEDNESDAY,  OCT.  13,  1954 
Peoples  Church  Community  Hall 

10:30  a.m. — Business  Session  and  Elec- 
tion. Inaugural  Address  : 
Mrs.  Gerald  A.  Beatty. 


12:30  p.m. — Luncheon:  Members,  Guests 
and  Auxiliary.  Kent  County 
Medical  Society. 
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Use  of  Alidase®  in  Closed  Wounds:  Contusions, 
Sprains,  Dislocations,  Simple  Fractures 

In  traumatic  surgery^  where  definitive  treatment . . , 
is  often  delayed  while  the  surgeon  waits  for  nature  to  dispose  of 
hematoma  and  oedema"  Alidase  is  an  efficient  means^'^ 
of  accelerating  dispersion  of  accumulated  fluids. 


bwenson^  has  described  his  highly  successful  results 
with  Alidase  in  various  types  of  closed  wounds.  He 
summarized  them  as  follows : 

T o remove  local  fluid  accumulations  in  contusions  or 
bruises,  “The  usual  dose,  500  viscosity  units  Alidase® 
mixed  in  a small  amount  of  normal  saline,  is  injected 
into  the  localized  fluid.  Mixing  the  hyaluronidase  in 
1 per  cent  procaine  solution  will  also  produce  local 
\ asodilatation,  relief  of  local  pain  and  more  rapid 
absorption  of  the  fluid  mass.  This  method  can  also 
be  applied  to  traumatized  bursae  or  synovial  spaces 
which  do  not  respond  to  repeated  aspirations.” 

The  point  of  maximal  pain  is  infiltrated  with  10  cc. 
of  a 1 per  cent  procaine  solution  to  which  500  vis- 
cosity units  of  Alidase  have  been  added.  With  this 
simple  technic,  a high  percentage  of  successful  results 
has  been  obtained. 

.Midase  may  be  used  to  advantage  to  produce  more 
rapidly  a short-acting,  complete  block  anesthesia  and 
to  facilitate  reduction  in  subluxation  or  complete  dis- 
locations of  the  interphalangeal  joints.  When  anes- 


thesia is  required  for  fracture  reduction,  local  block 
anesthesia  can  be  simplified  by  adding  Alidase  to  the 
anesthetic  solution.  Alidase  also  tends  to  decrease 
local  edema  and  hematoma  formation. 

Fluids  administered  with  Alidase  are  rapidly  absorbed 
from  subcutaneous  tissue.  The  simplicity  of  hypoder- 
moclysis  avoids  the  cumbersome  arm  board,  permits 
convenient  administration  with  little  or  no  pain  or 
swelling,  is  vein-sparing  and  saves  nursing  time  in 
such  conditions  as  burns,  postoperative  states,  tox- 
emias and  parenteral  alimentation. 

Alidase  (brand  of  hyaluronidase)  is  supplied  in 
serum-type  ampuls  of  500  viscosity  units.  It  is  ac- 
cepted by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association.  G.  D.  Searle 
& Co.,  Research  in  the  Service  of  Medicine. 


1.  MacAusIand.  W.  R..  Jr.:  Gartland.  J.  J.,  and  Hallock,  H. : 
The  Use  of  Hyaluronidase  in  Orthopaedic  Surgery,  J.  Bone  & 
Joint  Surg.  35-A  :604  (July)  1953. 

2.  Swenson.  S.  A..  Jr. : Minor  Surgical  Aspects  of  Closed  Wounds, 
Am.  J.  Surg.  S7 :384  (March)  1954. 
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EVERYTHING  NEW  IN  DRUGS 


FOR  DOCTORS  ONLY! 

61380  4 

6-1380  is  Brittingham's  unlisted  telephone  num- 
ber for  the  use  of  doctors  only  ....  Phone  your 
prescriptions  to  us  and  we  will  deliver  them  by 
fast  motorcycle  to  any  point  in  the  city  or  sub- 
urbs. . . . No  charge,  of  course! 


BRITTINGHAM'S 

PHARMACY 

MEDICAL  ARTS  BUILDING  DELAWARE  TRUST  BUILDING 

FAIRFAX  SHOPPES  EDGEMOOR 


about 


INGREDIENTS  . . . 

W-EAT,  WHOLE  WHEAT  AND  FLAKED 
Ot  ROLLED  WHEAT  FLOURS,  YEAST, 
MOLASSES,  SALT,  HONEY,  MALT,  CARAMEL, 
SESAME  SEED,  YEAST  FOOD,  WITH  AN 
ADDITION  OF  WHOLE  RYE,  OATMEAL, 
SOYA,  GLUTEN  AND  BARLEY  FLOURS,  PLUS 
DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP, 
LETTUCE,  PUMPKIN,  CABBAGE,  CELERY 
AND  PARSLEY.  CALCIUM  PROPIONATE 
ADDED  TO  RETARD  SPOILAGE. 


Baked  exclusively  FOR  YOU  by 
Under  License  By  Notional  Bakers  Services,  Inc.,  Chicago 


POST  GRADUATE  COURSE 
IN  CARDIOLOGY 
HAHNEMANN  MEDICAL 
COLLEGE  & HOSPITAL 

Starting  in  October,  another  postgradu- 
ate course  in  Cardiology  will  be  given  on 
Thursday  afternoons  from  2:00  to  5:00  for 
thirty  sessions.  Modern  diagnosis  and 
treatment  of  various  forms  of  heart  dis- 
ease will  be  discussed.  Registration  is 
limited,  and  early  enrollment  is  suggested. 

Detailed  information  will  be  forwarded 
upon  request  to  Lowell  L.  Lane,  M.D.,  De- 
partment of  Cardiology,  Hahnemann  Hos- 
pital, Philadelphia  2,  Pennsylvania. 

Approved  by  The  American  Academy  of 
General  Practice  for  formal  credit. 
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Karo  Sypup..  • a carbohydrate  of  choice 


ffi  mith  modification  for  3 yenerations 


mm 


m 


OPTIMUM  caloric  balance 
— 60%  of  caloric  intake, 
gradually  achieved  in 
easily  assimilable  carbo- 
hydrates— is  assured 
with  Karo.  Milk  alone 
provides  28%,  or  less 
than  half  the  required 
carbohydrate  intake. 

A MISCIBLE  liquid,  Karo 
is  quickly  dissolved,  easy 
to  use,  readily  available 
and  inexpensive, 

A BALANCED  mixture  of 
dextrins,  maltose  and 
dextrose,  Karo  is  well 
tolerated,  easily  digested, 
gradually  absorbed  at 
spaced  intervals  and 
completely  utilized. 
PRECLUDES  fermentation 
and  irritation.  Produces 
no  reactions,  hypoaller- 
genic. Bacteria-free  Karo 
is  safe  for  feeding  pre- 
matures, newborns,  and 
infants — well  and  sick. 


Corn  Products  Refilling  €oin|iany 

1 7 Uaitery  New  York  4,  N.  Y". 


LIGHT  and  dark  Karo  are 
interchangeable  in  for- 
mulas; both  yield  60  cal- 
ories per  tablespoon. 
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your  patients  appreciate 


(and  you  will,  too) 

^-CONDITIONING 

' i Room  Air-Conditioners 
Package  Units 


Most  patients  appreciate  the  thoughtfulness 
of  the  doctor  who  air  conditions  his  offices. 
You,  too,  will  enjoy  working  in  the  comfort 
of  an  office  which  is  quietly,  dependably, 
cooled  on  even  the  hottest  summer  day. 


Worthington  Package  Units 
ideal  for 

air  conditianing  offices, 
apartments,  the  entire  home 


Worthington  air  conditioning  equipment  is  attractive,  versatile  . . 
economical. 


Units  cool,  dehumidify,  clean,  circulate  and  ventilate.  Winter  heating  coil 
available  if  desired.  Minimum  power  and  water  consumptions;  precision 
manufacture  insures  long  life,  low  maintenance. 

Thousands  of  homes,  commercial  establishments,  and  professional  people 
are  now  enjoying  Worthington  air  conditioning.  Immediate  installation. 
Investigate  today. 

Phone  8-7201 

air  conditioning  department 


Diamond  Ice  & Coal  Co. 

Vandever  Avenue  & Jessup  Street 
Wilmington,  Delaware 


MORE  THAN  FORTY  YEARS  EXPERIENCE  IN  THE  REFRIGERATION  FIELD 
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pediatric  preoperative  sedation 


one  of  the 
44  uses  for 
short-acting 


nembutal: 


A barbiturate  which  seems  to 
have  a most  consistent  effect  in 
my  experience  is  Nembutal 
{Pentobarbital,  Abbott)  . . . admin- 
istered one  hour  before  operation 
and  morphine  sulphate  twenty 
minutes  before  the  patient  goes  in- 
to the  operating  room. 

“If  this  preoperative  medication  is 
followed,  the  child  will  not  be  ap- 
prehensive and  will  often  require 
less  than  the  usual  amount  of  anes- 
thetic . . . one  is  impressed  with  the 
quiet  sleep  they  produce  and  more 
impressed  with  the  quiet  uneventful 
recovery  and  infrequent 
nausea  and  vomiting.”  flirtrott 

Schaerrer,  W.  C.,  J.  .Missouri  M.  A.,  37:287. 
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ECKERD'S 

DRUG  STORES 

Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians' 
Prescriptions 

5th  and  Market  Sts. 
Wilmington,  Delaware 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 

900  Orange  Street  Manar  Park 

WILMINGTON,  DELAWARE 

PARKE 

JOHN  G.  MERKEL 

^nstitutionai  Supplier 

& SONS 

Of  Dine  DooL 

• 

/'^i  ijsiciani  — -J-Jaipit  a 1 — 

COFFEE  TEAS 

cJ^a Loi-atoi'if  — va  lid  tpplie^ 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

PHONE  4-8S1S 

L.  H.  Parke  Company 

SOI  N.  Union  Street 

Philadelphia  - Pittsburgh 

Wilmington,  Delaware 

7746  Dungan  Rd.,  Philadelphia  11,  Penna. 
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As  publishers  of  the  Dela- 
ware State  Medical  Journal,  we 
wish  to  call  attention  also  to  our 

\j\l  e maintain 

other  printing  services  in  pro- 
ducing: 

prompt  city-wide 

Letterheads  and  business 

delivery  service 

stationery 

Booklets  and  brochures 

for  prescriptions. 

House  organs  and  school 
publications 

Newspapers  and  tabloids 

■ei 

in  black  and  color. 

One-time  carbon  office 

forms. 

CAPPEAU’S 

Ruled  accounting  sheets 
Announcements 

Drug  Store  of  Service 

In  Short:  All  types  of  commercial  printing 

DELAWARE  AVE.  at  DUPONT  ST. 

STAR  PUBLISHING  COMPANY 

Dial  6-8537 

South  Justison  Street 
Wilmington  99,  Delaware 

ACCIDENT  • HOSPITAL  • SICKNESS 

INSURANCE 

For  Physicians,  Surgeons,  Dentists  Exclusively 


ALL 

CLAIMS  T 
&0  TO 


$5,000  accidenfaf  death  Quarterly  $8.00 
$25  weekly  indemnity,  accident  and  sickness 

$10,000  accidental  death  Quarterly  $16.00 
$50  weekly  indemnity,  accident  and  sickness 


$15,000  accidental  death  Quorterly  $24.00 
$75  weekly  indemnity,  accident  end  sickness 

$20,000  accidental  death  Quarterly  $32.00 
$100  weekly  indemnity,  accident  end  sickness 


COST  HAS  NETR-Jt  EXCEEDED  AMOUNTS  SHOWN 

ALSO  HOSPITAL  INSURANCE 


Single 

Double 

Triple 

Quadruple 

60  days  in  Hospital  

....  5.00  per  day 

10.00  per  day 

15.00  per  day 

20.00  per  day 

30  days  of  Nurse  at  Home  

. ..  5.00  per  day 

10.00  per  day 

15.00  per  day 

20.00  per  day 

Laboratory  Fees  in  Hospital  

5.00 

10.00 

15.00 

20.00 

Operating  Room  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Anesthetic  in  Hospital  

10.00 

20.00 

30.00 

40.00 

X-Ray  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Medicines  in  Hospital  

10.00 

20.00 

30.00 

40.00 

Ambulance  to  or  from  Hospital  ... 

10.00 

20.00 

30.00 

40.00 

COSTS  (Quarterly) 

Adult  

2.50 

5.00 

7.50 

10.00 

Child  to  age  19  

1.50 

3.00 

4.50 

6.00 

Child  over  age  19  

2.50 

5.00 

7.50 

10.00 

$4,000,000.00  PHYSICIANS  CASUALTY  ASSOCIATION  .$19,500,000.00 

INVESTED  ASSETS  PHYSICIANS  HEALTH  ASSOCIATION  paid  for  claims 

51  years  under  the  same  management 

400  First  National  Bank  Building  Omaha  2,  Nebraska 

$200,000.00  deposited  with  State  of  Nebraska  for  protection  of  our  members 
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...from  Two 
Outstanding  Cases 


BORN  1820.. 


STILL  GOING  STRONG 

Johnnie 

^ALKER 


BLENDED  SCDTCH  WHISKY 


RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


joiimiic  Walkfi  siiituK  oui  in  its  (KaoIioii  Its 
(|ualit\.  l’\cry  diop  is  made  in  Scoiland.  1 \ci\ 
dioj)  is  distilled  with  llic  skill  and  (au  dial 
toiiK'  Iroiii  gcncialions  ol  Ime  \vliisk\  inaking^ 
\nd  c\cry  diop  ol  [olinnic  Walkci  is  gnauled 
all  die  IS  a\  lo  gi\c  \oii  j>r)  jr<  I S(  ole  h w ldsk\  . . . 
the  same  high  (|iialit\  iIk'  workl  o\ci. 


'I'he  Delaware  State 
Med  leal  [oiirnal 

Official  Organ  Of 
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Physicians'  and  Surgeons' 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Pro- 
tection, Avoids  Unpleasant  Situations 
By  Immediate  Thorough  Investigation 
And  Saves  You  The  High  Costs  Of 
Litigation. 

The  Only  Plati  W hich  Is  Officially  Spoil- 
sorea  Hy  1 our  Local  Metlical  Societ\ 

Tho  New  Castle  Count'/  Med  col  Ssc/ery 
The  Kent  County  Med  col  ioc.efy 
The  Sussex  County  Medical  Icciety 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sls 

87  Years  of  Dependable  Service 
Phone  Wilmington  8-6471 


If  it's  insurable  ice  can  insure  it 


CANAl).-\  DRV  GI.S'OKK  All-,,  Inc..  .Sc«  York.  .\.  1 ..  .SW.  /w/m 


moment,  nau\  it  will  happen  ...  a little  hand  reaching  . . . 
ppil-tail  wagging  . . . and  siiddenhj  a boy  and  his  new  dog 
be  tumbling  together  in  the  beginning  of  lore. 

’re.  in  such  a moment,  out  of  the  heart's  deep  need  for  love 
IS  the  reaching  for  security  that  all  of  us  need  all  our  lives. 

in  the  freedom  of  a country  like  ours 
;ach  one  of  us  have  the  privilege  of 
:ing  for  the  security  of  those  we  love, 
building  that  security  yields  a double 
rd:  happiness  in  our  homes  and 
igth  for  America. 

r the  strength  of  our  country  is  simply 
of  one  secure  home  joined  to  another’s. 

«r  security  and  that  of  jmur  country 
1 in  your  home. 


ig  for  security  is  easy!  Read  evei^  word  — now! 


lu’ve  tried  to  save  and  failed, 
:es  are  it  was  because  you  didn’t 
a plan.  Well,  here’s  a savings  sys- 
that  really  works— the  Payroll 
igs  Plan  for  investing  in  U.S. 
igs  Bonds.  This  is  all  you  do.  Go 
>ur  company’s  pay  office,  choose 
mount  you  want  to  save— a couple 
liars  a payday,  or  as  much  as  you 
That  money  will  be  set  aside  for 
before  you  even  draw  your  pay. 


And  automatically  invested  in  Series 
“E”  U.S.  Savings  Bonds  which  are 
turned  over  to  you. 

If  you  can  save  only  $3.75  a week  on 
the  Plan,  in  9 years  and  8 months  you 
will  have  $2,137.30. 

United  States  Series  “E”  Savings 
Bonds  earn  interest  at  an  average  of 
39t  per  year,  compounded  semiannu- 
ally, when  held  to  maturity!  And  they 


can  go  on  earning  interest  for  as  long 
as  19  years  and  8 months  if  you  wish, 
giving  you  a return  of  80^ i on  your 
original  investment! 

Eight  million  working  men  and 
women  are  building  their  security  with 
the  Payroll  Savings  Plan.  For  your 
sake,  and  your  family’s,  too,  how  about 
signing  up  today?  If  you  are  self- 
employed,  ask  your  banker  about  the 
Bond-A-Month  Plan. 


The  U.S.  Government  docs  not  pay  for  this  advertisement.  It  is  donated  \>y  this  publication  in 
cooperation  with  the  Advertising  Council  and  the  Magazine  Publishers  of  America. 


Knysioiogical  test 

compares  Kents 

“Micronite"  Filter  with  other  cigarette  filter 


"KENT"  AND  ‘MICRONITE’ 
ARE  REGISTERED  TRADEMAR 
OF  P.  LORILLARD  COMPANY 


To  compare  the  efficiency  of  various 
filters  as  they  affect  physiological  re- 
sponses in  the  cigarette  smoker,  drop 
in  surface  skin  temperature  at  the  last 
phalanx  was  measured. 

Using  well-established  procedures, 
the  subject  smoked  conventional  filter 
cigarettes  and  the  new  KENT  with 
the  exclusive  Micronite  Filter. 

For  every  other  filter  cigarette,  the 
drop  in  temperature  averaged  over  6 
degrees.  For  KENT’S  Micronite  Filter, 
there  was  no  appreciable  drop. 

These  findings  confirm  the  results  of 
other  scientific  measurements  that 
show  these  facts:  1)  KENT’S  Micronite 
Filter  takes  out/r/r  more  nicotine  and 


tars  than  any  other  cigarette,  old  or 
new.  2)  Ordinary  cotton,  cellulose  or 
crepe  paper  filters  remove  a sm.all  but 
ineffective  amount  of  nicotine  and  tars. 

Thus  KENT,  with  the  first  filter  that 
really  works,  gives  the  one  smoker  out 
of  every  three  who  is  susceptible  to 
nicotine  and  tars  the  protection  he 
needs  . . . while  offering  the  satisfac- 
tion he  expects  of  fine  tobacco. 

For  these  reasons,  smokers  have 
made  the  new  KENT  the  most  popular 
new  brand  of  cigarette  to  be  introduced 
in  the  last  20  years. 

If  you  have  yet  to  try  the  new  KENT 
with  the  exclusive  Micronite  Filter,  may 
we  suggest  you  do  so  soon? 
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Wilmington,  Delaware  Phone  6-8225 

A Store  for  . . . 

Quaki  WinU  3otk 
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LEIBOWITZ'S 

224-226  MARKET  STREET 
Wilmington,  Delaware 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


HOMOGENIZED 
VITAMIN 
D 

MILK 
builds 
strong 
bodies 

Look  for  the 
Sealtesf  trademark 
and  the 

red  tile  pattern 
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Enjoy  instant,  plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  have  an  ample, 
reliable  supply  of  hot 
water!  With  an  Auto- 
matic Gas  Water  Heat- 
er in  your  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  house- 
hold tasks,  bathing, 
cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 


DEUWAKE  POWER  EUCHI  CO. 


With  an  Automatic  Gas 


WATER  HEATER 


aotde^ 

see  w S 

ICE  CREAM 
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Lasting  quality 
throughout  the  years 


DEXTRL-MALTOSE 


provide  important' 
physiologic  safeguards 


The  margin  of  renal  safety  is  especially  important 
since  various  stresses  and  handicaps  have  been 


Better  nitrogen  retention.  The  addition 


urea  and  lightening  the  load  on  the  infant’s  kidneys. 

Ample  carbohydrate  is  provided  in  a milk  and  w'ater 
mixture  by  inclusion  of  4 to  5%  of  Dextri-Maltose— 
or  1 tablespoonful  to  each  5 or  6 fluid  ounces 
of  formula. 

With  a record  of  forty-three  years  of  outstanding 
clinical  success,  no  other  carbohydrate  has  earned 
such  world-wide  acceptance  and  confidence  in  its 


1.  Pratf  & Snyderman:  Pediatrics  11:  65,  1953;  2.  Calcagno  & Rubin: 
Pediatrics  (in  press);  3.  Calcagno,  Rubin  & Weintraub:  J.  Clin.  Investi- 
gation 33:  91,  1954;  4.  Cooke,  Pratt  & Darrow:  Yale  J.  Biol.  & Med. 
22:  227,  1950;  5.  Gomble:  J.  Pediat.  30:  488,  1947;  6.  Rappoport: 
Am.  J.  Dis.  Child.  74:  682,  1947. 


DEXTRI-MALTOSE 


the  carbohydrate  of  choice  for  infant  formulas 


SPARING  EFFECT  OF  ADDED 
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CARBOHYDRATE  (DEXTRI  MALTOSE)  ON 
RENAL  WATER  REQUIREMENTS  * 


Added  renal  safety.  When  the  effective 
carbohydrate,  Dextri-Maltose®,  is  added  to  cow's  milk 
formulas,  the  infant’s  water  requirements  are 
reduced.  This  provides  an  added  margin  of 
against  dehydration.  In  addition,  the  load  onitKd 
water  excretory  capacity  of  the  infant’s  immature 


g 30- 

Z) 

O 20  - 


WITH  ADDED 
CARBOHYDRATE 


kidneys  is  reduced. 


=>  0* 1 1 1 1 I 

0.2  0.4  0.6  0.8  l.O 

OSMOLOR  concentration  of  the  urine 


shown  to  influence  the  infant’s  fluid  balance 
and  renal  capacity. 


* Data  ol  Pratt  & Snyderman:  Pediatrics  11:  65.  1953 


EFFECT  OF  ADDED  CALORIES  AS 
DEXTRI-MALTOSE  ON  UREA  EXCRETION! 


of  adequate  carbohydrate  (Dextri-Maltose)  to 
cow’s  milk  formulas  increases  the  infant’s  nitrogen 
retention  and  promotes  the  efficient  use  of  nitrogen 
for  growth,^  causing  a reduction  in  the  excretion  of 


15“  IP?  ADDED  CALORIES 

■B  AS  DEXTRI  MALTO 


HH  NO  ADDED 


NO  ADDED  CALORIES 


ADDED  CALORIES 
AS  DEXTRI  maltose 


constant  dependability  as  Dextri-Maltose. 


MEAD  JOHNSON  & COMPANY  • EVANSVILLE.  I N D I A N A,  U.  S.  A. 
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I LOT YC  IN 

(erythromycin,  Lilly),  ethyl  carbonate 

PEDIATRIC 
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when  resistance 

to  other 
antibiotics  develops... 


PARKE,  DAVIS  & COMPANY  • DETROIT  3 2,  MICHIGAN 


Current  reports^’^  describe  the  increasing  incidence  of  re- 
sistance among  many  pathogenic  strains  of  microorganisms 
to  some  of  the  antibiotics  commonly  in  use.  Because  this 
phenomenon  is  often  less  marked  following  administration 
of  CHLOROMYCETIN  (chloramphenicol,  Parke-Davis), 
this  notably  effective,  broad  spectrum  antibiotic  is  fre- 
quently effective  where  other  antibiotics  fail. 


Coliform  bacilli — 100  strains 

up  to  43%  resistant  to  other  antibiotics; 

2%  resistant  to  CHLOROMYCETIN.i 

Staphylococcus  aureus — 500  strains 

up  to  73%  resistant  to  other  antibiotics; 

2.4%  resistant  to  CHLOROMYCETIN.^ 

CHLOROMYCETIN  jj;  potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  admin- 
istration, it  should  not  be  used  indiscriminately  or  for  minor 
infections.  Furthermore,  as  with  certain  other  drugs,  adequate 
blood  studies  should  be  made  when  the  patient  requires  pro- 
longed or  intermittent  therapy. 

References 

(1)  Kirby,  W.  M.  M.;  Waddington,  W.  S.,  & Doornink,  G.  M.:  Antibiotics 
Annual,  1953-1954,  New  York,  Medical  Encyclopedia,  Inc.,  1953,  p.  285. 

(2)  Finland,  .M.,  & Haight,  T.  H.:  Arch.  Int.  Med.  91:143,  1953. 
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KARO 

SYRUP 


BELONGS  IN  THIS  PICTURE! 


. . . a carl)oliydrate  of  choice 

in  milk  modification  for  3 generations 


OPTIMUM  caloric  balance — 60%  of  caloric 
intake,  gradually  achieved  in  easily 
assimilable  carbohydrates — is  assured  with 
Karo.  Milk  alone  provides  28%,  or  less  than 
half  the  required  carbohydrate  intake. 

A MISCIBLE  liquid,  Karo  is  quickly  dissolved, 
easy  to  use,  readily  available  and  inexpensive. 

A BALANCED  mixture  of  dextrins,  maltose 
and  dextrose,  Karo  is  well  tolerated,  easily 
digested,  gradually  absorbed  at  spaced 
intervals  and  completely  utilized. 

PRECLUDES  fermentation  and  irritation. 

Produces  no  reactions,  hypoallergenic. 
Bacteria-free  Karo  is  safe  for  feeding  prematures, 
newborns,  and  infants — well  and  sick 

LIGHT  and  dark  Karo  are  interchangeable  in 
formulas;  both  yield  60  calories  per  tablespoon. 


CORN  PRODUCTS  REFINING  COMPANY 
17  Battery  Place,  New  York  4,  N.  Y. 
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DOCTOR,  WHEN  YOUR  PATIENTS  ASK... 


Cigarette 

Choose?” 


...REMEMBER  THAT  NEW  VICEROY  GIVES  SMOKERS 


DOUBLE  THE  FILTERING  ACTION! 


ONLY  A PENNY  OR  TWO  MORE 
THAN  CIGARETTES  WITHOUT  FILTERS 


1NEW  AMAZING  FILTER  OF  ESTRON  MATERIAL 

• This  new-type  filter,  ot  non-mineral,  cellulose- 
acetate,  Estron  material,  exclusive  with  Viceroy  Ciga- 
rettes, represents  the  latest  development  in  20  years 
of  Brown  & Williamson  filter  research.  Each  filter  con- 
tains 20,000  tiny  filter  elements  that  give  efficient  filtering 
action;  yet  smoke  is  drawn  through  easily,  and  flavor 
is  not  affected. 


2 PLUS  KING-SIZE  LENGTH 

• The  smoke  is  also  filtered  through  Viceroy’s  extra 
length  of  rich,  costly  tobaccos.  Thus  Viceroy  actually 
gives  smokers  double  the  filtering  action  ...  to  double 
the  pleasure  and  contentment  of  tobacco  at  its  best'. 


New  King-Size 
Filter  Tip  yiGEROY 

OUTSELLS  ALL  OTHER  FILTER  TIP  CK3ARETTES  COMBINED 
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“These  tablets 
keep  the  swelling  down 
all  day  long.” 


TABLET 


NEOHYDRIN 

BRAND  OF  C H LOR M E RO DR  I N 

NORMAL  OUTPUT  OF  SODIUM  AND  WATER 


Individualized  daily  dosage  of  NEOHYDRIN  — 1 to  6 tablets  a day  as  needed  — 
prevents  the  recurrent  daily  sodium  and  water  reaccumulation  which  may  occur 
with  single-dose  diuretics.  Arbitrary  limitation  of  dosage  or  rest  periods  to 
forestall  refractivity  are  unnecessary.  Therapy  with  NEOHYDRIN  need  never 
be  interrupted  or  delayed  for  therapeutic  reasons.  Because  it  curbs  sodium 
retention  by  inhibiting  succinic  dehydrogenase  in  the  kidney  only,  NEOHYDRIN 
does  not  cause  ^^^^^^side  actions  due  to  widespread  enzyme  inhibition 
in  other  organs. 

^ Prescribe  NEOHYDRIN  in  bottles  of  50  tablets. 

There  are  18.3  mg.  of  3-chloromercuri-2-methoxy- 
propylurea  in  each  tablet. 

Leadership  in  diuretic  research 

LAKESIDE  LABORATORIES,  I N C • M I L W A U K E E 1,  WISCONSIN 
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for  greater  safety  in  streptomycin  therapy... 


DISTRYCIN 

Squibb  Streptoduocin 

Streptomycin  and  dihydrostreptomycin  in  equal  parts 

Distrycin  has  an  important  advantage  over  streptomycin.  It  has  the  same 
therapeutic  effect  but  ototoxicity  is  greatly  delayed.  Since  the  patient 
is  given  only  half  as  much  of  each  form  of  streptomycin  as  he  would  have  on 
a comparable  regimen  of  either  one  prescribed  separately,  the  danger  of 
vestibular  damage  (from  streptomycin)  or  cochlear  damage  (from 
dihydrostreptomycin)  is  significantly  lessened. 

Signs  of  vestibular  damage  appear  in  cats  treated  with  Distrycin  as  much 
as  100  per  cent  later  than  in  animals  given  the  same  amount  of  streptomycin. 


Cat  treated 
with 

streptomycin 
shows  no 
nystagmus 
after  whirling. 


Cat  given  the 
same  amount 
of  Distrycin 
has  normal 


On-dosage  of  1 Gm.  per  day  for  120  days,  ototoxicity  was  as  follows*-. 

‘ ' </-*  - -CV”'"  ••  ■ 

Vestibular  damage  C'i  of  patients 
Mild  .Moderate  Total , ' 


Mild  Moderate 

Streptomycin  12  b 

rkfhvHRnetraninmvnin  ft  Q 


Cochlear  damage  of  patients 
Mild  Moderate  Total 

Streptomycin  0 0 0 


*Heck,  fV.E.;  Lynch,  WJ.,  and  Graves,  H.L.:  Acta  oto-Iaryng.  ^416,  1953. 

i 


Distrycin  dosage  is  the  same  as  for  streptomycin.  In  tuberculosis  the 
routine  dose  is  1 Gm.  twice  weekly,  in  conjunction  with  daily 
para-aminosalicylic  acid  or  Nydrazid  (isoniazid).  In  the 
more  serious  forms  of  tuberculosis,  Distrycin  may  be  given 
daily,  at  least  until  the  infection  has  been  brought 
under  control.  b 


Sqtjibb 

a leader  in  streptomycin  research  and  manufacture 


Distrycin 
is  supplied  in 
1 and  5 Gm.  vials, 
expressed  as  base 


‘Distrycin’©  and  ‘Nydrazid’®  are  Squibb  trademarks 


.111 
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SePTEAIBEK.  19.34 


and  Protein  Nutrition 

in  Cardiac  Failure 

Recent  studies  confirm  previous  clinical  observations  of  the  high 
incidence  of  hypoproteinemia  and  muscle  wasting  in  patients 
with  chronic  cardiac  failure.  Recognition  of  these  serious  nutri- 
tional alterations  prompts  "the  administration  of  large  quanti- 
ties of  dietary  protein  and  supplemental  vitamins. 

Basic  foods  requking  primary  consideration  for  providing 
adequate  daily  nutrition  in  such  patients  are: 

"Milk — 1 pint;  meat — 4 ounces;  vegetables — 2 servings; 
fruit  and  fruit  juices — 3 servings;  carbohydrate  and  fat 
to  fulfill  caloric  needs. 

"In  order  to  restore  depleted  protein  levels,  it  is  neces- 
sary to  increase  the  protein  component  by  adding  meat 
servings  . . . 

Since  anorexia  usually  complicates  nutrition  in  cardiac  fail- 
ure, appetizingly  prepared  meat  encourages  adequate  eating. 
The  high  protein  content  of  cooked  lean  meat,  25  to  30  per  cent, 
as  well  as  its  high  biologic  value,  serves  well  in  mitigating  hypo- 
proteinemia and  muscle  wasting. 

Meat  also  contributes  valuable  amounts  of  B vitamins 
especially  needed  by  the  cardiac  patient,  including  both  the 
well-known  and  the  less  well-known  members  of  the  B complex. 
Iron,  potassium,  and  phosphorus  are  among  the  minerals  richly 
supplied  by  meat. 

1.  Shuman,  C.  R.,  and  Wohl,  M.  G.:  Nutritional  Aspects  of  Heart  Failure,  J.  Clin. 
Nutrition  2:5  (Jan. -Feb.)  1954. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  IMcdical  Association. 


American  Meat  Institute 

Main  Office,  Chicago...Members  Throughout  the  United  States 
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arthritis 
and 
allied 
disorders 


BUTAZOLIDIN  « 

(brand  of  phenylbutazone) 

for  potent^  nonhormonal  therapy 


The  anti-arthritic  potency  of  Butazolidin  is  well 
substantiated  by  recent  clinical  reports.  In  peripheral 
rheumatoid  arthritis,  for  example,  Butazolidin  produced 
“major  improvement”  in  42.9  per  cent  of  the  patients  studied; 
in  rheumatoid  spondylitis  “major  improvement” 
in  80  per  cent;  and  in  gout  90.9  per  cent  demonstrated 
“marked  improvement”  or  “complete  remission  of  symptoms 
and  signs  within  48  hours.”* 

Butazolidin  being  a potent  agent,  the  physician  should  carefully  select 
candidates  for  treatment  and  promptly  adjust  dosage  to  the  minimal 
individual  requirement.  Patients  should  be  regularly  examined  during 
treatment,  and  the  drug  discontinued  should  side  reactions  develop. 
Detailed  literature  on  request. 

*MacKnight,  J.  C.;  Irby,  R.,  and  Toone,  E.  C.,  Jr.:  Geriatrics  9:111  (Mar.)  1954, 


Butazolidin®  (brand  of  phenylbutazone):  Red  coated  tablets  of  100  mg. 


GEIGY  PHARMACEUTICALS 

Division  of  Geigy  Chemical  Corporation 
220  Church  Street,  New  York  13,  N.Y. 
In  Canada:  Geigy  Pharmaceuticals,  Montreal 
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almost  this  quick 

Erythrocin 

starts  to  dissolve 


filiitab*  ...for  faster  drug  absorption 

Now,  there’s  no  delayed  action  from  an  enteric  coating.  The 
new  tissue-thin  Filmtab  coating  (marketed  only  by  Abbott) 
starts  to  disintegrate  within  30  seconds  after  your  patient 
swallows  it— makes  the  antibiotic  available  for  immediate 
absorption. 

...for  earlier  blood  levels 

Because  of  the  swift  absorption,  your  patient  gets  high 
blood  levels  of  Erythrocin  (Erythromycin  Stearate, 
Abbott)  in  less  than  2 /?02o-s— instead  of  4-6  hours  as  before. 
Peak  concentration  is  reached  within  4 hours,  with  signifi- 
cant concentrations  lasting  for  8 hours. 

filfTitab*  ...for  your  patients 

It’s  easy  on  them.  Compared  with  most  other  widely-used 
antibiotics,  Filmtab  Erythrocin  is  less  likely  to  alter  normal 
intestinal  flora.  Prescribe  Filmtab  Erythrocin  for  all  sus- 
ceptible coccic  infections— especially  when  the  organism 
is  resistant  to  other  antibiotics.  Bottles  ^ n n 
of  25  and  100  (100  and  200  mg.).  CUMjott 


*TM  for  AbbotCs  film  sealed  (ablets,  pat.  applied  for 
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WHEN  SYMPTOMS  ARE  DISTRESSING 


BUT  DISGUISED  . . . 


J:::ssae^- ■ 


L— .-:-  ’ -..  ■ ;- vaati«teiSag>=.'» . 


“It  is  strange,”  Malleson  says,  “how  little  clinical  recognition”  has  been  given 
to  the  “negative  behavior”  or  “endogenous  misery”  of  the  woman  with  endocrine 
imbalance.  Largely  accountable  for  this,  of  course,  is  the  patient’s  own  reluctance 
to  discuss  these  symptoms  with  her  physician  until  she  actually  suffers  from  some  of 
the  more  obvious  menopausal  symptoms  such  as  hot  flushes.  Even  then  she  may  become 
so  accustomed  to  her  change  in  feeling  she  can’t  remember  what  it’s  like  to  feel  well.^ 


Changes  in  the  mood  pattern  arc  just  a few  of  the  many  distressing  symptoms 
of  declining  ovarian  function  which  are  so  often  disguised  because  they  do  not  always 
coincide  with  cessation  of  menstruation,  and  at  times  will  occur  long  before,  and  even 
years  after.  Other  good  examples  are  insomnia,  headache,  easy  fatigability,  arthralgia 
— and  understandably  so,  when  one  considers  that  the  loss  of  ovarian  hormone  “with- 
draws one  of  the  most  important  metabolic  regulators  of  the  organism.”^ 


“Premarin”  is  a preparation  of  choice  for  the  replacement  of  body  estrogen. 
“Premarin”  presents  a complete  equine  estrogen-complex  and  all  the  components 
of  this  complex  are  meticulously  preserved  in  their  natural  form.  This  largely  explains 
why  “Premarin”  not  only  produces  prompt  symptomatic  relief  but  also  imparts  an 
important  “plus”  — the  distinctive  “sense  of  well-being’  that  patients  find  so  highly 
gratifying.  These  benefits  of  “Premarin”  have  made  it  a natural  estrogen  wddely 
prescribed  by  physicians  . . . and  often  preferred  by  patients. 


i " PREMARIN " * 




has  no  odor 
. . . imparts  no  odor 


Estrogenic  Substances  ( water-soluble),  also  known  as  conjugated 
estrogens  ( equine),  available  in  both  tablet  and  liquid  form 


1.  Malleson,  J.:  Lancet  2:158  (July  25)  1953.  2.  Goldzieher,  M.  A.,  and  Goldzieher,  J.  W.:  Endocrine 
Treatment  in  General  Practice,  New  York,  Springer  Publishing  Company,  Inc.  1953,  p.  23. 


NEW  YORK,  N.  Y. 


MONTREAL,  CANADA 


O 


is  it,  Doctor,  that  ^ filter  cigarette 
gives  so  much  more  protection  than 
any  other? 


The  answer  is  simply  this:  Among  today’s  nine 
brands  of  filter  cigarettes,  KKNT,  and  KENT  alone, 
has  the  Micronite  Filter . . .made  of  a jrure,  dust-free 
material  that  is  so  safe,  so  effective  it  has  been  selected 
to  help  filter  the  air  in  hospital  operating  rooms. 

In  continuing  and  repeated  impartial  scientihc 
tests,  KENT’S  Micronite  Filter  consistently 
proves  that  it  takes  out  more  nicotine  and  tars 
than  any  other  filter  cigarette,  old  or  new. 

And  yet,  with  all  its  superior  protection,  Kent’s 
Micronite  Filter  lets  smokers  enjoy  the  full,  satisfy- 
ing flavor  of  fine,  mellow  tobaccos. 

For  these  reasons.  Doctor,  shouldn’t  kkn  e be  the 
choice  of  those  who  want  the  minimum  of  niaitine 
and  tars  in  their  cigarette  smoke? 


. . . the  only  cigarette  with  the 
MICRONITE  FILTER 

the  greatest  protection  in  cigarette  history 


" ANT  "MICRONITE"  ARE  REGISTERED  TRADEMARKS  OF  F.  LORILLARD  COMFAN'. 
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The  Befit  Tasting  Afipirfh 
you  can  preecnbe 


The  Flavor  Remams  Stabfe 
doiA/n  to  the  faettabfef 


Bottle  of  24  tablets  15^ 
(2i^rs.eacht 


Ife  will  be  pleased  to  send  samples  on  request 
THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18.N.Y. 
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of  W3t^ 


and  sodium 


The  aim  of  edema  therapy  is  twofold:  to  increase 
the  volume  of  fluid  excreted  from  the  body  and, 
of  equal  importance,  to  effect  a removal  of  water- 
binding sodium  ions. 

Salyrgan-Theophylline,  established  through 
the  years  as  a dependable  mercurial  diuretic, 
performs  both  of  these  functions. 

I© 


//  ' jiA 


SUPPLIED: 

Ampuls  of  1 cc.  and  2 cc. 
— boxes  of  10,  25  and  100. 
Tablets  — bottles  of  100, 
500  and  1000. 


SALYRGAN-THEOPHYLLINE 


Clinical  response  to  Salyrgan-Theophylline  is 
usually  rapid.  Within  the  first  day  after  adminis- 
tration much  of  the  excess  tissue  fluid  is  mobilized 
and  eliminated.  Up  to  10  liters  may  be  excreted 
in  a twenty-four  hour  period.  Similarly,  excre- 
tion of  20  Gm.  or  more  of  sodium  chloride  within 
twenty-four  hours  after  Salyrgan-Theophylline 
has  been  observed.’'^ 

For  removal  of  edema  and  ascites  in  cardiac 
and  cardiorenal  diseases;  nephrosis,  and  cirrho- 
sis of  the  liver. 


New  Yokk  18,  N.  y.  WiNDSOH,  Ont. 


1.  Nielsen,  A.  L,  Bechgaard,  P., 
and  Bang,  H.  O.;  Low-Salt 
Diet  in  Treatment  of  Congestive 
Heart  Failure.  Brit.  Med.  Jour., 
1:1349,  June  16,  1951. 

2.  Brown,  W.  E.,  and 
Sutherland,  C.  G.:  Control  of  Edema 
in  Pregnancy.  GP,  8:65,  Nov.,  1953. 


Salyrgan,  brand  of  mersalyl,  trademark  reg.  U.  S.  Pat.  Off. 


Hydrochloride 
Tetracycline  HCI  Lederle 


ACHROMYCIN,  new  broad-spectrum  antibiotic,  has  set  an  unusual  record  for  rapid 
acceptance  by  physicians  throughout  the  country.  Within  a few  months  of  its  introduction, 
ACHROMYCIN  is  being  widely  used  in  private  practice,  hospitals  and  clinics.  A number 
of  successful  clinical  tests  have  now  been  completed  and  are  being  reported. 

ACHROMYCIN  has  true  broad-spectrum  activity,  effective  against  Gram-positive  and 
Gram-negative  organisms,  as  well  as  virus-like  and  mixed  infections. 

ACHROMYCIN  has  notable  stability,  provides  prompt  diffusion  in  body  tissues  and  fluids 

ACHROMYCIN  has  the  advantage  of  minimal  side  reactions. 


DERLE  LABORATORIES  DIVISION  AMERtcAN  Gianamuf  compa/vy 
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I from  clinical  observations  made  in  about  I 
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I two  hundred  reports,  it  is  estimated  that  | 
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I I 

I ILOTYCIN  represents  an  antibiotic  of  | 

I (Erythromycin,  Lilly)  i 

I I 

I I 
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I choice  in  more  than  80  percent  of  all  I 

I I 

I I 

I I 

I infections  treated  by  physicians I 

I I 

I I 

I I 
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the  original  Erythromycin 

ELI  LILLY  AND  COMPANY.  INDIANAPOLIS  6,  INDIANA,  U.S.A. 


MEDICAL  SOCIETY  OF  DELAWARE 
Peoples  Church  Community  Hall 
DOVER,  DELAWARE 
MONDAY,  OCT.  11,  1954 

8:30  p.m. — House  of  Delegates. 


TUESDAY,  OCT.  12,  1954 

9:30  a.m. — Invocation:  Rev.  Robert  W. 
Duke,  Dover. 

9:40  a.m. — Address  of  Welcome:  Hon. 

W.  Edward  Haman,  Dover. 

9:50  a.m. — Report  of  House  of  Dele- 
gates: Norman  L.  Cannon, 
Wilmington. 

10:00  a.m. — Description  of  Common  Dis- 
eases of  the  Ocular  Fundus, 
Robert  J.  Fox,  Dover. 

10:30  a.m. — The  Chemotheraphy  of  Pul- 
monary Infections,  William 
P.  Roger,  West  Point,  Pa. 

11:00  a.m. — Exhibits. 

11:30  a.m. — The  Acute  Abdomen,  Victor 
P.  Satinsky,  Philadelphia. 


12 :30  a.m. — Luncheon : Members  and 
Guests,  Medical  Society  of 
Delaware. 


2:00  p.m. — Importance  of  Early  Diag- 
nosis in  Cancer  of  the  Pros- 
tate, J.  A.  Campbell  Colston, 
Baltimore. 

2 :40  p.m. — Functional  Problems  of 
Gynecology,  Edmund  R. 
Novak,  Baltimore. 

3:20  p.m. — Exhibits. 

3:50  p.m. — Some  Essentials  in  Office 
Proctology,  Samuel  McLana- 
han,  Baltimore. 

4:30  p.m. — Office  Surgery  for  the  Gen- 
eral Practitioner,  George  P. 
Finney,  Baltimore. 


6:45  p.m. — Reception  and  Dinner  (Sub- 
scription). Maple  Dale  C.C. 
9:00  p.m. — Address:  U.  S.  Senator,  J. 
Allen  Frear,  Jr. 


WEDNESDAY,  OCT.  13,  1954 

9:30  a.m. — American  Medical  Education 
Foundation:  C.  L.  Hudiburg, 
Wilmington. 

9:40  a.m. — The  Preventable  Complica- 
tions of  Myocardial  Infarc- 


tion, A.  Henry  Clagett,  Jr., 
Wilmington. 

10:20  a.m. — What  Price  Antimicrobial 
Therapy,  Harrison  F.  Flip- 
pin,  Philadelphia. 

11:00  a.m. — Exhibits. 

11:30  a.m. — Presidential  Address:  The 

Physician  and  Public  Rela- 
tions, Hewitt  W.  Smith,  Har- 
rington. 

12:10  p.m. — Election  of  President-elect 
for  1955.  (Sussex  County). 


12  :30  p.m. — Luncheon : Members,  Guests 
and  Auxiliary.  Kent  County 
Medical  Society. 


Symposium  on  Traffic  Accidents 

2:00  p.m. — The  Human  Element  in  Ac- 
cidents, Kenneth  E.  Api^el 
and  Albert  E.  Scherten,  Phil- 
adelphia. 

2:40  p.m. — The  Physician’s  Part  In 
Highway  Safety,  Capt.  C. 
Preston  Poore,  Dover. 

3 :20  p.m. — Exhibits 

3:50  p.m. — Safety  Education  Program 
and  the  Physician.  Mr.  J. 
James  Ashton,  Wilmington. 


WOMAN'S  AUXILIARY,  M.  S.  OF  D. 
TUESDAY,  OCT.  12,  1954 
Maple  Dale  Country  Club 

10:00  a.m. — Registration. 

10:30  a.m. — Business  Session;  Guest 
Speaker : Mrs.  Robert  Flan- 

ders, 1st  Vice  - President, 
Woman’s  Auxiliary  to  A.M. A. 


12:30  p.m. — Luncheon:  Guest  Speaker: 

Ernest  B.  Howard,  Ass’t. 
Secretary,  A.  M.  A. 


6:45  p.m. — Reception  and  Dinner  (Sub- 
scription) . 


WEDNESDAY,  OCT.  13,  1954 
Peoples  Church  Community  Hall 

10:30  a.m. — Business  Session  and  Elec- 
tion. Inaugural  Address  : 
Mrs.  Gerald  A.  Beatty. 


12:30  p.m. — Luncheon:  Members,  Guests 
and  Auxiliary.  Kent  County 
Medical  Society. 


PRESIDENT  of  the  MEDICAL  SOCIETY  of  DELAWARE 
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PUBLIC  HEALTH 
A Retrospect  of  50  Years 

C.  P.  Knight,  M.  D.,* 

Dover,  Del. 

The  writer  has  been  extremely  fortun- 
ate in  that  he  has  had  the  opportunity  to 
observe  great  advances  in  the  principles 
and  practices  in  preventive  medicine  and 
public  health.  During  the  early  years  of 
the  century  he  had  the  good  fortune  of 
having  the  counsel,  advice  and  tutelage  of 
several  outstanding  experts  in  public 
health.  Under  proper  guidance  the  writer 
has  participated  in  some  of  the  studies 
and  research  leading  to  improvement  in 
public  health  practice.  Only  a few  salient 
facts  and  highlights  can  be  dealt  with  in 
this  paper. 

History 

The  first  state  health  department  in 
this  country  was  established  in  Massachu- 
setts in  1869.  Since  that  time,  to  the  best 
of  the  writer’s  knowledge,  every  state  and 
territory  has  developed  and  possesses  well 
functioning  health  departments.  Under  our 
Constitution  the  states  reserved  many 
rights  which  include  the  autonomy  in 
health  matters.  Through  the  years  local, 
state,  and  federal  health  authorities  have 
together  functioned  in  a very  satisfactory 
manner  so  that  today  there  is  excellent  co- 
operation at  all  levels.  Important  in  ad- 
vancing cooperation  between  state  health 
departments  and  the  federal  government 
was  the  creation  of  an  Act  on  July  1,  1902 
authorizing  the  Surgeon  General  of  the 
U.  S.  Public  Health  Service  to  hold  con- 
ferences with  state  and  territorial  health 
officers  when  in  his  opinion  the  interests 
of  national  public  health  would  be  pro- 
moted. Under  the  Act  an  annual  confer- 
ence is  mandatory.  It  provides  that,  upon 
the  request  of  not  fewer  than  five  health 
officers,  the  Surgeon  General  is  required 

^Deputy  State  Health  Officer,  Delaware  State  Board  of 
Health. 


to  call  a conference.  These  annual  confer- 
ences have  had  untold  advantages  in  that 
they  have  given  state  health  authorities  a 
more  complete  health  picture  than  could 
otherwise  be  obtained.  They  have  proved 
of  value  in  providing  state  health  officers 
an  opportunity  to  became  personally  ac- 
quainted with  each  other  and  to  discuss 
various  problems  applicable  to  individual 
states,  however  remote.  They  have  been  of 
value,  also,  in  developing  mutual  under- 
standing in  matters  of  common  interest. 
They  have  provided  a basis  for  unity  and 
standardization  of  principles  and  practices 
in  public  health  throughout  the  country. 

County  Health  Work 
One  of  the  important  advances  in  pub- 
lic health  work  has  been  the  development 
of  local  health  services  on  a county  or  area 
basis.  At  the  turn  of  the  century  there 
were  few  counties  in  the  various  states 
that  could  approach  what  may  be  termed 
complete  county  health  units,  with  full 
time  specially  trained  health  officers  as 
administrators.  This  evolution  has  been 
slow ; it  has  been  up  hill  and  down  hill 
through  trial  and  error ; but  over  the  span 
of  years,  improvement  in  sound  principles 
of  public  health  administration  on  the 
county  or  area  basis  has  been  noted.  In 
most  of  our  larger  cities,  progress  in  sani- 
tation and  preventive  medicine  had  been 
made  prior  to  1900,  but  very  little  im- 
provement had  been  noted  in  rural  areas 
including  towns  and  villages.  The  ap- 
proach to  improvement  in  rural  health 
work  was  mainly  through  the  pioneer 
studies  in  typhoid  fever.  The  rate  of  ty- 
phoid fever  prevalence  over  a ten  year 
period  to  1910  was  high.  As  a matter  of 
fact,  the  death  rate  over  a period  of  twenty 
years,  until  1910,  was  three  times  that  of 
some  of  the  other  countries  of  the  world. 
During  the  ten  year  period  mentioned,  ty- 
phoid fever  was  one  of  the  major  sanitary 
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problems.  At  the  Annual  Conferences  of 
State  Health  Officers  from  1906  to  1911 
an  opinion  was  developed  by  experienced 
health  officers  that,  while  there  was  great 
need  for  rural  .sanitation,  no  practical 
means  for  procedure  had  been  offered  as 
a solution  to  this  problem.  In  1911  a 
widespread  epidemic  of  typhoid  fever  oc- 
curred in  Yakima  County,  Washington, 
and  a campaign  of  county-wide  sanitation 
was  carried  out  under  the  supervision  of 
the  State  Health  Authority,  assisted  by  an 
expert  from  the  U.  S.  Public  Health  Serv- 
ice. This  campaign  resulted  in  the  gradual 
decline  of  the  rate  of  typhoid  fever,  which 
heretofore  had  an  expected  summer  annual 
increase.  As  a result  of  this  campaign 
there  was  established  a full  time  county 
health  department,  directed  by  a full  time 
physician  trained  in  public  health.  In- 
cluded in  the  personnel  were  public  health 
nurses,  sanitary  inspectors,  bacteriolo- 
gists, and  the  necessary  clerical  help,  all 
on  a full  time  basis.  This  epoch-making 
period  marked  the  beginning  of  the  decline 
of  the  incidence  of  typhoid  fever  through- 
out the  nation.  From  this  demonstration 
the  movement  for  establishing  full  time 
county  health  units  was  under  way.  Today 
a great  many  pioneer  health  officers  and 
others  can  look  back  with  satisfaction  at 
the  great  advances  and  improvement  made 
in  county  health  administration.  Another 
problem,  especially  in  some  of  our  south- 
ern states,  was  the  high  prevalence  of 
hookworm  disease.  Due  to  the  generosity 
of  the  Rockefeller  Foundation,  a program 
of  eradication  was  inaugurated  over  a five 
year  period.  This  hookworm  campaign 
was  conducted  by  state  health  departments. 
The  work  reached  practically  every  rural 
community  in  the  states  effected,  and  Avas 
of  primary  importance  in  stimulating  full 
time  county  health  administrators. 

Child  Health 

One  significant  change  that  started  at 
the  turn  of  the  century  was  the  expanded 
interest  in  child  health,  and  later  in  the 
combined  maternal  and  child  health  work. 
This  interest  was  not  only  manifested  in 
puldic  health  personnel,  but  was  important 
to  persons  dealing  in  social  and  welfare 


work.  They  had  for  their  objective  the 
protection  of  the  general  public  and  safety 
in  infant  feeding.  An  impetus  to  this 
interest  was  the  early  studies  on  milk  and 
its  relation  to  public  health.  This  resulted 
in  the  establishment  of  approved  methods 
in  the  pasteurization  of  milk ; and  far 
reaching  results  of  these  pioneer  studies 
have  been  the  promotion  of  legislation,  the 
purpose  of  which  was  the  control  of  a 
safe  milk  supply.  It  is  worthy  of  note  that 
for  some  years  the  Delaware  State  Board 
of  Health  has  prohibited  the  sale  of  raw 
milk  except  to  licensed  pasteurization 
plants  or  those  plants  which  process  canned 
milk. 

Other  important  contributions  for  im- 
provement of  child  health  have  been  in- 
tensive research  on  measles,  scarlet  fever, 
hookworm,  and  on  deficiency  diseases,  es- 
pecially in  institutions  housing  children. 
There  have  also  been  important  studies 
made  in  the  status  of  mental  health  among 
rural  school  children.  Studies  in  child 
health  were  inaugurated  in  Hagerstown, 
Maryland,  in  1920  and  had  been  carried 
on  at  intervals.  These  studies  made  in 
1920  have  provided  an  opportunity  to  fol- 
low the  growth  and  development  of  those 
persons  who  were  children  during  that 
period.  Other  studies  of  note  had  been 
made  in  various  communities  and  in  some 
of  the  larger  cities.  In  1921,  at  the  request 
of  the  Governor  of  Missouri,  the  writer 
was  assigned  to  that  state  by  the  Public 
Health  Service  for  the  purpose  of  conduct- 
ing field  investigations  in  child  hygiene. 
This  was  the  first  instance  where  such 
field  investigations  had  been  made  on  a 
state-wide  basis.  During  studies  in  various 
counties  of  the  state,  demonstrations  were 
set  up  to  show  communities  the  value  of 
child  health  conferences.  Partly  as  a result 
of  these  investigations,  a division  of  child 
hygiene  was  established  in  the  State  Board 
of  Health  with  a trained  fulltime  director. 
There  was  also  enacted  legislation  making 
school  examination  compulsory.  An  im- 
portant step  in  child  health  was  the  estab- 
lishment in  1912  of  the  Children’s  Bureau 
of  the  federal  government.  The  work  of 
this  Bureau  was  expanded  to  states  and 
local  communities  and  gave  great  impetus 
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to  the  expansion  of  maternity  and  child 
health  in  state  health  departments. 

In  recent  years  a steady  decline  has 
been  noted  in  the  prevalence  of  so-called 
children’s  diseases.  A steady  decline  in  the 
death  rate  from  these  causes  has  been 
noted  since  early  in  the  twentieth  century. 
A decline  in  the  morbidity  rate  has  been 
due,  not  only  to  improved  environmental 
sanitation,  but  to  nation-wide  immuniza- 
tion of  infants  and  preschool  children.  In 
the  early  years  of  the  century  about  100 
babies  out  of  every  1,000  born  died  in  the 
first  years  of  life.  In  recent  years  the 
death  rate  has  been  less  than  1/3  of  that 
number  and  steadily  declining.  Some  of 
the  decline  in  the  death  rate  can  be  attribu- 
ted to  the  elimination  of  the  common  child- 
hood diseases  through  advances  in  im- 
proved immunization  and  the  use  of  the  so- 
called  “miracle  drugs.” 

The  Control  of  Exotic  Diseases 

A.  Yellow  Fever.  Yellow  Fever  at  the 
present  time  does  not  exist  in  the  United 
States.  Prior  to  this  century  there  were 
epidemics  of  this  disease  in  1878  and  1897. 
As  early  as  1793  the  city  of  Philadelphia 
was  scourged  by  a yellow  fever  epidemic. 
Observations  as  early  as  1898  led  to  the 
final  determination  of  the  role  of  the 
aedes  aegypti  mosquito  in  the  transmission 
of  yellow  fever.  The  chance  of  introduc- 
tion of  yellow  fever  into  this  country  is 
negligible  because  of  the  practical  applica- 
tion of  control  measures  which  have  been 
developed. 

B.  Bubonic  Plague.  Bubonic  Plague  was 
first  known  in  the  United  States  in  the 
early  period  of  1900.  A fatal  case  occurred 
in  a Chinese  on  the  west  coast  in  that  year 
and  the  diagnosis  was  confirmed  bacterio- 
logically.  During  a much  heated  contro- 
versy as  to  the  presence  or  absence  of 
plague,  control  measures  were  instituted 
and  it  was  thought  at  that  time  that  the 
infection  had  been  eradicated.  However, 
plague  again  appeared  in  San  Francisco 
in  1907,  in  Seattle  in  1907,  and  in  Los 
Angeles  in  1908.  Plague  also  appeared  in 
New  Orleans  in  1914,  in  Pensacola  (Flor- 
ida) and  Galveston  (Texas)  in  1919  and 
1920.  In  1942  to  1944,  during  the  time  the 
writer  was  Chief  Quarantine  Officer  of 


the  northwest  area  of  the  United  States, 
plague  among  rats  appeared  in  Tacoma, 
Washington.  Control  measures  were  in- 
stituted by  state  and  federal  authorities 
and  the  incidence  of  disease  was  reduced 
in  that  area.  The  large  problem,  even  at 
the  present  time,  is  the  spread  of  plague 
infection  through  ground  squirrels,  un- 
doubtedly transmitted  through  the  rat. 
The  spread  from  the  west  coast  of  the 
infection  among  rodents  had  been  gradual 
and  has  been  reported  by  states  as  far  as 
the  mid-west.  At  the  first  introduction 
of  plague  in  1900,  control  of  rodent  plague 
was  an  all-absorbing  corcern  to  health 
officers.  While  rodent  plague  still  exists, 
it  is  rare  to  find  a case  of  human  plague. 

C.  Smallpox.  It  is  difficult  to  realize 
that  at  one  time  smallpox  was  practically 
as  common  as  measles,  although  extremely 
more  fatal.  The  epidemiology  of  smallpox, 
unlike  that  of  plague,  typhoid  fever,  or 
cholera,  etc.,  has  no  relation  to  improved 
environmental  sanitation.  It  spares  no  one 
except  those  persons  who  are  immune  by 
previous  infection  or  by  vaccination.  There 
is  but  one  way  to  prevent  smallpox  and 
that  is  through  vaccination.  It  is  specific, 
sensible  and  satisfying. 

In  the  early  period  of  the  century  vac- 
cination was  not  as  safe  a procedure  as  it 
is  today.  Often  persons  would  have  ser- 
ious infections  and  an  occasional  case  of 
tetanus  would  be  observed.  Due  to  studies 
and  research  in  recent  years,  vaccination 
is  a relatively  safe  procedure.  Three  un- 
safe factors  which  now  have  been  elimin- 
ated were;  (1)  The  use  of  bone  points; 
(2)  making  unnecessarily  deep  and  large 
scarifications;  (3)  the  practice  of  apply- 
ing dressings. 

D.  Typhus  Fever.  There  are  two  well 
studied  types  of  typhus  fever  in  existence ; 
the  epidemic  type,  transmitted  by  lice 
from  man  to  man ; and  the  endemic  type, 
transmitted  by  fleas  from  rodents  to  man. 
The  last  known  epidemics  of  typhus  fever 
in  this  country  were  in  New  York  in  1881 
and  in  Philadelphia  in  1883.  Only  sporadic 
cases  have  occurred  since  that  time.  In 
1910  attention  was  called  to  a disease  oc- 
curring in  New  York  City  in  overcrowd- 
ed and  unhygienic  areas.  This  was 
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thought  to  be  a new  disease  at  the  time, 
and  was  called  Biill’s  Disease.  Later, 
studies  confirmed  the  fact  that  this  disease 
was  typhus  fever. 

The  endemic  type  existing  in  this  coun- 
try is  different  from  that  of  the  epidemic 
so  common  in  Europe  and  the  Asiatic 
countries.  From  various  studies  and  re- 
search, it  can  be  clearly  demonstrated  that 
the  endemic  type  existing  in  the  United 
States  can  be  transmitted  by  the  rat  flea. 
Through  the  various  methods  of  rat  eradi- 
cation, flea  control,  and  the  immunization 
of  persons  in  infected  areas,  typhus  fever 
epidemics  have  been  controlled. 

Adult  Health  Protection 

During  the  past  fifty  years  important 
specific  gains  have  been  made  in  public 
health  principles  and  practices.  The  eli- 
mination of  epidemic  diseases,  the  pre- 
vention and  control  of  disease,  the  im- 
proved methods  used  in  environmental 
sanitation  and  better  public  health  educa- 
tion have  been  factors  in  the  increase  in 
life  expectancy.  The  survival  of  a large 
portion  of  our  population  to  later  years 
of  life  has  completely  changed  the  mortal- 
ity picture  at  the  present  time.  The  pro- 
longation of  life  expectancy  has  produced 
new  problems  for  the  health  authorities. 
Chronic  diseases  now  lead  in  the  causes 
of  death.  These  include  diseases  of  the 
heart,  cancer,  tuberculosis,  diabetes,  vas- 
cular disease,  including  nephritis,  and  also 
other  degenerative  diseases.  Many  persons 
who  have  survived  through  middle  age 
die  prematurely,  having  succumbed  to 
these  chronic  and  degenerative  diseases 
at  the  very  peak  of  their  usefulness.  Now 
is  the  time  to  shift  some  of  our  efforts  in 
preventive  medicine  and  give  special 
thought  to  conservation  of  health  of  age 
groups  of  the  fourth  and  fifth  decades. 

During  the  past  fifty  years  the  greatest 
achievements  in  public  health  have  been 
won  by  attacking  problems  on  a com- 
munity or  a state-wide  basis.  Examples 
have  been  the  obliteration  of  epidemic  dis- 
eases and  the  vast  reduction  of  infant 
mortality.  It  has  been  stated  that  com- 
munity-wide programs  of  preventive  medi- 
cine for  guarding  the  health  in  middle  or 


past  middle  life  could  not  succeed.  The 
prolongation  of  life  through  active  pro- 
grams of  supervision  of  maternal  and 
child  health  compels  us  to  assume  that 
skilled  procedures  may  in  the  future  be 
developed  for  the  successful  promotion  of 
health  in  adult  life.  For  the  present,  health 
departments — except  for  carrying  out  few 
salient  programs — cannot  offer  the  same 
services  as  have  been  so  successful  in  child 
health. 

If  continued  studies  give  us  more  effec- 
tive methods  for  promotion  of  adult 
health,  there  should  be  no  hesitation  in 
stating  that  such  principles  and  pactices 
can  be  applied  on  a community  basis  for 
the  conservation  of  health  of  the  adult 
population. 
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DELAWARE'S  TUBERCULOSIS  CONTROL 
Public  H ealth  Nursing  Developments 

Lillian  G.  Riley,  R.N.,  B.S.,* 
Dover,  Del. 

The  public  health  significance  of  tu- 
berculosis cases  depends  primarily  upon 
their  clinical  characteristics  and  bacterio- 
logical status,  but  the  full  determination 
of  the  type  and  frequency  of  health  de- 
partment supervision  needed  may  be  fur- 
ther infiuenced  by  various  social  and  en- 
vironmental circumstances.  At  the  same 
time  clinical  management  and  recommen- 
dations are  based  upon  a consideration 
of  both  the  clinical  and  public  health 
significance  of  the  patient’s  lesions.  These 
are  basic  factors  in  determining  public 
health  nursing  follow-up  for  tuberculosis 
cases  and  contacts.  Naturally,  the  medi- 
cal personnel  (Director  of  Tuberculosis 
Control  and  clinic  physicians)  provide  the 
medical  direction  and  guidance  for  our 
public  health  nursing  work. 

Therefore,  in  the  early  stages  of  plan- 
ning for  last  year's  Delaware  Statewide 
Chest  X-ray  Survey,  it  became  evident 
that  the  accrual  of  new  tuberculosis  cases 

♦Tuberculosis  Nursing  Consultant,  Delaware  State  Board  of 
Health. 
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would  involve  some  adjustments  in  the 
already  heavy  case  loads  of  the  public 
health  nurses.  This  led  to  careful  exam- 
ination of  our  current  tuberculosis  con- 
trol practices.  The  fundamental  questions 
raised  were:  (1)  How  much  of  the  pub- 
lic health  nurses’  time  should  be  used  for 
the  supervision  of  tuberculosis  cases  and 
their  families?  (2)  Could  some  of  the 
cases  and  contacts  be  eliminated  alto- 
gether as  the  responsibility  of  the  pub- 
lic health  nurse?  (3)  Did  we  need  to 
consider  an  adaptation  of  the  “Guide  For 
The  Medical  and  Public  Health  Nursing 
Supervision  of  Tuberculosis  Cases  and 
Contacts,’’  which  was  published  by  the 
Sub-committee  of  Tuberculosis  Control 
Procedures  of  the  Committee  on  Evalua- 
tion of  Administrative  Practices  of  the 
American  Public  Health  Association  ? 
(4)  How  could  the  exchange  of  helpful 
information  between  the  health  units  of 
the  State  Board  of  Health  and  the  Emily 
P.  Bissell  Sanatorium  be  expedited? 

In  considering  these  problems  the 
medical  staff,  together  with  the  nursing 
staff,  realized  the  need  for  a Manual 
which  would  outline  general  medical  and 
nursing  practices.  To  meet  this  need  a 
“Guide  For  The  Medical  and  Public  Health 
Nursing  Supervision  of  Tuberculosis 
Cases,  Contacts  and  Suspects,’’  based  on 
the  previously  mentioned  APHA  Guide, 
was  developed.  Because  of  the  nature  of 
the  Guide,  it  is  not  meant  to  be  a rigid 
schedule,  but  is  intended  merely  to  assist 
tuberculosis  clinicians,  health  officers,  and 
consultants,  supervising  and  staff  public 
health  nurses  in  their  management  of  in- 
dividuals known  to  the  tuberculosis  serv- 
ice. It  has  been  implemented  through 
initial  and  periodic  review  of  cases  and 
contacts  jointly  by  the  clinician,  health 
officer,  nursing  supervisor,  and  staff 
nurses. 

Our  next  concern  was  the  develop- 
ment of  several  forms  designed  to  inter- 
change pertinent  information  between  the 
liealth  units  and  the  Sanatorium  about 


the  patient  prior  to  his  admission  and  dis- 
charge from  the  hospital  in  order  to  con- 
tribute to  the  completeness  of  patient  care 
both  as  an  in-patient  and  out-patient.  The 
forms  were  developed  jointly  by  the  staffs 
of  the  two  agencies. 

The  public  health  nurse,  during  the 
course  of  her  visits  to  tuberculosis  pa- 
tients who  are  preparing  for  hospitaliza- 
tion, usually  acquired  information  about 
the  home  situation  and  an  insight  into 
family  attitudes  and  relationships  which 
would  be  helpful  to  the  hospital  staff  in 
their  care  of  the  patient.  Since  sharing 
these  significant  impressions  is  desirable, 
the  Pre-Admission  Report  For  Emily  P. 
Bissell  Sanatorium  was  prepared. 

Similarly,  when  a patient  is  being  con- 
sidered for  discharge  from  the  hospital, 
the  Medical  Director  notifies  the  family 
physician  and  the  Health  Unit  on  a Plan 
For  Discharge  From  Emily  P.  Bissell  San- 
atorium Form,  approximately  one  month 
prior  to  the  anticipated  date  of  the  pa- 
tient’s discharge. 

If  the  patient  and  family  are  super- 
vised only  by  the  private  physician,  the 
Health  Unit  contacts  him  to  obtain  the 
necessary  information  so  that  it  may  be 
reported  to  the  hospital.  Otherwise,  when 
a Plan  For  Discharge  Report  is  received, 
the  public  health  nurse  visits  the  home 
of  the  patient  in  order  to  help  the  family 
prepare  for  the  patient’s  discharge,  and 
then  sends  a report  of  the  visit  to  the 
Medical  Director  on  the  Pre-Discharge  Re- 
port For  Emily  P.  Bissell  Sanatorium 
Form. 

Thus,  it  is  felt  that  better  integration 
cf  the  home  and  hospital  services  for  the 
tuberculosis  patient  has  been  provided  dur- 
ing the  past  year.  A great  deal  of  the 
impetus  for  these  improvements  was  the 
direct  outcome  of  the  Delaware  Statewide 
Chest  X-ray  Survey. 
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TO: 


DELAWARE  STATE  BOARD  OF  HEALTH 
PRE-ADMISSION  REPORT  FOR  EMILY  P.  BISSELL  SANATORIUM 

MEDICAL  DIRECTOR  DATE: 


1.  NAME  OF  APPLICANT  FOR  ADMISSION: 

2.  HOME  ADDRESS: - 

3.  PLAN  FOR  FAMILY  DURING  PATIENT'S  HOSPITALIZATION: 


4.  HOUSING:  GENERAL  DESCRIPTION,  NUMBER  OF  ROOMS,  SLEEPING  ARRANGEMENTS: 


5.  PATIENT'S  AND  FAMILY'S  KNOWLEDGE  OF  DISEASE,  THEIR  OBSERVANCE  OF  PRECAUTIONARY  PRACTICES,  PA- 
TIENT'S AND  FAMILY'S  ATTITUDE  TOWARD  DIAGNOSIS: 


6.  OTHER  PERTINENT  HEALTH  FACTORS: 


7.  INTER-PERSONAL  FAMILY  RELATIONS: 


8.  SOCIAL  AND  OR  ECONOMIC  PROBLEMS  AS  OBSERVED  BY  PUBLIC  HEALTH  NURSE: 


9.  SOCIAL  AND/OR  HEALTH  AGENCIES  TO  WHICH  FAMILY  IS  KNOWN: 


10.  IS  PATIENT  KNOWN  TO  MEDICAL  SOCIAL  CONSULTANT  OF  STATE  BOARD  OF  HEALTH?  YES  □ NO  Q 


FROM: 

THROUGH: 


PUBLIC  HEALTH  NURSE 
NURSING  SUPERVISOR 
HEALTH  UNIT 
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FIG.  2 


DELAWARE  STATE  BOARD  OF  HEALTH 
PLAN  FOR  DISCHARGE  FROM  EMILY  P.  BISSELL  SANATORIUM 


TO: 

HEALTH  UNIT 

TO:  

PHYSICIAN 

PATIENT'S  NAME:  — — 

HOME  ADDRESS: 

DATE  OF  PROPOSED  DISCHARGE: — 

THE  PATIENT  HAS  □ HAS  NOT  □ BEEN  TOLD  OF  THE  PROPOSED  DISCHARGE: 

THE  FAMILY  HAS  □ HAS  NOT  □ BEEN  TOLD  OF  THE  PROPOSED  DISCHARGE: 

PRESENT  DIAGNOSIS  OF  THE  CASE:  

MOST  RECENT  BACTERIOLOGICAL  EXAMINATION:  

(DATE  & METHOD  OF  EXAMINATION)  (RESULTS) 


RECOMMENDATIONS: 


TREATMENT  AT  HOME: 

1.  DRUG  THERAPY:- 

2.  REST  REGIME:  

3.  WORK  PROGRAM: 


NURSING  CARE: 


VOCATIONAL  REHABILITATION: 

PATIENT  HAS  □ HAS  NOT  Q 
IF  REFERRED,  THE  TRAINING 


BEEN  REFERRED  TO  VOCATIONAL 
IS:  


REHABILITATION 


SOCIAL  SERVICE  INFORMATION: 
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DELAWARE  STATE  BOARD  OF  HEALTH 
PRE-DISCHARGE  REPORT  FOR  EMILY  P.  BISSELL  SANATORIUM 


TO: 


MEDICAL  DIRECTOR  DATE: 


RE: 


(PATIENT'S  NAME) 


CONSIDERED  FOR  DISCHARGE  ON 


(DATE) 


(ADDRESS) 


WHO  IS  BEING 


REPORT  ON  HOME  SITUATION  AND  FACILITIES  FOR  CARE  OF  PATIENT 

1.  IS  THERE  ILLNESS  AMONG  FAMILY  MEMBERS  WHICH  MAY  JEOPARDIZE  PATIENT'S  CONTINUED  RECOVERY?  EX- 
PLAIN:— 


2.  CAN  THE  FAMILY  CARRY  OUT  THE  RECOMMENDED  TREATMENT  AND  NURSING  CARE  NECESSARY  FOR  PATIENT? 
EXPLAIN: — 


3.  SUMMARY  OF  INFORMATION  REGARDING  HOME  SITUATION  AND  FACILITIES: 

A.  FAMILY  SLEEPING  ARRANGEMENTS: 

B.  NUMBER  OF  CHILDREN  AND  ADULTS  IN  THE  HOUSEHOLD: 

C.  SPECIAL  ARRANGEMENTS  NEEDED  BEFORE  THE  PATIENT  IS  DISCHARGED: 


4.  SOCIAL  AND/OR  HEALTH  AGENCIES  TO  WHICH  THE  FAMILY  IS  KNOWN  CURRENTLY: 


5.  REMARKS: 


FROM: 

THROUGH: 


PUBLIC  HEALTH  NURSE 
NURSING  SUPERVISOR 
HEALTH  UNIT 


2 dx*o]ps 
air'W'ay 
in.  2 nxinntes 


Rapid  vasodilating  action  of  Privine 
relieves  nasal  congestion  in  a minute  or 
two— elfect  lasts  for  hours. 

No  interference  with  ciliary 
activity  or  other  mucosal  function. 

Isotonic,  pH  compatible  with  nasal  fluids. 

No  epinephrine-like  excitation. 

Privine  0.05%  Solution  in  1-oz. 
bottles  with  droppers  and  in  pints. 

Privine®  hydrochloride 

(naphazoline  hydrochloride  CIBA) 


f 


ITLG'W 

9-city  stvidy 
confT.r*m.s  value 
of* 


in  ragweed  Inay  fever* 


THE  ALLERGIC  PATi  ENT ...  before  and  one-half  hour  after  receiving  pyribenzamin 


In  the  summer  and  fall  of  1953,  nine  prominent  allergists, 
representing  every  section  of  the  country  except 
the  West  Coast,  tested  Pyribenzamine  in  a total  of  832 
patients  with  ragweed  hay  fever.  The  work  of  these 
men  is  significant  because  of  its  scope  and  because  it  is 
the  most  recent  major  study  of  antihistamines. 

Certain  observations  are  particularly  ivorth  noting  . . . — 


. . . of  the  832  patients  who  were 
given  Pyribenzamine, 
oniy  84  did  not  obtain  some 
degree  of  symptomatic  relief. 

From  this  study  and  from  previous 
investigations  involving  thousands  of  allergic 
patients,  one  fact  is  clear:  Pyribenzamine 
gives  the  allergic  patient  unsurpassed 
benefit  with  antihistamine  therapy. 


Try  Pyribenzamine  — the  most  prescribed 
antihistamine  — in  hay  fever,  in  every  al- 
lergy susceptible  to  antihistamine  therapy. 

Pyribenzamine  25-mg.  tablets  (coated)  and 
50-mg.  tablets  (scored)  both  available  in 
bottles  of  100  and  1000. 


Pyribenzamine®  hydrochloride 
(tripelennamine  hydrochloride  ciba) 


CIBA 


Increases  blood  flow  to  the  extremities 
through  a direct  vasodilating  effect 
on  vessel  wall,  a sympathetic  blocking 
effect,  and  an  adrenolytic  effect— 

A valuable  aid  in  the  treatment 
of  peripheral  ischemia  and  its  sequelae— 
pain,  loss  of  function,  ulceration, 
gangrene,  and  other  trophic  manifestations— 


m.or*e 


tolOO^ . 


to  tlxe 
pex>i 
'viritli. 


BILATERAL 
ARTERIOSCLEROTIC 
ULCERATION  In  patient  age  65. 
At  start  of  Priscoline  therapy; 
ulcer,  right  leg,  1%"  x IVi"; 
ulcer,  left  leg,  Vi"  x Vi". 

With  oral  Priscoline,  25  mg.  four 
times  daily  for  one  week 
and  25  mg.  every  three  hours 
thereafter,  there  was  marked 
improvement  in  2 weeks 
and  healing  within  6 weeks. 

No  other  medication  given. 


® 


HYPERTENSIVE  ISCHEMIC 
ULCER  of  right  leg  In  patient 
age  65.  Ulceration  refractory  to 
treatment  for  9 months,  with 
patient  complaining  of  severe  pain. 
Treated  with  oral  Priscoline, 

50  mg.  four  times  daily  for  four 
days  and  50  mg.  every  four 
hours  thereafter.  Healing  began 
with  onset  of  Priscoline  therapy 
and  was  complete  in  10  weeks. 


Priscoline  hydrochloride  available  as 
25-mg.  tablets  (scored),  bottles  of  100  and 
1000;  elixir,  25  mg.  per  4 ml.,  in  pints; 
10-ml.  multiple-dose  vials,  25  mg.  per  ml. 
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POLIOMYELITIS  VACCINE  FIELD  TRIAL 
Follow  Up  Procedures 

Edward  F.  Gliwa,  M.D.,  M.P.H.,* 
Newark,  Del. 

A new  poliomyelitis  vaccine,  recently 
developed  by  Doctor  Jonas  E.  Salk,  was 
put  on  trial  in  many  communities  through- 
out the  United  States  in  cooperation  with 
local  health  departments.  Although  the 
preliminary  studies,  which  were  performed 
by  Dr.  Salk,  have  shown  great  promise, 
the  worth  of  this  vaccine  in  the  preven- 
tion of  paralytic  poliomyelitis  under  nat- 
ural conditions  of  exposure  must  be  sub- 
stantially demonstrated.  We,  in  Dela- 
ware, were  indeed  fortunate  that  New 
Castle  County  was  included  as  an  area 
where  this  new  vaccine  would  be  tested. 

Two  separate  methods  of  study  were 
suggested  to  local  health  departments. 
One  was  to  inject  every  other  child  in  the 
first,  second  and  third  grades  with  a 
placebo  injection  and  the  alternate  meth- 
od was  to  immunize  all  second  grade  chil- 
dren and  use  the  first  and  third  grade 
children  as  observed  controls.  The  Dela- 
ware State  Board  of  Health  decided  to 
sponsor  the  latter  method.  During  the 
course  of  this  program  representative 
samples  of  blood  were  collected  from  the 
study  population  at  the  beginning  and  at 
the  conclusion  of  the  immunization  pro- 
gram. This  was  done  to  determine  the 
amount  of  acquired  natural  immunity 
present,  as  well  as  to  determine  the  level 
of  antibody  response  produced  |by  the 
vaccine  which  contained  killed  virus  of 
all  three  types. 

A total  of  2,400  children  received  all 
three  injections  of  the  vaccine  in  New 
Castle  County.  It  is  only  proper  at  this 
time  for  the  writer  to  express  his  appre- 
ciation to  the  many  individuals  who  gave 
of  their  time  to  make  this  program  the 
success  that  it  was,  especially  to  the  mem- 
bers of  the  medical  profession  who  re- 
sponded so  generously. 

The  National  Foundation  for  Infantile 
Paralysis  has  established  a Vaccine  Eval- 
uation Center  at  the  University  of  Michi- 
gan, where  the  results  of  this  program 

*Deputy  State  Health  Officer,  Delaware  State  Board  of 
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will  be  analyzed.  During  the  coming  sea- 
son all  cases  of  poliomyelitis  occurring  in 
New  Castle  County  will  be  reported  to  this 
Center. 

Of  special  interest  will  be  those  cases 
of  poliomyelitis  that  occur  in  the  study 
group,  that  is,  in  children  of  the  first 
three  grades,  and  in  households  where 
there  is  a member  of  the  study  group. 
The  State  Board  of  Health,  in  coopera- 
tion with  the  Wilmington  Health  Depart- 
ment, will  carry  out  a thorough  epidemio- 
logical investigation  of  these  particular 
cases  and  forward  these  results  to  the 
Center. 

In  order  to  secure  a high  degree  of 
accuracy  in  the  clinical  data,  which  is  to 
be  forwarded  to  the  Center,  the  Center 
requested  that  the  State  Board  of  Health 
arrange  for  each  patient  in  the  study 
group,  reported  as  poliomyelitis,  be  seen 
by  a physician  specially  skilled  in  the 
clinical  aspects  of  this  disease.  This  has 
been  arranged  through  the  New  Castle 
County  Medical  Society.  To  assure  further 
accuracy  in  diagnosis  of  these  cases,  an 
initial,  as  well  as  a convalescent,  speci- 
mens of  blood  will  be  collected  from  pa- 
tients in  the  study  population  by  the 
State  Board  of  Health.  The  initial  sam- 
ple will  be  collected  as  early  as  possible 
after  onset,  and  the  convalescent  sample 
3-4  weeks  later.  In  the  event  that  a fatal 
case  of  what  is  considered  to  be  polio- 
myelitis occurs  in  any  child  of  the  study 
population,  including  the  observed  con- 
trols, every  effort  should  be  made  to  ob- 
tain post-mortem  examination  with  ade- 
quate CNS  specimens. 

In  an  effort  to  determine  the  actual 
severity  of  poliomyelitis  with  respect  to 
the  amount  of  paralysis  that  develops  in 
members  of  the  study  population,  a mus- 
cle evaluation  will  be  performed  10-20 
days  after  onset,  with  a second  examina- 
tion performed  50-70  days  after  onset. 
The  American  Physical  Therapy  Associa- 
tion is  providing  the  services  of  a trained 
physical  therapist  for  this  phase  of  the 
program. 

It  is  of  utmost  importance  that  all 
cases  of  poliomyelitis,  including  suspects. 
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be  reported  to  the  local  health  authorities 
as  early  as  possible  in  order  that  the  vari- 
ous procedures  mentioned  can  be  readily 
performed.  The  writer  earnestly  solicits 
the  cooperation  of  all  physicians  in  this 
endeavor  so  that  we  may  provide  the  Vac- 
cine Evaluation  Center  with  complete  in- 
formation on  all  cases  of  poliomyelitis 
that  occur  in  the  study  area. 

The  results  of  this  vaccine  trial  will  be 
published  sometime  in  1955.  If  it  proves 
of  value  in  preventing  paralytic  poliomye- 
litis we  can  expect  wide  application  of 
this  vaccine  when  it  becomes  commercial- 
ly available. 

HOSPITAL  CONSTRUCTION 
Delaware's  Allotment 

Donald  K.  Harmeson,  M.P.H.,* 
Dover,  Del. 

On  July  12,  1954  President  Eisenhower 
signed  H.B.  8149  which  will  now  be  desig- 
nated as  Public  Law  482,  83rd  Congress. 
This  law  amends  the  existing  Hospital 
Survey  and  Construction  Act  of  1946 
whicJi  authorized  Federal  grants  to 
states,  on  a matching  basis,  to  pay  part 
of  the  cost  of  constructing  public  and 
other  non-profit  hospitals  and  related 
health  facilities.  Such  facilities  include 
general,  mental,  tuberculosis,  and  chronic 
hospitals,  and  public  health  centers.  Dela- 
ware was  authorized  the  minimum  allot- 
ment of  $200,000  per  year  under  the  1946 
Act.  With  the  matching  funds  provided 
by  agencies  within  the  state,  additions 
have  been  made  to  the  Kent  General  Hos- 
pital, Dover;  to  the  Milford  Memorial 
Hospital,  Milford ; to  the  Delaware  State 
Hospital,  Farnhurst;  additions  are  being 
made  to  the  Bissell  Sanatorium,  Marshall- 
ton  ; and  an  entirely  new  hospital,  the 
Nanticoke  Memorial,  was  constructed  at 
Seaford. 

The  1954  amendments  to  the  Hospital 
Survey  and  Construction  Act  authorize 
appropriations  for  grants  to  the  states  for 
surveying  needs  and  for  developing  state 
construction  programs  to  meet  the  need 
for  four  classes  of  projects:  hospitals  for 
the  chronically  ill  and  impaired,  nursing 

•Director,  Division  of  Hospital  Planning,  Delaware  State  Board 
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homes,  diagnostic  centers  or  diagnostic 
and  treatment  centers,  and  rehabilitation 
facilities.  An  authorization  of  $2,000,0()0 
is  included  to  assist  the  states  in  the  sur- 
vey and  planning  phase.  Appropriations 
for  this  amount  were  also  approved  in  the 
House  on  July  22,  1954  but,  at  this 
writing  the  bill  has  not  reached  the  Sen- 
ate. Delaware’s  share  for  survey  and  plan- 
ning purposes  would  be  the  minimum 
amount  allotted,  or  $25,000.  This  money 
must  be  matched,  dollar  for  dollar,  by  the 
state.  The  purpose  of  the  survey  is  to 
develop  a program  which  supplements  the 
state  plan  now  in  operation. 

Also  added  by  the  amendments  is  an 
authorization  for  appropriations  to  assist 
in  paying  part  of  the  cost  of  construction 
of  these  facilities.  The  Act  authorized  an- 
nual appropriations  totaling  $60,000,000 
for  the  construction  and  equipping  of 
facilities  by  public  and  other  non-profit 
sponsors.  These  appropriations  are  au- 
thorized for  the  fiscal  years  1955,  1956 
and  1957,  which  coincides  with  the  pres- 
ent statutory  time  limitation  of  the  Hos- 
pital Survey  and  Construction  Act.  The 
authorization  of  $60,000,000  is  in  addition 
to  the  annual  authorization  of  $150,000,- 
000  contained  in  the  Act  of  1946.  Dela- 
ware’s share  would  be  $300,000  per  year 
if  the  total  amount  is  appropriated  by  the 
Congress.  This  would  be  allocated  as  fol- 
lows: for  chronic  disease  facilities,  $100,- 
000;  for  non-profit  nursing  homes, 
$50,000;  for  diagnostic  or  treatment 
centers,  $100,000;  and  for  rehabilitation 
facilities,  $50,000.  Of  the  $60,000,000 
authorized  only  $17,900,000  was  ap- 
proved by  the  House  on  July  22,  1954. 

The  basis  for  allotments  to  the  states 
is  a statutory  formula,  the  controlling 
factors  of  which  are  the  state’s  popula- 
tion and  per  capita  income.  As  already 
indicated  Delaware  receives  the  minimum 
allotment  in  the  present  act  and  would 
receive  the  minimum  in  the  amendment. 
These  would  total  $500,000  per  year. 

As  under  the  original  law,  project  ap- 
plications for  construction  grants  must 
be  of  high  priority,  in  accordance  with 
the  state  plan  which  must  be  developed. 
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All  applications  will  have  to  be  approved 
by  the  state  and  Federal  agencies  admin- 
istering this  proposed  program.  The 
states  will  determine  the  amount  of  Fed- 
eral participation  for  each  project.  The 
minimum  for  Federal  matching  funds  is 
33  1/3  percent.  As  presently  operating 
under  the  Delaware  State  Plan  the  rate 
of  Federal  participation  is  34.99  percent. 

Projects  receiving  funds  for  construc- 
tion will  be  subject  to  the  same  pro- 
cedures and  conditions  as  those  presently 
described.  Some  examples  are  the  appli- 
cation of  the  minimum  wage  rate  deter- 
minations under  the  Davis-Bacon  Act  for 
the  construction  of  the  project,  financial 
assurances  as  to  the  completion  and  oper- 
ation of  the  facility,  assurances  as  to 
rendering  a community  service,  and  as- 
surances as  to  nondiscrimination  on  the 
grounds  of  race,  creed,  or  color.  Omitted, 
however,  with  respect  to  all  new  classes 
except  chronic  disease  hospitals,  is  the 
existing  requirement  that  the  state  adopt, 
by  legislation,  enforceable  standards  for 
maintenance  and  operation.  Instead  there 
is  required  only  assurance  of  compliance 
with  such  standards,  if  any,  as  the  state 
may  prescribe  for  such  types  of  facilities. 


DENTAL  STATUS  OF 
DELAWARE  CHILDREN 
An  Evaluatian 

Margaret  H.  Jeffreys,  R.D.H.,  M.P.H.,* 
Dover,  Del. 

Since  1945,  when  the  first  pilot  study 
to  determine  the  effectiveness  of  arti- 
ficially fluoridated  water  in  reducing  the 
high  incidence  of  dental  caries  among 
children  got  under  way  in  Grand  Rapids, 
Michigan,  numerous  studies  of  a similar 
nature  have  been  made  on  thousands  of 
children  from  coast  to  coast.  Only  one 
such  study  is  in  progress  here  and  that  in 
the  city  of  Newark  where  sufficient  time 
has  not  elapsed  to  warrant  publication  of 
findings.  However,  the  necessity  for  ob- 
taining reliable  information  concerning 
the  dental  status  of  children  here  has 
been  under  consideration  for  sometime 

*Director,  Division  of  Oral  Hygiene, 
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and  plans  were  developed  to  conduct  a 
fact-finding  survey  in  a selected  area  of 
the  state  during  this  past  school  year. 

The  choice  of  areas  for  setting  up  this 
program  was  not  subjected  to  weighty 
consideration,  but  the  decision  was  made 
on  the  basis  of  availability  and  location 
of  staff.  This  happened  to  be  in  the  pub- 
lic schools  of  rural  New  Castle  County, 
and  the  survey  included  only  those  chil- 
dren in  the  first  six  grades  in  the  white 
schools  of  the  county. 

Two  dental  hygienists  had  previously 
been  assigned  to  this  county  and  they 
were  given  the  responsibility  for  the 
dental  inspections  which  were  made  with 
mouth  mirror  and  explorer.  To  provide 
adequate  lighting,  lamps  which  are  a part 
of  the  dental  hygienist’s  standard  equip- 
ment were  used. 

Survey  sheets  such  as  were  used  by 
the  Public  Health  Service  for  mass  test- 
ing were  used  to  record  findings  and  pro- 
vided space  for  the  name,  sex,  age  and 
grade  of  each  child.  Also,  there  was  space 
to  indicate  for  both  the  permanent  and 
deciduous  dentition,  the  number  of  de- 
cayed, filled  or  missing  teeth,  the  total 
DMF,  and  the  number  of  children  requir- 
ing dental  care. 

The  children  examined  were  between 
five  and  fifteen  although  there  were  but 
80  in  the  14  year  old  group  as  compared 
with  146  who  were  five  years  old.  This 
fact  is  mentioned  because  it  could  have 
some  bearing  on  the  total  DMF  rates  mak- 
ing them  lower  than  they  actually  are.  It 
could  also  effect  the  DEF  rate  since  chil- 
dren in  the  five  year  old  group  have  less 
tooth  decay  than  may  be  found  in  the 
older  age  groups. 

Of  the  11,209  children  whose  teeth  were 
examined,  8,529  (76.1  percent)  were 

found  to  be  in  need  of  dental  care.  Using 
the  symbols  DMF  to  indicate  the  number 
of  decayed,  missing  and  filled  permanent 
teeth  and  DF  to  indicate  the  number  of 
decayed  and  filled  deciduous  teeth,  we 
found  that  the  average  DMF  rate  for  all 
age  groups  was  3.02  and  the  DF  rate  2.01, 
making  a combined  rate  of  5.03  decayed, 
missing  and  filled  teeth  per  child.  A dif- 
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ferent  picture  is  presented,  however,  as 
the  DMF  rate  for  the  different  age  groups 
is  reviewed  separately  and  the  average 
rate  is  seen  to  increase  from  .925  at  six 
years  of  age  to  8.88  at  fourteen. 

Continued  study  of  the  compiled  data 
leads  to  the  rather  startling  conclusion 
that  more  childi-en  are  receiving  dental 
attention  than  had  been  anticipated.  Our 
figures  show  that  3,869  (34.5  percent)  of 
the  children  have  an  average  rate  of  1.09 
filled  permanent  teeth,  and  3,223  (28.6 
percent)  an  average  of  .782  filled  decid- 
uous teeth.  Only  663  (5.91  percent)  have 
bad  permanent  teeth  extracted. 

Actually,  the  foregoing  figures  are  en- 
couraging, but  leave  much  to  be  desired 
since  it  is  rather  obvious  that  all  of  the 
children  who  go  to  the  dentist  are  not  re- 
ceiving adequate  dental  care.  From  the 
point  of  view  of  persons  associated  with 
the  dental  program  or  who  are  working 
with  school  children,  this  situation  may 
be  due  to  parents  and  children  alike  not 
receiving  constant  reminders  of  the  neces- 
sity for  going  to  the  dentist  at  regular 
intervals.  The  situation  obviously  em- 
phasizes the  need  for  a more  concentrated 
educational  program. 

But  what  of  the  rest  of  the  state,  and 
can  these  figures  be  applied  to  the  child 
population  as  a whole?  Generally  speak- 
ing, there  is  probably  not  enough  differ- 
ence in  the  environmental  factors  nor- 
mally associated  with  tooth  decay  to  alter 
the  picture  one  way  or  another.  This  was 
found  to  be  more  or  less  true  in  the  early 
days  of  the  school  dental  program  when 
all  of  the  children  were  receiving  annual 
or  bi-annual  inspections.  There  are  other 
factors  to  be  considered,  however,  and  one 
has  to  do  with  proximity  to  centers  where 
dental  care  is  available.  The  fact  that  the 
distribution  of  dentists  in  the  lower  part 
of  the  state  does  not  compare  favorably 
with  that  in  the  north  may  readily  indi- 
cate that  a much  smaller  percentage  of 


children  there  are  receiving  dental  care 
than  is  the  case  in  the  group  recently  ex- 
amined. 

Assuming,  however,  that  approximately 
35  percent  of  the  children  are  receiving 
some  dental  care,  perhaps  50  percent  of 
what  is  actually  required,  the  question  of 
how  to  provide  full  dental  care  for  all  re- 
mains unanswered.  There  are  approxi- 
mately 87,000  children  in  the  age  group 
three  to  eighteen  years  inclusive.  Should 
adequate  dental  care  be  made  available  for 
30,450  (35  percent  of  this  number)  and 
full  dental  care  for  56,550  (the  remaining 
65  percent)  the  volume  of  work  to  be 
done  would  still  exceed  by  many  times  the 
ability  of  our  present  available  dentists 
to  do  the  work  even  though  nothing  were 
done  for  the  adult  population.  We  would 
also  have  to  consider  the  annual  increment 
of  approximately  one  new  carious  tooth 
per  child  or  87,000  additional  teeth  to  re- 
ceive attention. 

It  would  seem  that  a partial  answer  to 
our  problem  may  be  found  in  the  fluorida- 
tion of  public  water  supplies  and  the 
topical  application  of  fluoride.  The  fluori- 
dation of  public  water  supplies  would  pro- 
vide limited  protection  in  the  future  for 
some  two-thirds  of  the  population  and 
the  topical  application  of  fluoride  a similar 
amount  for  the  remaining  third.  However, 
the  people  in  this  state  have  been  slow  to 
take  action,  despite  the  fact  that  both  the 
Delaware  State  Medical  Society  and  the 
Delaware  State  Dental  Society  have  voiced 
their  approval  of  fluoridation. 

The  dental  health  of  our  children  can- 
not be  considered  apart  from  their  gen- 
eral health,  and  the  problems  confronting 
the  dental  profession  and  its  allied  groups 
similarly  becomes  a problem  of  the  medi- 
cal profession.  With  tooth  decay  almost  as 
wide-spread  as  the  common  cold,  the  co- 
operation of  all  individuals  is  necessary 
to  the  control  of  the  problem  here  in  Dela- 
ware. 
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ACCIDENTS— CHILDHOOD'S  GREATEST 
HEALTH  HAZARD 

Jack  Sabloff,  M.D.,* 

AND 

C.  A.  Marshall,  B S.,** 

Dover,  Del. 

Accidents  are  now  the  leading  cause 
of  death  from  ages  1-24  years,  second  only 
to  heart  disease  in  the  age  group  of  25-44 
years,  and  fifth  in  the  age  group  45-64 
years.  And  it  has  been  estimated  that  for 
every  fatal  accident  there  are  probably 
100  others  serious  enough  to  disable  a 
person. 

Dr.  George  M.  Wheatley,  third  Vice- 
President  of  the  Metropolitan  Life  Insur- 
ance Company  and  Chairman  of  the  Ac- 
cident Prevention  Committee  of  the  Amer- 
ican Academy  of  Pediatrics,  has  stated 
“The  treatment  of  accidental  trauma  is 
an  important  part  of  the  average  general 
practitioner’s  daily  practice.  In  spite  of 
their  familiarity  with  accidents,  however, 
physicians  generally  have  not  thought  of 
accident  prevention  as  a part  of  preventive 
medicine.  They  have  had  a tendency  to 
consider  their  responsibility  ended  once 
the  injury  was  treated  and  the  essential 
facts  were  obtained  for  insurance  or  other 
reports.  Now  that  accidents  are  emerging 
as  one  of  the  most  important  causes  of 
death  and  disability,  physicians  should  de- 
termine their  responsibility  and  be  aware 
of  their  opportunities  for  prevention  of 
accidents  as  well  as  treatment  of  accident 
victims.  There  are  two  age  groups  which 
the  physician  can  best  reach  with  accident 
prevention  efforts  and  which  are  compar- 
atively inaccessible  to  organized  safety 
programs.  These  are  the  very  old  and  the 
very  young.” 

Let’s  take  a look  at  the  second  group — 
the  very  young.  The  prominence  of  acci- 
dent mortality  results,  in  part  at  least, 
from  the  great  progress  made  in  prevent- 
ing the  diseases  of  childhood.  Immuniza- 
tion and  better  nutritional  practice  have 
played  major  preventive  roles.  There  is 
a growing  belief  that  as  public  health  con- 
tinues to  improve,  medical  practice  will  be 
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oriented  more  and  more  to  prevention 
rather  than  to  treatment. 

The  change  in  the  relative  status  of  ac- 
cidents as  a cause  of  death  is  well  illus- 
trated by  the  national  statistics  on  leading 
causes  of  death  in  the  1-4  age  group.  In 
the  year  1930-31  accidents  ranked  third. 
Pneumonia  and  influenza  were  the  leading 
cause,  while  communicable  diseases  rank- 
ed second.  These  caused  2.3  and  1.4  times, 
respectively,  the  number  of  deaths  as  did 
accidents.  Twenty  years  later,  in  1949-50 
accidents  were  the  leading  cause  of  death 
and  accounted  for  1.8  times  as  many 
deaths  as  did  pneumonia  and  influenza, 
the  second  leading  cause.  Cancer  now 
ranked  as  third.  Deaths  from  the  com- 
municable diseases  no  longer  appeared 
among  the  leading  causes. 

In  1952,  nationwide,  there  were  14,900 
accidental  deaths  in  children  up  to  14 
years  of  age.  Delaware  contributed  21  of 
these.  In  Delaware,  during  the  four-year 
period  1950  through  1953,  there  were  118 
accidental  deaths  in  this  age  group,  of 
which  42  occurred  in  1953,  an  average  of 
29.5  deaths  per  year. 

Nationally,  the  highest  accident  rate 
is  found  in  the  preschool  age  group  of  1-4 
years,  a period  during  which  children 
spend  most  of  their  time  in  the  home  en- 
vironment, supposedly  under  care  and  su- 
pervision. Motor  vehicles  are  the  greatest 
single  cause.  A large  percentage  of  these 
accidents  occur  in  streets  near  the  child’s 
home,  in  parents’  or  neighbors’  driveways. 
Burns  and  conflagrations  combined  rank 
second  to  motor  vehicles.  Drowning  is  a 
frequent  cause  among  children  and  many 
of  these  fatalities  occur  in  ponds  or  pools 
near  the  children’s  homes.  Poisoning  ac- 
counts for  about  5 percent  of  all  fatal  ac- 
cidents in  young  children.  Fatalities  due 
to  choking  are  by  no  means  rare. 

A survey  to  secure  more  information 
on  certain  types  of  accidents  in  pediatric 
practice  was  made  among  the  3,000  mem- 
bers of  the  American  Academy  of  Pedia- 
trics. The  inquiry  was  limited  to  burns, 
strangulation  and  suffocation,  and  poison- 
ing due  to  toxic  paint.  Half  of  the  case 
reports  received  were  due  to  poisoning; 
30  percent  were  cases  of  burns. 
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]\Iore  than  600  deaths  due  to  accidental 
poisoning-  in  children  are  recorded  an- 
nually in  this  country.  The  mortality  re- 
veals only  a fraction  of  the  problem,  since 
for  every  child  death  there  are  more  than 
100  cases  serious  enough  to  be  brought  to 
a hospital.  The  great  bulk  of  these  deaths 
is  concentrated  between  the  ages  of  1 and 
3 — that  stage  of  a child’s  development 
when  he  is  ambulating  about,  is  curious 
and  will  put  practically  everything  in  his 
mouth.  The  toxic  substances  causing  pois- 
oning include  kerosene,  chloral,  iodine, 
alcohol,  liniment,  shoe  polish,  caustic 
washing  fluids,  insecticides,  barbiturates, 
salicylates  (oil  of  wintergreen,  aspirin), 
crayons  containing  poisonous  aniline  deriv- 
atives, and  lead. 

The  cause  of  childhood  lead  poisoning 
has  been  found  in  nearly  all  cases  to  be 
due  to  the  child  consuming  lead  paint.  In 
Baltimore  cases  were  found  to  occur  chief- 
ly in  blighted  areas  of  the  city  where  the 
houses  are  old,  have  many  coats  of  paint, 
and  where  the  paint  is  cracking  and  peel- 
ing which  makes  it  easier  for  the  child 
with  pica  to  put  paint  chips  in  his  mouth. 
Because  of  its  insidious  onset  lead  poison- 
ing can  be  overlooked  or  misdiagnosed. 

Sixty  percent  of  the  burn  cases  report- 
ed in  the  Academy  of  Pediatrics  Survey 
were  associated  with  flammable  clothing. 
Dr.  Moyer,  a St.  Louis  surgeon,  pointed 
out  that  40  percent  of  his  severe  burn  cases 
were  in  children  under  11  years  of  age 
whose  clothing  had  caught  fire. 

The  statistics  on  overall  and  accident 
mortality  in  the  younger  age  groups  in 
Delaware  follow  along  with  the  national 
trend  (see  tables).  Whereas  accidents 
were  the  fourth  leading  cause  of  death  in 
the  1-4  year  age  group  and  the  second  lead- 
ing cause  in  the  5-9  year  age  group  in 
1930-34,  they  are  the  leading  single  cause 
in  both  age  groups  in  1949-53.  There  -were 
more  accidental  deaths  in  the  1-4  age  group 
than  in  the  5-9  year  age  group  during  the 
10-year  period  1944-53.  Motor  vehicles, 
conflagrations,  and  drownings  are  the 
leading  causes  of  accidental  deaths  in  the 
1-9  age  group.  Suffocation  is  listed  as  a 
leading  cause  of  death  in  the  under  1 age 
group.  Accidental  deaths  from  poisoning 


occur  primarily  in  the  1-4  year  old  age 
group.  The  mortality  rates  per  1000  spe- 
cific age  population,  however,  have  im- 
proved. National  rates  have  also  de- 
creased. 

What  can  individual  physicians  do 
about  the  prevention  of  accidental  trauma? 
Some  might  say  that,  practically,  there  is 
little  the  physician  can  do  to  protect  his 
patients  from  accidents.  However,  the 
Committee  on  Accident  Prevention  of  the 
American  Academy  of  Pediatrics  believes 
otherwise.  It  points  out  that  the  heart  of 
accident  prevention  is  education.  The  Com- 
mittee believes  the  physician,  as  family 
counselor  in  child  rearing,  has  the  oppor- 
tunity and  the  responsibility  to  include 
accident  prevention  advice  in  the  health 
supervision  program  for  the  child.  This 
advice  has  been  likened  to  a new  vaccine 
to  be  offered,  but  it  is  an  immunization  to 
be  given  to  the  parents  rather  than  the 
children. 

The  Committee  on  Accident  Prevention 
further  pointed  out  that  the  safety  immu- 
nization must  fit  the  needs  of  the  individ- 
ual child  and  his  environment.  The  needs 
can  be  seen  most  clearly  by  the  physician 
who  understands  the  home  situation  and 
is  familiar  with  the  child’s  growth  and  de- 
velopment. The  vaccine  is  intended  to  in- 
crease parents’  knowledge,  understanding 
and  confidence  in  child  management  and 
care.  Its  administration  should  be  timed 
to  help  parents  anticipate  risks  for  which 
reasonable  precautions  can  be  taken  at 
various  stages  of  development.  Accident 
prevention  education  handled  in  this  way 
becomes  a natural  part  of  the  child-rearing 
program  and  is  not  likely  to  produce  atti- 
tudes of  anxiety,  fear  and  overprotection. 
The  dose  and  the  technique  of  safety  edu- 
cation is  a matter  of  professional  judg- 
ment. The  child’s  personality,  his  muscu- 
lar coordination,  his  physical  environ- 
ment and  the  parents’  emotional  attitude 
toward  the  child  or  the  doctor  are  factors 
that  determine  what,  when  and  how  much 
should  be  given.  This  new  approach,  based 
on  an  understanding  of  child  behavior  and 
growth,  is  the  Committee’s  unique  contri- 
bution to  child  accident  prevention.  It 
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has  been  described  for  physicians  in  a 
brochure  entitled  “Are  You  Using  the 
New  Safety  Vaccine?” 

There  are  many  suggestions  by  author- 
ities in  this  field  to  help  the  physician. 
The  Children’s  Hospital  of  Boston  has  pub- 
lished a useful  booklet  on  the  prevention 
and  first  aid  handling  of  pediatric  emer- 
gencies. The  Cincinnati  Children’s  Hos- 
pital also  recently  published  an  excellent 
pamphlet  on  this  subject.  Check  lists  on 
home  and  child  safety  may  be  obtained 
from  some  insurance  companies  or  from 
the  Safety  Council.  Such  a list,  presented 
to  the  mother,  taken  home,  filled  out  care- 
fully and  at  a subsequent  visit  discussed 
with  her,  will  do  much  to  impress  the 
whole  family  with  the  importance  of  the 
subject. 

When  the  physician  makes  a home 
visit  there  is  opportunity  for  education 
too.  Finding  and  advising  corrective  meas- 
ures for  such  accident  breeders  as  a care- 
lessly placed  roller  skate,  a medicine  cabi- 
net easily  accessible  to  little  hands,  or  an 
unguarded  stair  -or  window  may  be  as 
significant  a contribution  to  preventive 
medicine  as  recommending  the  removal 
of  a pair  of  diseased  tonsils.  Such  “en- 
vironmental inspection”  is  an  effective 
way  to  educate.  Most  people  must  have 
their  attention  directed  to  hazards  before 
they  recognize  them. 

Dr.  Harry  F.  Dietrich  of  the  Children’s 
Hospital  in  Los  Angeles,  California,  sums 
up  the  pediatrician’s  role  in  accident  pre- 
vention as  follows: 

1.  He  must  gain  an  enlightened  aware- 
ness of  the  problem. 

2.  He  must  attempt  to  immunize  his 
patients  against  serious  accidents  by  pro- 
viding parents  with  the  theory  of  accident 
prevention  and  sufficient  advice  and  en- 
couragement to  apply  it. 

3.  He  must  alert  the  entire  medical  pro- 
fession to  the  gravity  and  needs  of  the 
problem. 

4.  He  must  enlist  the  aid  of  all  avail- 
able organizations  in  a continuous  commu- 
nity and  national  child  accident  preven- 
tion campaign. 
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TABLE  1 
of  All  Mortality 
1944  - 1953 
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Total 

|71|45i40|32|37|28  38  31;37|37|| 

396 

Accidents 

|12|11|14|12|11| 
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TABLE  2 
of  All  Mortality 

1944  — 1953 

5-9 

years 

Year 

1944  45  46  47  48  49  50  51  52  53 

1944-53 

Total 
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Accidents 
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6| 
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of 

TABLE  3 

Accidental  Mortality  — 
1944  — 1953 

- (under 

1) 

Year 

1944  45  46  47  48  49  50  51  52  53 

1944-53 

Total 

1 7|  8|  5|  8| 

3| 

6| 

51 

3| 
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57 

Suffocation 
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TABLE  4 

Cause  of  Accidental  Mortality  1-4  years 
1944  — 1953 


Year  1944  45  46  47  48  49  50  51  52  53  1944-53 
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14|12|11| 

7|13| 

9| 

8|13|| 

110 

Motor  vehicle 

2| 

6| 

5|  3| 

4| 

1| 

3|  3| 

4|  4|| 

35 

Conflagration 

4| 

4| 
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TABLE  5 

Causes  of  Accidental  Mortality  (5-9) 
1944  — 1953 


Year 

1944  45 

46  47  48  49  50  51  52  53 

1944-53 

Total 
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8| 
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TABLE  6 

Causes  of  All  Mortality  1 - 4 years 


per  cent 
of  total 


Year 

1930- 

1934 

per  cent 
of  total 

1944- 

1948 

per  cent 
of  total 

1949- 

1952 

per  cent 
of  total 

1944- 

1953 

1944- 

1953 

total  fatalities 

! 473 

100.0  1 

225 

100.0 

171  1 

100.0  1 

396 

100.0 

All  Accidents 

1 50 

10.6 

60 

26.7 

50 

29.2 

no 

11 

27.8 

Infection  & Parasitic  Diseases 

142 

30.0 

42 

18.7 

34  ! 

19.9 

76 

19.2 

Pneumonia 

1 122 

25.8  i 

31 

13.8  1 

20 

11.7 

51 

11 

12.9 

Digestive 

1 82 

1 17.4  ; 

23 

10.2  1 

9 1 

5.3  1 

32 

II 

8.1 

Cancer 

1 2 

i -4 

10 

4.4 

16  1 

9.4  ! 

26 

1 

6.6 

Congenital  Malformations 

1 3 

1 -6 

7 

3.1 

13  1 

7.6 

20 

II 

5.0 

Other 

1 72 

15.2 

52 

23.1  1 

29 

16.9 

81 

II 

20.4 

TABLE  7 

Causes  of  All  Mortality  5 - 9 years 


Year 

1930- 

1934 

Percent  of  1944- 
Total  1948 

1949- 

1953 

1944- 

1953 

TOTAL  FATALITIES 

1 204 

1 100% 

104 

100% 

1 89 

100% 

1 193 

100% 

All  Accidents 

1 52 

25.5 

51 

49.0 

35 

39.3 

1 86 

1 

44.6 

Infections  & Parasitic  Diseases 

1 54 

1 26.5 

17 

16.3 

: 9 

10.1 

i 26 

1 

13.5 

Cancer 

1 0 

•0  i 

6 

5.8 

1 16 

18.0 

22 

1 

11.4 

Pneumonia 

1 13 

1 8.8 

5 

4.8 

i 7 

7.9 

12 

1 

6.2 

Digestive 

1 20 

9.8  1 

7 

6.7 

5 

5.6 

12 

1 

6.2 

Congenital  Malformations 

1 2 

1.0  1 

1 

1.0 

1 1 1 

1.1 

2 

1 

1.0 

Other 

1 58 

28.4 

17 

16.4 

1 16 

18.0 

1 33 

1 

17.1 

TABLE  8 

Causes  of  All  Mortality  1-9  years 


Year 

1930- 
1 1934 

per  cent 
of  total 

1944- 

1948 

per  cent 
of  total 

1949- 

1953 

per  cent 
of  total 

1944- 

1953 

per  cent 
of  total 

TOTAL  FATALTIES 

1 677 

100.0 

I 329 

! 100.0  ! 

260 

100.0 

1 589 

100.0 

All  Accidents 

T 102 

15.1 

111 

33.8 

85 

1 32.7 

1 196 

1 33.3 

Infections  and  Parasitic  Diseases 

196 

28.9 

59 

17.9 

43 

1 16.5 

102 

17.3 

Pneumonia 

1 140 

1 20.7 

36 

10.9 

27 

! 10.4 

63 

1 10.7 

Cancer 

1 2 

3 

1 16 

1 4.9 

32 

12.3 

1 48 

8.1 

Digestive 

1 102 

15.1 

30 

9.1  1 

14 

1 5.4 

44 

1 7.5 

Congenital  Malformations 

1 5 

•7 

8 

2.4 

14 

1 5.4 

22 

1 3.7 

Other 

1 130 

19.2 

69 

21.0 

45 

1 17.3 

114 

19.4 

TABLE  9 

SPECIFIC  MORTALITY  RATES  PER 
1000  POPULATION 


|Age  1 1 

IGroup  1 1930-1934 

1944-1948 

1949-1953 

|Years  | 

1 

1 1-4  1 

6.40  1 

2.03 

1.21 

All  Mortality 

1 5-9  1 

1.87  1 

.86 

.64 

1 1-9  1 

3.70 

1.42 

.93 

~ 

1 1-4  1 

.67  1 

.54 

.35 

Accidental  Mortality 

1 59  1 

.48 

.42 

.25 

1 1-9  ■ 

55 

.48 

.30 
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INVESTIGATION 

The  Ounce  of  Precaution  Which  Is  Worth 
A Pound  of  Cure 

A.  Joel  Kaplovsky,  Ph.D.J'^ 

Dover,  Del. 

During  the  past  few  years  the  state  of 
Delaware  has  been  experiencing  a marked 
increase  in  both  population  and  industrial 
development.  This  increase  may  be  partly 
attributed  to  improved  transportation 
facilities,  such  as  the  Delaware  Memorial 
Bridge,  expanded  highways,  and  indirect- 
ly to  the  close  proximity  of  the  Bay  Bridge. 
These  improved  transportation  arteries 
have  placed  the  large  centers  of  popula- 
tion and  their  markets  materially  closer 
to  the  state  of  Delaware.  During  the  past 
four  years  our  state  has  experienced  an 
11  percent  increase  in  its  population  in 
conjunction  with  a noted  increase  in  in- 
dustry. This  expansion  has  provided  many 
advantages  for  our  state  but  also  many 
additional  problems.  These  problems  must 
be  handled  with  good  judgment  so  that 
expansion  would  not  be  limited  to  a mere 
fraction  of  the  State’s  potential,  and  above 
all,  so  that  the  best  water  usages  and  nat- 
ural resources  would  not  be  impaired. 

Water  is  our  most  valuable  natural  re- 
source. Its  multiple  usages  must  be  un- 
derstood and  protected  to  derive  the  most 
benefit  for  all.  It  is  imperative  that  we 
protect  our  domestic  and  industrial  sur- 
face and  ground  water  supplies.  We  have 
approximately  35  public  water  supplies 
serving  more  than  60  percent  of  the  state’s 
population.  Industrial  water  supply  from 
our  streams  reaches  millions  of  gallons 
daily.  Other  important  needs  are  for  rec- 
reation, protection  of  real  estate,  naviga- 
tion, shellfish,  agriculture,  fish  and  wild- 
life. Also,  domestic  and  industrial  waste 
discharges  must  be  assimilated  by  the 
streams  without  ill  effect  so  as  not  to  be 
detrimental  to  the  existing  best  water 
usage.  These  various  aspects  are  all  vital 
to  our  state’s  progress  and  development. 
Each  need  must  be  given  its  proper  eval- 
uation in  a specific  drainage  basin  area. 

Uncontrolled  discharge  of  either  do- 
mestic or  industrial  waste  will  destroy 

*Supervising  Engineer,  Water  Pollution  Commission,  State  of 
Delaware. 


the  best  interests  of  the  people  of  the  state 
of  Delaware.  Oftentimes  such  discharges 
will  not  only  destroy  existing  water  usages 
but  also  will  materially  hamper  any  fu- 
ture development  of  our  communities  or 
industries.  Uncontrolled  discharge  up- 
stream can  readily  destroy  the  waters  for 
both  domestic  and  industrial  supply  down- 
stream. It  cannot  be  emphasized  too 
strongly  that  before  any  projected  ex- 
pansion or  development  is  instituted,  care- 
ful evaluation  of  the  existing  conditions 
and  the  ability  of  a stream  to  assimilate 
the  waste  discharges  must  be  given  full 
consideration.  This  can  be  accomplished 
only  by  proper  investigation.  All  antici- 
pated expansion  must  be  dependent  upon 
the  ability,  based  upon  investigation,  of 
a localized  area  to  absorb  this  expansion 
without  excessive  burden.  This  approach 
will  provide  the  soundest  means  for  fu- 
ture development. 

Community  expansion  or  suburban  de- 
velopment, when  providing  private  water 
supplies  and  waste  disposal  systems,  must 
continually  guard  against  overtaxing 
ground  water  facilities  and  or  the  ability 
of  soil  to  assimilate  waste.  A most  har- 
rowing experience  to  the  individual  home- 
owner  is  to  have  his  waste  disposal  unit 
become  non-operative. 

Industry  has  become  increasingly 
aware  during  the  past  decade  that  water 
and  waste  treatment  are  synonymous  with 
power,  transportation,  markets  and  labor 
in  determining  the  most  desirable  loca- 
tion for  new  and  expanding  facilities. 

Without  proper  water  supply  and 
waste  treatment,  expansion  will  not  only 
be  limited  but  may  also  become  self-de- 
structive. 


LABORATORY  EXAMINATION  FOR 
TUBERCULOSIS 

R.  D.  Herdman,  B.S.,* 

Dover,  Del. 

Pulmonary  disease  can  be  detected 
clinically  and  radiographically,  but  the 
demonstration  of  tubercle  bacilli  in  spu- 
tum and  other  body  fluids  of  a patient  is 
the  surest  method  of  diagnosing  tubercu- 
losis. As  other  diagnostic  methods  find 
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increasing'  employment,  a greater  need 
arises  for  the  demonstration  of  the  causa- 
tive organism.  The  finding  of  the  tubercle 
bacilli  admits  no  further  uncertainty  in 
the  diagnosis. 

With  the  advent  of  mass  radiography 
many  patients  have  been  classified  as 
tuberculosis  suspects.  The  physician  is 
confronted  with  the  problem  of  deciding- 
first  : does  the  lesion  in  the  lung  represent 
tuberculosis,  and  second,  if  this  is  tuber- 
culosis, is  it  “active”  or  “inactive”?  His 
decision  determines  whether  or  not  the 
patient  should  be  sent  to  a tuberculosis 
sanatorium.  Unless  repeated  x-rays  show 
definite  changes,  it  is  almost  impossible 
to  answer  either  one  of  the  above  ques- 
tions without  bacteriological  studies. 

Modern  laboratory  methods  of  search- 
ing for  Mycobacterium  tuberculosis  are 
of  three  types : microscopic,  cultural,  and 
animal  inoculation.  It  cannot  be  empha- 
sized too  strongly  that  failure  to  demon- 
strate the  presence  of  M.  tuberculosis,  by 
any  method,  in  a single  specimen  is  of 
little  significance.  Repeat  specimens  are 
important  in  such  instances. 

The  microscopic  examination,  while  it 
can  be  performed  in  a short  time,  may  not 
reveal  the  small  number  of  acid-fast  bac- 
teria demonstrable  by  other  methods  and 
does  not  differentiate  between  virulent 
tubercle  bacilli  and  non-pathogenic  acid- 
fast  bacteria. 

The  cultural  examination  usually  re- 
quires a minimum  time  of  three  weeks  to 
show  the  presence  of  M.  tuberculosis,  and 
as  long  as  eight  weeks  to  demonstrate  its 
absence  in  routine  work  with  the  present 
available  media.  It  affords  positive  proof 
of  the  presence  of  M.  tuberculosis  if  a 
typical  culture  is  isolated.  It  also  shows 
the  presence  of  M.  tuberculosis  in  man./ 
specimens  in  which  no  acid-fast  organ- 
isms were  found  microscopically.  With 
suitable  culture  media,  differentiation  be- 
tween human,  bovine  and  avian  types  of 
tubercle  bacilli  is  possible.  Differences  be- 
tween colonies  of  tubercle  bacilli  and  those 
of  non-pathogenic  acid-fast  organisms  are 
ordinarily  sufficiently  clear  not  to  require 
any  confirmation  test  for  pathogenicity. 

The  animal  inoculation  examination 


usually  requires  at  least  six  weeks,  but  has 
the  definite  advantage  of  proving  the  pres- 
ence of  M.  tuberculosis  in  a specimen  of 
cultures  with  slightly  atypical  character- 
istics. Inoculation  of  appropriate  animals 
is  the  method  of  choice  to  finally  differen- 
tiate among  human,  bovine  and  avian 
types  of  tubercle  bacilli. 

Since  the  State-Wide  X-Ray  Survey, 
which  took  place  in  September,  October 
and  November  of  last  year,  the  number  of 
examinations  of  sputum  and  other  body 
fluids  for  tuberculosis  has  increased  over 
100  percent.  Each  specimen  of  sputum 
is  examined  by  microscopical  direct  and 
concentrated  smears  and  by  culture.  The 
stomach  lavages  are  examined  only  by 
culture  as  quite  frequently  non-patho- 
genic acid-fast  organisms  are  found  mic- 
roscopically. Other  body  fluids  are  exam- 
ined by  smear  and  culture,  and,  if  any 
culture  shows  atypical  organisms,  animal 
inoculation  is  done. 

During  the  fiscal  year  from  July  1, 
1953  to  June  30,  1954,  2213  specimens 
were  examined  for  tuberculosis  by  micro- 
scopic and  culture  methods.  Of  these, 
125  specimens  proved  positive  by  both 
microscopic  and  cultural  examinations ; 
99  were  positive  by  culture  and  negative 
by  microscopic  examination ; 66  showed 
the  presence  of  acid-fast  organisms  mic- 
roscopically and  were  negative  by  culture. 
Some  cultures  were  examined  by  animal 
inoculation  especially  to  determine  viru- 
lence. 


SPECIAL  DIETS  CAN  FIT  FOOD  HABITS 

Ruth  Brennan,  M.S.,* 

Dover,  Del. 

Special  diets  are  prescribed  as  a part 
of  the  medical  treatment  for  a patient. 
However,  to  the  patient  the  diet  means 
a change  of  his  food,  and  this  is  probably 
very  important  to  him.  Foods  mean  differ- 
ent things  to  different  people.  When  a 
physician  writes  a diet  prescription  for  a 
certain  number  of  calories,  he  probably 
thinks  of  it  in  terms  of  controlling  weight 
or  a diabetic  condition.  When  the  patient 
sees  the  diet  he  may  think  of  it  in  terms 
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of  restricting  foods  that  have  a real  mean- 
ing for  him. 

Foods  have  symbolic  meanings.^  For 
example,  sweets  have  long  been  used  as 
“reward”  foods  for  being  “good.”  That 
may  account  for  the  lollipops  that  are 
sometimes  found  in  the  pediatrician’s  bag. 
The  obese  woman  may  express  the  idea 
when  she  states  that  she  has  been  “good” 
to  stay  on  her  diet  for  several  days  so  she 
will  “reward”  herself  with  chocolate  cake 
a la  mode  today.  That  cake  may  satisfy 
a real  need  for  her. 

This  article  is  not  an  attempt  to  tell 
how  to  treat  the  emotional  problems  con- 
cerned with  diets.  However,  when  some 
of  the  emotional  problems  are  recognized, 
it  may  be  necessary  to  adjust  diets  to  pre- 
vent some  of  the  conflict.  In  one  study 
with  obese  children-  it  seemed  worthwhile 
to  calculate  a “treat”  in  the  prescribed 
diet.  The  “treat”  might  be  a soft  drink 
or  party  food  to  have  with  the  “gang”, 
thus  helping  the  child  remain  a part  of 
his  group. 

A printed  diet  sheet  that  is  very  rigid 
and  limited  in  the  foods  allowed  is  likely 
to  be  disregarded  if  the  patient  must  use  it 
for  any  period  of  time.  When  diets  allow 
a wider  choice  of  foods,  and  can  be  individ- 
ualized according  to  the  patient’s  food 
habits  and  food  prejudices  there  is  a better 
chance  of  success  and  satisfaction  with  the 
diet. 

I remember  the  little  old  lady  in  an 
out-patient  clinic  who  had  been  given  rigid 
menu  plans  and  told  that  she  must  follow 
them  to  control  her  diabetes.  On  a return 
visit  she  was  accused  of  not  following  the 
diet.  An  understanding  attitude  and  a 
little  questioning  revealed  that  she  was 
not  taking  the  specified  amount  of  milk 
because  she  did  not  like  milk.  She  liked 
buttermilk,  but  it  was  not  on  her  diet  list. 
She  would  like  bacon,  too,  but  that  was  not 
on  the  list.  She  had  been  told  to  eat  noth- 
ing that  was  not  on  the  list.  Fortunately, 
it  was  a simple  matter  to  make  this  pa- 
tient happy  with  her  diet.  The  bacon 
could  make  up  the  allowance  of  fat  for 
the  difference  between  the  whole  milk  and 


buttermilk.  The  diet  remained  at  the  pre- 
scribed amount  of  carbohydrate,  protein, 
and  fat.  The  important  point  for  the  pa- 
tient was  that  the  diet  was  individualized 
to  meet  her  needs. 

There  is  an  increasing  interest  in  the 
use  of  the  exchange  lists'^  for  diabetic  diets 
prepared  by  committees  from  the  Ameri- 
can Diabetes  Association  and  the  Ameri- 
can Dietetic  Association  in  cooperation 
with  the  U.  S.  Public  Health  Service.* 
The  exchange  lists  have  also  been  found 
satisfactory  to  use  in  planning  low  calorie 
diets  for  weight  control.  These  lists  allow 
for  a variety  in  diet  that  can  be  adapted 
to  the  individual’s  food  habits,  to  his  likes 
and  dislikes,  and  to  seasonal  foods.  The 
foods  in  each  exchange  list  have  similar 
food  value,  and  a well  balanced  diet  can 
be  chosen  from  the  lists.  Patients  can 
learn  about  food  values,  too,  which  is  im- 
portant when  they  need  to  develop  some 
new  food  habits. 

Many  of  our  food  habits  are  influenced 
by  the  food  habits  of  our  families.  Also, 
we  are  aware  of  the  traditional  foods  of 
certain  sections  of  our  country  when  we 
hear  such  terms  as  “New  England  boiled 
dinner”  and  “Eastern  Shore  cooking.” 
Our  food  preferences  that  are  developed 
from  our  familial  and  cultural  backgrounds 
are  not  easily  changed  even  by  a special 
diet  recommendation.  Then  the  special 
diet  needs  to  be  made  with  consideration 
for  food  habits  if  the  patient  is  expected 
to  follow  it  for  a long  period  of  time.  This 
may  mean  occasionally  including  chicken 
and  dumplings  in  the  diet  for  someone  in 
Sussex  County,  or  spaghetti  for  an  Italian 
patient  in  Wilmington.  Of  course,  some 
diets,  such  as  for  ulcer,  cannot  include 
something  like  spaghetti.  However,  such 
a food  can  be  included  in  many  special 
diets  if  some  time  is  taken  to  individualize 
the  diet.  The  time  spent  can  be  worthwhile 
in  terms  of  having  success  or  failure  with 
a diet  that  a patient  must  follow  for  a 
long  period  of  time. 

The  protein  and  carbohydrates,  the 
minerals  and  vitamins  in  a diet  help  to 

’Booklets  with  the  exchange  lists  and  suggested  meal  plans 
are  available  to  physicians  on  request  from  the  Nutrition 
Service.  Delaware  State  Board  of  Health,  Dover. 
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meet  the  physiological  needs  of  the  patient. 
When  these  nutrients  are  interpi-eted  in 
terms  of  familiar  foods,  the  diet  need  not 
conflict  completely  with  established  food 
habits  that  are  important  to  all  of  us. 
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HEALTH  EDUCATION  AS  PART  OF 
PUBLIC  HEALTH  PRACTICE 

Dorothy  A.  Stocker,  M.P.H.," 
Dover,  Del. 

The  World  Health  Organization  in  its 
constitution  defines  health  as  “a  state  of 
complete  physical,  mental,  and  social  well- 
being and  not  merely  the  absence  of 
disease  or  infirmity.”  This  emphasis  on 
positive  health  presents  a challenge  to 
health  education ; how  can  we  translate 
this  definition  into  action? 

Health  education  has  been  defined  as 
the  “sum  of  all  experiences  which  favor- 
ably influence  habits,  attitudes  and  knowl- 
edge relating  to  individual,  community  and 
racial  health'.”  The  Public  Health  Edu- 
cation program  of  the  Delaware  State 
Board  of  Health  is  designed  to  help  peo- 
ple define  their  health  problems  and  health 
needs  in  such  manner  as  to  promote  the 
maximum  health  level  for  all.  Our  long 
range  program  of  health  education  is 
basically  developed  to  “help  people  to  help 
themselves.”  Therefore,  our  methods,  of 
necessity,  are  formed  as  the  result  of  co- 
operative on-the-spot  planning  with  indi- 
viduals and  organizations. 

Emphasis  in  health  education,  today, 
is  on  the  learner.  We  are  not  too  con- 
cerned with  how  many  pamphlets  have 
been  distributed  or  how  many  movies  have 
been  shown.  We  are  concerned  with  how 
much  learning  has  taken  place  and  how 
much  constructive  action  has  followed. 
We  would  like  to  reach  many  people  but 
we  are  more  concerned  with  how  many 
of  these  people  learn.  Therefore,  our  chief 
interest  is  in  the  factors  that  influence 
learning — the  behavior  and  attitudes  of 

"Director,  Division  of  Public  Health  Education,  Delaware 
State  Board  of  Health. 


the  person  and  the  motivations  which 
bring  about  a desirable  change. 

The  focus  of  health  education  programs 
will  vary.  However,  whether  the  focus  is 
the  individual,  a group,  or  the  total  com- 
munity, the  individual  should  become  in- 
volved in  the  program  from  its  beginning. 
A sound  health  education  program  is  bas- 
ed on  the  interests  of  the  people  — the 
health  problems  as  they  recognize  them. 
Doing  things  for  people  is  often  easy  but 
the  benefits  may  be  short  lived.  A pro- 
gram which  springs  from  the  ‘‘grass  roots” 
will  not  be  set  lightly  aside  by  those  who 
have  taken  an  active  part  in  its  inception. 

Community  organization  for  health  ed- 
ucation provides  opportunity  for  commun- 
ity planning  and  the  development  of  lead- 
ership. It  is  a creative  process.  The  pat- 
tern of  organization  is  variable  depending 
upon  such  factors  as  the  health  problems, 
resoiu’ces,  and  the  interests  of  the  people 
involved.  It  involves  the  coming  together 
of  lay  citizens  and  professionals  to  share  a 
responsibility  for  study,  planning  and  ac- 
tion. Success  will  depend  upon  the  ability 
of  people  to  arrive  at  a group  solution  and 
follow  this  with  constructive  action.  As 
a result  of  this  democratic  process,  many 
will  voluntarily  change  their  behavior  be- 
cause they  have  had  a part  in  planning  the 
change. 

Health  education  uses  both  the  written 
word — educational  pamphlets,  mail,  post- 
ers, newspapers,  magazine  articles,  and 
so  forth — and  the  spoken  word — speeches 
before  groups,  group  discussion  and  radio. 
It  constructs  exhibits  which  provide  eye 
appeal,  health  information  and,  sometimes, 
observer  participation.  Workshops,  lec- 
ture courses,  forums  and  health  institutes 
provide  opportunities  for  health  education. 
Television  may  provide  even  greater  op- 
portunities. Using  all  types  of  media, 
health  education  attempts  to  stimulate  in- 
terest in  good  health  by  providing  an  edu- 
cational experience  which  will  tie  in  with 
the  interest  and  experience  of  the  individ- 
ual, thex’eby  helping  him  to  achieve  his 
goal. 

Opportunities  for  health  education  are 
unlimited.  The  home,  the  school,  the  fac- 
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tory,  the  physician’s  office,  the  hospital 
and  the  clinic  are  only  a few  of  the  places 
where  people  with  an  interest  in  positive 
health  may  be  found.  Health  is  not  only 
an  individual  matter,  it  is  of  concern  to 
the  community  and  to  the  state.  Every  in- 
dividual, young  or  old,  rich  or  poor,  should 
have  an  interest  in  his  own  health,  that 
of  his  neighbor,  and  that  of  his  community. 
Environmental  sanitation,  maternal  and 
child  care,  tuberculosis,  cancer  and  heart 
diseases  are  but  a few  of  the  areas  in 
which  health  education  can  play  an  impor- 
tant role.  Suitable  health  education  pro- 
grams based  on  appropriate  cooperative 
relationships  between  health,  education, 
and  other  closely  allied  community  resour- 
ces are  being  developed  throughout  this 
State. 

Who  is  responsible  for  health  educa- 
tion? The  physician  when  he  advises  his 
patient;  the  dentist  when  he  instructs  his 
patient  on  ways  to  prevent  tooth  decay ; 
the  public  health  nurses  when  she  teaches 
the  mother  how  to  care  for  her  baby;  the 
health  officer  who  recognizes  that  state 
officers  and  lay  citizens  must  understand 
health  problems  and  the  means  of  solving 
them;  the  school  teacher  when  she  pro- 
vides education  which  promotes  good 
health  habits  of  her  students ; the  sanitary 
engineer  when  he  attempts  to  establish 
safe  water  and  milk  supplies;  the  health 
educator  when  he  guides  interested  groups 
to  constructive  action  on  a health  problem. 
These  and  many  others  play  an  important 
role  in  the  health  education  of  our  state. 

The  Division  of  Public  Health  Educa- 
tion of  the  State  Board  of  Health  can  as- 
sist in  developing  a program  of  health  edu- 
cation for  the  state  by : 

1.  Providing  guidance  to  various  individ- 
uals and  groups  in  developing  and 
improving  the  health  education  as- 
pects of  programs. 

2.  Becoming  aware  of  the  activities  of 
those  agencies  which  might  aid  in  the 
promotion  of  public  health  so  that  co- 
operative projects  can  be  undertaken 
at  the  propitious  occasion. 


3.  Interpreting  health  education  implica- 
tions of  public  health  practice  to  pro- 
fessional and  lay  groups  within  the 
State. 

4.  Working  cooperatively  with  individ- 
uals and  agencies  to  carry  on  a con- 
tinuing appraisal  of  the  health  educa- 
tion program,  changing  emphasis 
when  necessary. 

Health  education,  as  a specialty  of  pub- 
lic health  practice,  is  a fairly  recent  devel- 
opment. It  had  its  beginnings  in  the  insti- 
tution of  sanitary  safeguards  and  has 
played  an  important  role  in  all  public  health 
movements.  Today,  health  education  is 
recognized  as  an  important  function  of  all 
public  health  workers  in  health  agencies 
and  allied  organizations.  Health  education 
is  neither  static  nor  passive.  Program  flex- 
ibility is  a “must”  if  we  are  to  keep  abreast 
of  changes  created  by  research,  improved 
facilities  and  the  changing  health  status  of 
the  people.  Active  participation  by  lay 
citizens  and  professionals  is  essential  to 
success. 

Health  education  and  preventive  medi- 
cine go  hand  in  hand.  The  physician  is  in 
the  advantageous  position  to  render  the 
patient  receptive  to  learning  about  posi- 
tive health  and  prevention  of  disease ; the 
health  educator  is  in  a position  to  strength- 
en this  aspect  of  the  physician’s  activity 
by  promoting  the  advantages  of  preventive 
health  measures,  early  recognition  of  dis- 
ease, and  prompt  medical  care.  Working 
together  we  can  broaden  the  horizons  for 
positive  health. 
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The  sum  of  the  achievements  of  tuber- 
culosis associations  may  be  measured  not 
only  in  terms  of  tuberculosis  control,  but 
also  in  terms  of  the  growth  of  many  other 
public  health  services,  including  full-time 
health  departments,  clinic  facilities,  school 
health  services,  medical  education  and  re- 
search, and  industrial  hygiene  programs. 
William  P.  Shepard,  M.D.,  NTA  Bulletin, 
May,  19.54. 
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Delaware  Statewide  Chest  X-Ray 
Survey 

Final  Medical  Report 

A year  has  now  elap.sed  since  the  first 
x-rays  were  taken  by  the  Delaware  State- 
wide Chest  X-ray  Survey  (September  - 
December  1953).  For  the  i)ublic  and  pro- 
fession alike  this  was  the  largest  health 
project  of  its  kind  yet  attempted  and  car- 
ried out  in  Delaware,  and  the  first  really 
statewide  chest  x-ray  survey  in  the  United 
States. 

During  the  program  173,151  persons 
took  advantage  of  the  free  x-ray  service 
offered  to  them.  Of  the  number  who  had 
survey  films  made,  2,587  were  referred 
for  medical  follow-up  on  the  basis  of  the 
survey  x-ray  findings. 

As  a part  of  its  Survey  follow-up  pro- 
gram the  State  Board  of  Health  is  planning 


a comprehensive  report  of  the  medical 
findings  of  persons  referred  for  follow-up 
as  a result  of  the  Survey.  To  date,  ap- 
proximately 1300  diagnostic  reports 
(about  50%  of  the  cases  referred  for  fol- 
low-up) have  been  returned  from  physi- 
cians. Since  this  medical  report  will  be 
prepared  primarily  in  the  interest  of  Del- 
aware physicians,  its  completeness  will  de- 
pend upon  all  physicians  reporting  on  all 
cases  referred  to  them. 

Physicians  who  have  not  already  re- 
ported on  their  survey  cases  are  requested 
to  do  so  as  soon  as  possible,  and  not  later 
than  October  15,  1954.  Reports  may  be  sub- 
mitted on  the  Survey  follow-up  forms  sent 
to  physicians  a few  months  ago,  and 
should  include  diagnoses  of  non-tubercu- 
lous  chest  disease,  when  present,  as  well  as 
of  tuberculosis.  Reports  on  persons  who 
fail  to  report  for  examination,  or  on  whom 
a definite  diagnosis  has  not  been  made 
should  also  be  returned  before  October  15. 
Every  effort  will  be  made  to  have  this  final 
medical  report  of  the  Survey  completed 
and  available  to  physicians  before  the  end 
of  1954. 


Interlingua 

Ever  since  the  curse  of  Babel  man  has 
tried  to  attain  a universal  language.  His 
200  attempts  have  so  far  failed.  Esperanto 
(1887)  still  has  the  largest  following,  but 
is  now'  being  pushed  hard  by  Interlingua 
(1908),  an  offshoot  of  Volapiik  (1880). 
Our  dim  memories  of  these  w'ere  revived 
by  the  following  editorial  in  the  Baltimore 
Sun  of  September  8th : 

A Specialized 
International  Language 

See  if  you  can  read  this: 

“Studios  clinic  e metabolic  essava  execu- 
tate  pro  promover  le  clarification  del  effectos 
de  Rauwolfia  serpentina  in  patientes  in  varie 
phases  de  morbo  vascular  hypertensive.  Le 
serie  del  patientes  observate  consisteva  de  10 
ambulante  casos  in  le  phase  noncomplicate 
del  morbo,  10  hospitalistate  casos  in  le  phase 
accelerate,  e 4 casos  in  varie  stadios  studiate 
in  le  section  metabolic  del  hospital  sub  un 
regime  constante  de  fluido  e de  dieta.” 
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That  is  a sample  of  Interlingua,  an 
international  language,  worked  out  prin- 
cipally from  Spanish,  French,  Italian  and 
Portuguese.  Unlike  some  of  the  interna- 
tional languages.  Interlingua  does  not  try 
to  say  anything  and  everything.  It  is  a 
language  of  science,  and  depends  for  intel- 
ligibility partly  on  the  fact  that  many 
scientific  and  technical  terms  are  similar 
in  many  languages. 

Interlingua  is  actually  in  use.  The 
second  World  Congress  of  Cardiology, 
meeting  in  Washington,  is  issuing  Inter- 
lingua abstracts  of  scientific  papers  pre- 
sented before  the  conference.  A few  scien- 
tific journals  have  been  publishing  articles 
in  Interlingua  for  some  time.  How  well 
it  works,  our  readers  may  judge  for  them- 
selves from  the  above  example,  which  is 
translated  into  English  thus  : 

“Clinical  and  metabolic  studies  were  under- 
taken to  throw  further  light  on  the  effects  of 
Rauwolfia  serpentina,  administered  to  patients 
in  various  phases  of  hypertensive  vascular 
disease.  Observations  were  made  on  ten  am- 
bulatory patients  in  the  uncomplicated  phase, 
on  ten  hospital  patients  in  the  accelerated 
phase,  and  on  four  patients  in  varying  stages 
of  their  disease  studied  on  a metabolic  ward 
under  constant  fluid  and  dietary  regimens.” 


State  Board  of  Health  Number 
Once  again,  for  the  25th  year,  this 
issue  of  The  Journal  presents  the  activi- 
ties of  the  Delaware  State  Board  of 
Health.  This  feature  is  one  not  emulated 
by  many  of  the  other  state  medical  jour- 
nals, but  we  find  it  profitable  to  publish 
it  because  it  benefits  the  department,  the 
profession,  and  the  public.  The  material 
this  year  maintains  the  high  standard  that 
has  been  set  forth  these  many  years. 

The  Journal  is  happy  to  extend  to  Dr. 
Floyd  I.  Hudson,  the  Executive  Secretary 
of  the  Board  of  Health,  and  to  all  his  col- 
laborators, its  thanks  for  the  material  they 
have  contributed. 


Public  health  is  found  not  in  the  health 
department  but  in  the  mental  attitudes, 
customs,  and  set  of  values  of  the  people. 
People  need  to  become  concerned  rather 
with  their  community  as  a whole  than  with 
public  health.  Editorial,  J.A.M.A.,  April 
24,  1954. 


TECHNICAL  EXHIBITS 

Booth  6 

Eli  Lilly  & Company 
P.  0.  Box  618 
Indianapolis,  Ind. 

Pharmaceuticals 
Booth  7 

American  Physical  Therapy  Ass’n 
Delaware  Chapter 
16th  & Washington  Sts. 
Wilmington,  Del. 

Information 
Booth  8 

Charles  Lentz  & Sons 
33  South  17th  Street 
Philadelphia,  Pa. 

Instruments  and  Supplies 
Booth  9 

J.  B.  Roerig  Company 
536  Lakeshore  Drive 
Chicago  11,  111. 

Pharmaceuticals 
Booth  10 

Delaware  Anti-Tuberculosis  Society 
1308  Delaware  Avenue 
Wilmington,  Del. 

Information 
Booth  11 

Association  Conventions  Exhibits 
342  Madison  Avenue 
New  York  17,  N.  Y. 

Medical  Books 
Booth  12 

Beech-Nut  Packing  Company 
Canajoharie,  N.  Y. 

Food  Products 
Booth  13 

J.  Beeber  Company 
1109  Walnut  Street 
Philadelphia,  Pa. 

Instruments  and  Supplies 
Booth  14 

Sherman  Laboratories 
41600  E.  Jefferson  Avenue 
Detroit  15,  Mich. 

Pharmaceuticals 
Booths  15  & 16 

John  G.  Merkel  & Sons 
801  N.  Union  Street 
Wilmington,  Del. 

Instruments  and  Supplies 
Booth  17 

Mead  Johnson  & Company 
Evansville,  Ind. 

Pharmaceuticals 
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Booth  18 

Pfizer  Laboratories 
GtBO  Flushing  Avenue 
Brooklyn  6,  X.  Y. 

Pharmaceuticals 
Booth  19 

National  Drug  Company 
4663  Stenton  Avenue 
Philadelphia.  Pa. 

Pharmaceuticals 
Booth  20 

DePuy  Manufacturing  Company 
Warsaw,  Ind. 

P racture  Applicances 
Booth  21 

Endo  Products,  Incorporated 
8440  101st  Street 
Richmond  Hill,  N.  Y. 

Pharmaceuticals 
Booth  22 

Parke,  Davis  & Company 
Jos.  Campau  Avenue  at  the  River 
Detroit  32,  Mich. 

Pharmaceuticals 
Booth  23 

Doho  Chemical  Corporation 
100  Varick  Street 
New  York  13,  N.  Y. 

Pharmaceuticals 
Booth  24 

U.  S.  Vitamin  Corporation 
250  E.  43rd  Street 
New  York,  N.  Y. 

Pharmaceuticals 
Booth  25 

CiBA  Pharmaceutical  Products.  Inc, 
556  Morris  Avenue 
Summit,  N.  J. 

Pharmaceuticals 
Booth  26 

Lederle  Laboratories  Division 
American  Cyanamid  Company 
Pearl  River,  N.  Y. 

Pharmaceuticals 
Booth  27 

American  Red  Cross 
Delaware  Chapter 
911  Delaware  Avenue 
Wilmington,  Del. 

Information 
Booth  28 

A.  H.  Robins  Company,  Inc. 

1407  Cummings  Drive 
Richmond,  Va. 

Pharmaceuticals 


Booth  29 

Delaware  League  for  Planned 
Parenthood,  Inc. 

110  E.  16th  Street 
Wilmington,  Del. 

Information 
Booth  30 

Ct.  D.  Searle  & Company 
Searle  Park 
Skokie,  111. 

Pharmaceuticals 
Booth  31 

Delaware  State  Board  of  Health 
Dover,  Del. 

Cancer  Control 


MEDICAL  EXHIBIT 

In  conjunction  with  the  annual  meet- 
ing of  the  Medical  Society  of  Delaware,  to 
take  place  in  Dover  October  11-13,  1954. 
the  Delaware  State  Museum  will  present 
an  exhibit  of  early  medical  instruments 
and  equipment. 

A trepanning  set,  a physician’s  supply 
case,  obstetrical  instruments  and  a lancet 
will  be  among  the  objects  exhibited.  Most 
of  the  instruments  to  be  shown  were  used 
before  the  days  of  sterilization,  and  many 
are  made  with  handles  of  wood,  bone  oi' 
tortoise  shell. 

Among  other  objects  to  be  displayed 
will  be  an  atomizer  used  by  Dr.  William 
Morris  who  died  in  1857,  gift  of  Mrs. 
Winifred  M.  McCosh  of  Dover,  and  two 
surgical  kits  presented  to  the  Museum  by 
Mr.  George  R.  Ellegood  of  Concord,  Del- 
aware. One  of  these  kits  was  used  by  Mr. 
Ellegood’s  father.  Dr.  J.  H.  Ellegood,  the 
other  by  his  grandfather.  The  exhibit 
will  be  displayed  in  the  Museum’s  No.  1 
Building  during  most  of  October  in  honor 
of  the  meeting  of  the  medical  profession 
that  month. 

The  Museum,  located  at  316  South  Gov- 
ernors Avenue  in  Dover,  (on  U.  S.  Route 
13,  Alternate),  is  open  to  the  public  Tues- 
day thru  Saturday  from  11 :00  a.m.  until 
5 :00  p.m.,  and  on  Sundays  from  2 :00  until 
5 :00  p.m.  The  Museum  is  closed  IMondays. 
A large  free  parking  lot  is  available  to 
visitors  at  the  rear  of  the  Museum. 
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Dramamine’s*  Effect  in  Vertigo 

Dramamine  has  become  accepted  in  the  control 
of  a variety  of  clinical  conditions  characterized  by 
vertigo  and  is  recognized  as  a standard 
for  the  management  of  motion  sickness. 


Vertigo,  according  to  Swartout,  is  primarily  due* 
to  a disturbance  of  those  organs  of  the  body  that 
are  responsible  for  body  balance.  When  the  pos- 
ture of  the  head  is  changed,  the  gelatinous  sub- 
stance in  the  semi-circular  canals  begins  to  flow. 
This  flow  initiates  neural  impulses  which  are 
transmitted  to  the  vestibular  nuclei.  From  this 
point  impulses  are  sent  to  different  parts  of  the 
body  to  cause  the  symptom  complex  of  vertigo. 

Some  impulses  reach  the  eye  muscles  and  cause 
nystagmus ; some  reach  the  cerebellum  and  skele- 
tal muscles  and  righting  of  the  head  results ; others 
activate  the  emetic  center  to  result  in  nausea, 
while  still  others  reach  the  cerebrum  making  the 
person  aware  of  his  disturbed  equilibrium.  Vertigo 
may  be  caused  by  a disease  or  abnormal  stimuli  of 
any  of  these  tissues  involved  in  the  transmission  of 
the  vertigo  impulse,  including  the  cerebellum  and 
the  end  organs, 

A possible  explanation  of  Dramamine’s  action 
is  that  it  depresses  the  overstimulated  labyrin- 
thine structure  of  the  inner  ear.  Depression, 
therefore,  takes  place  at  the  point  at  which  these 
impulses,  causing  vertigo,  nausea  and  similar  dis- 
turbances, originate.  Some  investigators  have 
suggested  that  Dramamine  may  have  an  addi- 
tional sedative  effect  on  the  central  nervous  system. 

Repeated  clinical  studies  have  established 
Dramamine  as  valuable  in  the  control  of  the 
symptoms  of  Meniere’s  syndrome,  the  nausea  and 
vomiting  of  pregnancy,  radiation  sickness,  hyper- 
tension vertigo,  the  vertigo  of  fenestration  proced- 
ures, labyrinthitis  and  vestibular  dysfunction  as- 
sociated with  antibiotic  therapy,  as  well  as  in 
motion  sickness. 

Any  of  these  conditions  in  which  Dramamine 
is  effective  may  be  classed  as  “disease  or  abnor- 
mal stimuli”*  of  the  tissues  including  the  end 
organs  (gastrointestinal  tract,  eyes)  and  their 
nerve  pathways  to  the  labyrinth. 

Dramamine  (brand  of  dimenhydrinate)  is  sup- 
plied in  tablets  of  50  mg.  and  liquid  (12.5  mg.  in 
each  4 cc.).  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association.  G.  D.  Searle  & Co.,  Research 
in  the  Service  of  Medicine. 


The  site  of  Dramamine' s action  is  probably  in  the 
labyrinthine  structure. 


*Swartout,  R.,  Ill,  and  Gunther,  K.:  “Dizziness:”  Ver- 
tigo and  Syncope,  GP  S:35  (Nov.)  1953. 
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How  to  control 
itching  and  scaling 
for  1 to  4 weeks 


You  can  expect  results  like  these 
with  Selsun:  complete  contx'ol  in  81 
to  87  per  cent  of  all  seborrheic  der- 
matitis cases,  and  in  92  to  95  per  cent 
of  common  dandruff  cases.  Selsun 
keeps  the  scalp  free  of  scales  for  one 
to  four  weeks  — relieves  itching  and 
burning  after  only  two  or  three 
applications. 

Your  patients  just  add  Selsun  to 
their  regular  hair-washing  routine. 
No  messy  ointments  ...  no  bedtime 
rituals  ...  no  disagreeable  odors. 
Selsun  leaves  the  hair  and  scalp 
clean  and  easy  to  manage. 

Available  in  4-fluidounce  bottles, 
Selsun  is  ethically  promoted  and 
dispensed  only  on  n n ii_ 

your  presci’iption.  IJJjIjOaX 


prescribe 

S E LS  U N 

Sulfide  Suspension 

(Selenium  Sulfide,  Abbott) 
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• A recognized  private  psychiatric  hos- 
pital for  the  treatment  of  all  nervous  and 
mental  illness,  including  alcoholism  and 
senility.  Complete  facilities  for  electro- 
shock therapy,  insulin  therapy,  physio- 
theraphy,  hydrotherapy  and  a well  organ- 
ized program  of  occupational  and  social 
theraphy^  under  a certified  therapist. 
Referring  physicians  may  retain  super- 


WEST  CHESTER,  PA. 

m 


vision  of  patients.  Located  on  a beautiful 
28-aere  tract  . . . buildings  are  well 
ecpiipped  and  attractively  appointed. 
Capacity:  75  beds,  single  room  occupancy. 
Complete  information  upon  request. 

Apply — Supei'inlcndciit 

DARLINGTON  SANITARIUM.  INC. 
WEST  CHESTER.  PENNSYLVANIA 

Telephone:  West  Chester  3120 
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PARKE 


COFFEE  TEAS 
SPICES  CANNED  FOODS 
FLAVORING  EXTRACTS 


L H.  Parke  Company 

Philadelphia  - Pittsburgh 

7746  Dungan  Rd.,  Philadelphia  11,  Penna. 


ECKERD'S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 

900  Orange  Street  Manor  Park 

WILMINGTON,  DELAWARE 


HEARING  their  business! 

WILMINGTON 
Audiphone  Company 
Delaware  Trust  Arcade 

BALTIMORE,  MARYLAND 
Audiphone  Company 
205  West  Saratoga  Street 
Tel:  Mulberry  5-0495 

PHILADELPHIA,  PENNSYLVANIA 
Audiphone  Company 
1411  Land  Title  Building 
1406  Chestnut  Street 
Tel:  Rittenhouse  6-8966 


audivox 


TRADE -MARK 


SUCCESSOR  TO 


)Ve5tern  £ fee  trie 


HEARING  AID  DIVISION 


A Store  for  . . . 


Q.Ja,i  WiJU  DotL 
WL  DLft  Cc 


onicioiii 


LEIBOWITZ^S 

224-226  MARKET  STREET 
Wilmington,  Delaware 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 
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Pedigreed  in  its  field,  audivox  successor  to  Western 
Electric  Hearing  Aid  Division,  brings  the  boon  of  better 
hearing,  and  its  enrichment  of  living,  to  thousands.  With 
the  magical  modern  transistor,  with  scientific  hearing 
measurement  and  scientific  instrument-fitting,  serviced 
by  a nation-wide  network  of  professionally-skilled  deal- 
ers, audivox  moves  forward  today  in  a proud  tradition. 


Successor  lo  h^tent  £/ecnic  Hearing  Aid  Division 


pedigree 

Only  a flawless  pedigree  — a long  and  illus- 
trious ancestry  of  purebreds  — can  produce 
a champion  show  dog. 


Only  audivox  in  the  hearing  aid  field  can  trace  an  an- 
cestry that  includes  both  Western  Electric  and  Bell  Tel- 
ephone Laboratories,  audivox  lineage  springs  from 
the  pioneer  experiments  of  Dr.  Alexander  Graham  Bell, 
which  were  furthered  by  the  development  of  the  hearing 
aid  at  Bell  Telephone  Laboratories,  brought  to  fruition 
by  Western  Electric  and  audivox  engineers. 


■ VOX 


Alexander 

Graham 

Bell 


Audivox  new  all-transisfor 
model  71  hearing  aid 


TO  THE  DOCTOR:  Send  your  patient  with  a hear- 
ing problem  to  a career  Audivox  and  Micronic 
dealer,  chosen  for  his  interest,  integrity  and  abil- 
ity. There  is  such  an  Audivox  dealer  in  every 
major  city  from  coast  to  coast. 


123  Worcester  St.,  Boston,  Mass. 
The  Pedigreed  Hearing  Aid 
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VTRIIOID 

A POTENT,  NOTABLY  SAFE 
HYPOTENSIVE 


Veriloid,  the  alkavervir  extract  of  the  hypotensive  princi- 
ples fractionated  from  Veratrum  viride,  presents  these 
desirable  properties  in  the  management  of  hypertension. 


• Uniform  potency  and  constant  phar- 
macologic action  assured  by  biologic 
assay  . . 

• Blood  pressure  lowered  by  centrally 
mediated  action;  no  ganglionic  or 
adrenergic  blocking,  therefore  virtu- 
ally no  risk  of  postural  hypotension  . . 

• Cardiac  output  not  reduced;  no  tachy- 
cardia . . 

• Cerebral  blood  flow  not  decreased  . . 

• Renal  function  unaffected  . . 


• Tolerance  or  idiosyncrasy  rarely  de- 
velops; hence  Veriloid  is  well  suited  to 
long-term  use  in  severe  hypertension  . . 

• Notably  safe  ...  no  dangerous  toxic 
effects ...  no  deaths  attributed  to 
Veriloid  have  been  reported  in  over 
five  years  of  broad  use  in  literally 
hundreds  of  thousands  of  patients  . . 

• Side  actions  of  sialorrhea,  substernal 
burning,  nausea  and  vomiting  (due  to 
overdosage)  are  readily  overcome 
and  avoided  by  dosage  adjustment. 


TABLETS  VERILOID 


SOLUTION 

INTRAVENOUS 


Supplied  in  2 mg.  and  3 mg.  slow- 
dissolving  scored  tablets,  in  bot- 
tles of  100.  Initial  daily  dosage, 
8 or  9 mg.,  given  in  divided  doses, 
not  less  than  4 hours  apart,  pref- 
erably after  meals. 


For  prompt  reduction  of  critically 
elevated  blood  pressure  in  hyper- 
tensive emergencies.  Extent  of 
reduction  is  directly  within  the 
physician’s  control.  In  boxes  of 
six  5 cc.  ampuls  with  complete 
instructions. 


SOLUTION 

INTRAMUSCULAR 


For  maintenance  of  reduced  blood 
pressure  in  critical  instances,  and 
for  primary  use  in  less  urgent 
situations.  Single  dose  reaches 
maximum  hypotensive  effect  in 
60  to  90  minutes,  lasts  3 to  6 
hours.  Boxes  of  six  2 cc.  ampuls 
with  complete  instructions. 


LA  B 0 R ATO  R I ES|  INC.  losAngelis  48,  California 
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MORE  mURANCE  NOW  AMimiE 
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HOW  THESE  AMOUNTS 
WOULD  HELP  IN  PAYING  ESTATE  TAXES  IN 
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SPECIFIC  BENEFITS  also  for  loss  of  sight. 

LIMB  OP  LIMBS  FROM  ACCIOCNTAL  INJURY 

HOSPITAL  INSURANCE  also  for  our  Members 
and  their  Families 


$4,000,000  Assets 
$20,000,000  Claims  Paid 
52  Years  Old 

Physicians  Casualty  & Health  Ass’ns. 
Omaha  2,  Nebraska 


ready  to  serve ! 
so  good  to  eat  1 


CREAMED 

COTTAGE 

CHEESE 


Look  for  the  Sealtest  trademark 
and  the  blue  tile  pattern 
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Physicians'  and  Surgeons' 

PROFESSIONAL 
Liability  Insurance 

Provides  Complete  Malpractice  Pro- 
tection, Avoids  Unpleasant  Situations 
By  Immediate  Thorough  Investigation 
And  Saves  You  The  High  Costs  Of 
Litigation. 

The  Only  Plan  Which  Is  Officially  Spon- 
sorea  By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 
Phone  Wilmington  8-6471 

If  it’s  insurable  tee  can  insure  it 


As  publishers  of  the  Dela- 
ware State  Medical  Journal,  we 
wish  to  call  attention  also  to  our 
other  printing  services  in  pro- 
ducing: 

Letterheads  and  business 
stationery 

Booklets  and  brochures 

House  organs  and  school 
publications 

Newspapers  and  tabloids 
in  black  and  color. 

One-time  carbon  office 
forms. 

Ruled  accounting  sheets 
Announcements 

In  Short:  All  types  of  commercial  printing 

STAR  PUBLISHING  COMPANY 

South  Justison  Street 
Wilmington  99,  Delaware 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

I 61380 1 

6-1380  is  Brittinghom's  unlisted  telephone  num- 
ber for  the  use  of  doctors  only  ....  Phone  your 
prescriptions  to  us  and  we  will  deliver  them  by 
fast  motorcycle  to  any  point  in  the  city  or  sub- 
urbs. . . . No  charge,  of  course! 

BRITTINGHAM'S 

PHARMACY 


MEDICAL  ARTS  BUILDING 
FAIRFAX  SHOPPES 


DELAWARE  TRUST  BUILDING 
EDGEMOOR 
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BiiMiard  Optical 
Compam 

J’lvseriniion  Oolieiaiis 


IVe  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


.jth  and  Market  Sts. 
Wilmington,  Delaware 


about 

46  CALORIES  /I 

per  18  gram  slice 


INGREDIENTS  . . . 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Und.r  License  By  National  Bakers  Services,  Inc.,  Chicago 


Enjoy  instant,  plentiful  hot  water 


For  downright  conven- 
ience, comfort  and  health 
of  your  family  — you 
should  hove  on  ample, 
reliable  supply  of  hot 
water!  With  an  Auto- 
matic Gas  Water  Heat- 
er in  yaur  Home,  you're 
sure  of  all  the  hot  water 
you  want,  when  you  want 
it.  For  lightening  house- 
hold tasks,  bathing, 
cleaning,  dishwashing,  laundering  and  many 
other  uses.  Besides,  you  save  time  and  worry, 
for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation 
of  an  Automatic  Gas  Water  Heater  in  your 
home  now.  Ask  your  Plumber,  or  stop  in  to 
see  us. 

lEUWAXE  POWER  E LIGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 
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in  biliary  stasis. . . 
therapeutic  bile' 


‘Medical  treatment  should  be  tried  before  stones 
and/or  irreparable  inflammation  have  occurred.”* 
‘Biliary  tract  disease  comprises  an  important  cause 
of  intra-abdominal  syndromes. . . . Medical  man- 
agement is  the  accepted  treatment  for  functional 
disorders.”- 


Decholin"^ and  Decholin  Sodium"’ 

(dehydrocholic  acid,  Ames)  (sodium  dehydrocholate,  Ames) 

“.  . . increase  the  volume  output  of  a bile  of  rela- 
tively high  water  content  and  low  viscosity.”^ 


Decholin  Tablets,  3%  gr.  (0.25  Gm.),  bottles  of  100,  500, 
1000  and  5000.  Decholin  Sodium,  20%  aqueous  solution, 
ampuls  of  3 cc.,  5 cc.  and  10  cc.;  boxes  of  3,  20  and  100. 

I.  Segal,  H.;  Postgrad.  Med.  1953.  2.  O’Brien,  G.  F.,  and 

Schweitzer,  I.  L.:  M.  Clin.  North  America  37:155,  1953.  3.  Beck- 
man, H.:  Pharmacology  in  Clinical  Practice,  Philadelphia,  W.  B. 
Saunders  Company,  1952,  p.  361. 

AMES  COMPANY,  INC. 

Elkhart,  Indiana 
Ames  Company  of  Canada,  Ltd., Toronto 


No  child  need  be  denied  protection  against  the  threat  of 
rickets  and  vitamin  A and  D deficiencies. 


Mead's  Oleum  Percomorphum  is  a potent,  dependable  source  of 
vitamins  A and  D . . . that  can  be  given  at  a cost  of  about  a cent  a day. 


Specify  Mead’s  Oleum  Percomorphum  . . . the 
pioneer  product  with  twenty  years  of  successful 
' clinical  use.  Dosage,  5 to  10  drops  daily. 


Available  in  10  cc.  and  economical  50  cc. 
bottles;  also  in  bottles  of  SO  and  250  capsules. 


MEAD'S  OLEUM  PERCOMORPHUM 

The  economical,  potent  vitamin  A and  D drops 


mead  JOHNSON  & COMPANY*  EVANSVILLE,  IND.,  U.S.A. 
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PI  TOC  IN  is  widely  used  in  obstetrics  because  of  its  physiologic  effect  on  uterine 
musculature.  In  addition,  the  fact  that  it  is  notably  free  from  vasopressor  action  is 
often  a significant  advantage.  Intravenous  administration  of  diluted  pitocin  in 
emergencies  makes  possible  ready  control  of  dosage  and  response. 

PITOCIN  is  valuable  in  treatment  for  primary  and  for  secondary  uterine  inertia,  for 
postpartum  hemorrhage  due  to  uterine  atony,  for  the  third  stage  of  labor,  for  induc- 
tion of  labor,  and  during  cesarean  section  to  facilitate  suturing  the  uterine  wall. 

^Kaufman,  R.  H.;  Mendelowitz,  S.  M.,  & Ratzan,  W.  J.:  Am.  J.  Obst.  & Gynec.  65:269,  1953, 

PITOCIN  (oxytocin  injection,  Parke-Davis)  is  supplied  in  0.5-cc.  (5-unit)  ampoules,  and  in  1-cc. 
(lO-unit)  ampoules,  in  boxes  of  6,  25,  and  100.  Each  cc.  contains  10  international  oxytocic  units 
(U.S.E  units). 
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Upper  Respiratory 
Tract 


THE  NASAL  CAVITY: 

The  main  functions  of  the  nasal  cavity  are  conditioning  and  exchanging  air 
between  the  atmosphere  and  the  lungs,  as  well  as  smelling.  Gross  impurities 
are  removed  by  the  fine  nostril  hairs,  and  finer  impurities  are  enveloped  in  the 
mucous  secretion  of  the  intranasal  lining  and  carried  away  by  ciliary  action. 
The  air  is  warmed  to  a degree  approaching  body  temperature  and  humidified. 
About  500  cc.  of  air  are  taken  in  during  an  ordinary  inspiration,  totaling 
12,000,000  cc.  daily. 

In  the  common  cold  . . . when  hypersecretion  and  mucosal  swelling 
interfere  with  the  normal  aeration  pattern,  when  abnormal  mouth  breathing 
is  resorted  to  as  a distress  measure,  relief  can  be  obtained  promptly  with  topi- 
cal application  of  Neo-Synephrine  hydrochloride.  This  potent  vasoconstrictor 
is  usually  well  tolerated  — produces  practically  no  sting  or  irritation  on  appli- 
cation to  mucous  membranes  — even  in  infants. 


EO-SY 


x\i// 

WINTHROP 


New  York  18,  N.  Y.  Windsor,  Ont. 


EPHRI 


0.25%  Solution 

0.5%  Solution 

0.25%  Solution  (Aromatic) 

1%  Solution 

0.5%  Jelly 

0.25%  Emulsion 


Nasal  Spray 

Plastic,  unbreakable, 
leakproof  squeeze  bottle; 
delivers  fine  even  mist. 


Neo-Synephrine  (brand  of  phenylephrine),  trademark  reg.  U.  S.  Pat.  Off. 
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It’s  a new  long-acting  agent  for  the  prevention  and  treatment  of 
nausea  and  vomiting,  associated  with  all  forms  of  motion  sickness, 
radiation  therapy,  vestibular  and  labyrinthine  disturbances,  and 
Meniere's  syndrome. 


Side  effects,  so  often  associated  with  the  use  of  earlier  remedies,  are  minimal  with 
Bonamine.  Its  duration  of  action  is  so  prolonged  that  often  a single  daily  dose  is 
sufficient.  Bonamine  is  supplied  in  scored,  tasteless  25  mg.  tablets,  boxes  of  eight 
individually  foil-wrapped  and  bottles  of  100. 


PFIZER  LABORATORIES,  Brooklyn  6,  N.Y. 
Division.  Chas.  Pfizer  & Co..  Inc. 


new  mother 

Th  e loi'e  that  makes  a doll  her  baby  is  the  beginning  of  mother- 
hood for  a little  girl  . . . the  start  of  love-giving  that  ivill  make 
her  strive  and  fight  for  the  security  of  those  she  loves  as  long 
as  she  lives. 

Take  care  of  your  doll-baby,  little  girl.  It  is  one  of  the  world’s 
most  precious  playthings. 

The  security  that  springs  from  love 
is  the  very  heart  of  our  living.  It  is  a 
privilege  known  only  in  a country  such 
as  ours,  where  men  and  women  are  free 
to  work  for  it. 

And  when  we  live  up  to  the  privilege 
of  taking  care  of  our  own.  we  also  best 
take  care  of  our  country.  For  the  strength 
of  America  is  in  its  secure  homes  all 
joined  in  a common  security. 

Let  America’s  security  be  found  in 
your  home! 


Saving  for  security  is  easy!  Read  every  word  — now! 


If  you’ve  tried  to  save  and  failed, 
chances  are  it  was  because  you  didn’t 
have  a plan.  Well,  here’s  a savings  sys- 
tem that  really  works— the  Payroll 
Savings  Plan  for  investing  in  U.S. 
Savings  Bonds.  This  is  all  you  do.  Go 
to  your  company’s  pay  office,  choose 
the  amount  you  want  to  save— a couple 
of  dollars  a payday,  or  as  much  as  you 
wish.  That  money  will  be  set  aside  for 
you  before  you  even  draw  your  pay. 
And  automatically  invested  in  Series 


“E”  U.S.  Savings  Bonds  which  are 
turned  over  to  you. 

If  you  can  save  only  $3.75  a week  on 
the  Plan,  in  9 years  and  8 months  you 
will  have  $2,137.30.  If  you  can  save  as 
much  as  $18.75  a week,  9 years  and  8 
months  will  bring  you  $10,700! 

U.S.  Series  “E”  Savings  Bonds  earn 
interest  at  an  average  of  3'/!  per  year, 
compounded  semiannually,  when  held 
to  maturity!  And  they  can  go  on  earn- 
ing interest  for  as  long  as  19  years  and 


8 months  if  you  wish.  Eight  milli 
working  men  and  women  are  buildii 
their  security  with  the  Payroll  Sa 
ings  Plan.  For  your  family’s  sake,  h( 
about  signing  up  today? 


If  you  want  your  interest  as  cur- 
rent income,  ask  your  banker  about 
3%  Series  “H”  Bonds  which  pay  in- 
terest semiannually  by  Treasury 
check.  An  excellent  investment. 


The  U.S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publieation  in 
cooperation  with  the  Advertising  Council  and  the  Magazine  Publishers  of  America, 
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Has  W^ine  a Place 
in  Your  Practice? 

Recent  physiological  and  clinical 
research  confirms  its  adjunctive 
value  in  the  diet  of  many  patients 

The  wide  recommendation  of  wine  as  a gentle  and  pleasant 
stimulus  to  appetite,  digestion,  and  the  full  enjoyment  of  a 
meal,  has  a sound  basis  in  the  findings  of  controlled  research. 
Results  of  some  recent  studies*  are  the  following: 

Influence  of  Wine  on  Appetite — Two  wineglassfuls  of  20  per  cent 
alcohol  (the  concentration  in  the  usual  appetizer  or  dessert  wine) 
have  been  found  to  relieve  prolonged  gastric  tension.  Two  or  three 
ounces  of  dry  table  wine  can  markedly  increase  the  olfactory  acuity 
and  the  appetite  in  anorexia,  and  stimulate  caloric  intake. 

The  Buffer  Action  of  Wine  in  Digestion — The  effect  of  wine  on 
free  and  total  gastric  acidity  is  slower  and  more  prolonged  than  that 
of  plain  alcohol.  Because  of  the  buffering  action  of  its  phosphates, 
organic  acids  and  tannins,  wine  induces  a less  violent  but  more  sus- 
tained increase  in  gastric  secretion  and  gastric  motility. 

Wine  Stimulates  the  Flow  of  Pepsin — Ingestion  of  moderate 
amounts  of  wine,  notably  white  table  wine,  has  been  found  to  in- 
crease appreciably  not  only  the  volume  but  the  proteolytic  power 
of  gastric  juice. 

W me  in  the  Diet  of  Oldsters  and  Convalescents — There  are  sound, 
physiological  reasons,  therefore,  why  the  generally  lax  and  achlor- 
hydric stomach  of  older  people  and  convalescents  reacts  favorably 
to  the  mild,  secretory  stimulation  of  wine  taken  at  mealtimes.  And 
wine  offers  other  valuable  vasodilating,  soothing,  relaxing  effects  . . . 
a little  Port  or  sherry  wine  at  bedtime  is  a valuable  aid  to  normal 
sleep,  and  may  obviate  the  need  for  sedative  medication. 

Wine  to  Brighten  the  Monotonous  Diet — In  the  dull  and  often  un- 
appealing dietary  regimen  of  many  patients,  a glass  of  wine  can 
frequently  provide  a touch  of  interest  and  “elegance” — a psycho- 
logical boost  of  Inestimable  value. 

The  Fine  IFines  of  California — Wines  of  outstanding  quality  are 
coming  from  California  nowadays.  Somewhere  in  the  rich  soils  of  the 
State,  each  grape  variety  finds  its  ideal  setting  and  comes  to  perfect 
ripeness  each  year.  Just  as  essential,  modern  scientific  methods  re- 
sult in  wines  of  controlled  quality  standards,  true  to  type — and  what 
is  highly  Important  from  your  patient’s  standpoint — moderate  in 
price.  Wine  Advisory  Board,  San  Francisco  3,  California. 

* Research  information  on  wine  is  available  upon  request. 
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NOT  ARTHRITIS  BUT  ARTHRALGIA... 


If  the  patient  complaining  of  actiing  joints  is  a woman  between  37  and  54  years  of  age,  it 
is  highly  jiossihle  that  she  is  suffering  from  arthralgia  rather  than  arthritisd  It  has  been  esti- 
mated that  arthralgia  occurs  in  about  40  per  cent  of  women  with  estrogen  deficiency,  and  is 
exceeded  in  frequency  only  by  symptoms  of  emotional  or  vasomotor  origin."  In  fact,  arthralgia 
may  be  as  indicative  of  declining  ovarian  function  as  the  classic  menopausal  hot  Hushes. 

Arthralgia,  however,  is  just  one  of  a vast  number  of  distressing  hut  ill-defined  symptoms 
that  may  he  precipitated  by  the  loss  of  estrogen  as  a “metabolic  regulator.”  Other  good  examples 
are  insomnia,  headache,  easy  fatigability,  and  tachypnea. 

Because  these  symptoms  sometimes  occur  years  before  or  even  long  after  cessation  of 
menstruation,  they  are  not  always  readily  associated  with  estrogen  deficiency,  and  the  tendency 
may  be  to  treat  them  with  medications  other  than  estrogen.  Obviously,  sedatives  and  other  pallia- 
tives cannot  be  expected  to  produce  a satisfactory  resjionse  if  an  estrogen  deficiency  exists.  Only 
estrogen  replacement  therapy  will  correct  the  basic  cause  of  the  disorder. 

“Premarin”  is  an  excellent  preparation  for  the  replacement  of  body  estrogen.  In  “Prem- 
arin”  all  components  of  the  comjilete  equine  estrogen-complex  are  meticulously  preserved 
in  their  natural  form.  “Premarin”  produces  not  only  jirompt  symptomatic  relief  but  a distinctive 
“sense  of  well-lieing”  which  is  most  gratifying  to  the  patient. 

1.  Greenblatt.  R.  B..  and  Kujtperman.  H.  S. : M.  Clin.  North  America  d0;576  (May)  1046.  2.  McGavack,  T.  H.,  in  Coldzieher,  M.  A.,  and 

Coldzieher,  J.  Endocrine  Treatment  in  General  Practice,  New  York,  Springer  Publishing  Company,  Inc.,  1953,  p.  225. 


Estrogenic  substances  (water-soluble ) also  known  as  conjugated  estrogens  (equine) 

Available  in  tablet  and  liquid  form 

has  no  odor  . . . imparts  no  odor 


NEW  YORK,  N.  Y. 


MONTREAL,  CANADA 
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Your  approval 
,,\ir  Icaili-i'liip 
'i//  o(/n  r 


we  say  "Thank-, 
has  helped  estal-li-li 
Viceroy  muf  ^ " 
filter  tip  cigarettes! 


NEW  VICEROY  GIVES  SMOKERS 


20,000  FILTERS 

in  every  Viceroy  Tip 


Only  Viceroy  has  this  new- type 
filter.  Made  of  a non-mineral 
cellulose  acetate — it  gives  the 
greatest  filtering  action  possible 
without  impairing  flavor  or  im- 
peding the  flow  of  smoke. 


Smoke  is  also  filtered  through 
Viceroy’s  king-size  length  of  rich 
costly  tobaccos.  Thus,  Viceroy 
smokers  get  double  the  filtering 
action  . . . for  only  a penny  or  two 
more  than  brands  without  filters. 


WORLD’S  LARGEST-SELLING  FILTER  TIP  CIGARETTE 


JVew  King-Size 
Filter  Tip 


Viceroy 


ONLY  A PENNY  OR  TWO  MORE  THAN  CIGARETTES  WITHOUT  FILTERS 
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Upjohn 


rheumatoid  arthritis 


Available  in: 

5 mg.  talilets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

* Registered  trademark  for  the  Upjohn  brand  of  hydrocortisone  ( compound  F) 
THE  U I’  J O H N C O M I’  A NY,  K A L .A  M A Z O O , M I C H I G A N 
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for  your  money! 


Maxicon  ASC  is  just 
one  example  of  how 
General  Electric  x-ray 
equipment  leads  the 
way  in  performance 


TLJERE'S  a low-priced  diagnostic  x-ray  unit  that  offers 
-*■  complete  reliability  and  flexibility  for  both  radiog- 
raphy and  fluoroscopy.  A single-tube  combination  unit 
with  a table-mounted  tube  stand,  Maxicon  ASC  provides 
two-tube  efficiency  at  one-tube  cost. 

It’s  the  same  story  regardless  of  the  x-ray  equipment  or 
supplies  you  need:  At  General  Electric  your  money  buys 
more  performance  . . . more  dependability.  This  is  the 
predictable  result  of  General  Electric’s  never-ending  search 
for  ways  to  improve  the  x-ray  and  electromedical  appara- 
tus available  to  the  medical  profession. 


Backing  this  broad  line  of  quality  equipment  is  a net- 
work of  strategically  located,  factory-operated  district 
offices.  Through  them,  a highly  trained  x-ray  specialist  is 
available  to  you  at  all  times. 

Whatever  your  diagnostic  or  therapeutic  needs,  call  your 
G-E  x-ray  representative. 


Progress  is  our  most  important  product. 


GENERAL 


ELECTRIC 


No  Other 

low-priced  x-ray  unit 
includes  all  these 
plus  features 


FEATURE 

MAXICON 

ASC 

UNIT 

X 

UNIT 

Y 

UNIT 

z 

Toble  positions  from  1 0®  Trendelenburg  to  verticol 

YES 

YES 

NO 

YES 

Variable  speed  table  angulation 

YES 

NO 

NO 

NO 

Radiation-protective  table  panels 

YES 

NO 

NO 

NO 

18-in.  focal-spot  to  table-top  distance  for  fluoroscopy 

YES 

NO 

NO 

YES 

Counterbalanced  tube  stand,  providing  adjustable  focal- 
film  distances  up  to  40  in. 

YES 

NO 

NO 

NO 

Signcl-light  centering  system  for  Bucky  radiography 

YES 

NO 

NO 

NO 

Provision  for  cross-tabic  radiography 

YES 

NO 

NO 

NO 

12-step  line-voltage  compensotor 

YES 

NO 

NO 

NO 

Automatic  selection  of  large  or  small  focal  spot 

YES 

YES 

NO 

NO 

45  X 70-in.  or  less  space  requirement 

YES 

NO 

NO 

NO 

Direct  Factory  Branches: 

PHILADELPHIA  — Hunting  Park  Avenue  at  Ridge  BALTIMORE  — 2 West  Eager  Street 
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. . the  gastric  secretion  is  the  immediate  agent  of  mucosal 
tissue  digestion. . . . Opposed  to  this  stands  the  defensive  factor 
. . . the  two-component  mucous  harrier  [the  protecting  layer 
of  mucus  and  the  mucosal  epithelium\. 


Rotational  gastroscopic  views  showing  coating  effect  1]^  hours 
after  administration  of  Amphojel? 


Causation  — key  to  treatment  in  peptic  ulcer 


Through  topical  action  alone,  Amphojel 
contends  with  the  local  causes  of  ulcer — 
aggressive  acidity  coupled  with  impairment 
of  the  wall  defenses.  Providing  a dual  ap- 
proach, Amphojel  combines  two  aluminum 
hydroxide  gels,  one  reactive,  one  demul- 
cent. The  reactive  gel  combats  the  attack- 
ing factor  in  ulcer  by  promptly  buffering 
gastric  acid.  The  demulcent  gel  promotes 
healing  of  the  denuded  mucosa  by  forming 
a viscous,  protective  coagulum. 

Amphojel — nonsystemic,  non  toxic — pro- 
vides time-proved  fundamental  therapy  in 
peptic  ulcer. 


amphojel: 

ALUMINUM  HYDROXIDE  GEL 

Supplied:  Liquid,  bottles  of  12  fluidoiinces 

Tablets,  5 prain,  boxes  of  .10,  bottles  of 
100;  and  10  grain,  boxes  of  60  and  1000 

References:  1.  Hollander,  F. : Arch.  Int.  Med.  9.3.107  (Jan.)  1954 
2.  Deiitsch,  E.:  Scientific  Exhibit,  Gastro.scopy, 

Interim  Session  A.M.A.,  St.  Louis,  December,  1953 
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“These  tablets 
keep  the  swelling  down 
all  day  long.” 


TABLET 


NEOHYDRIN 

BRAND  OF  CHUORMERODRIN 

NORMAL  OUTPUT  OF  SODIUM  AND  WATER 

Individualized  daily  dosage  of  NEOHYDRIN  — 1 to  6 tablets  a day  as  needed  — 

prevents  the  recurrent  daily  sodium  and  water  reaccumulation  which  may  occur 

with  single-dose  diuretics.  Arbitrary  limitation  of  dosage  or  rest  periods  to 

forestall  refractivity  are  unnecessary.  Therapy  with  NEOHYDRIN  need  never 

be  interrupted  or  delayed  for  therapeutic  reasons.  Because  it  curbs  sodium 

retention  by  inhibiting  succinic  dehydrogenase  in  the  kidney  only,  NEOHYDRIN 

does  not  cause  ^^^^^^^side  actions  due  to  widespread  enzyme  inhibition 

in  other  organs.  ^ ^ ^ 

k Prescribe  NEOHYDRIN  m bottles  of  50  tablets. 

There  are  18.3  mg.  of  3-chloromercuri-2-methoxy- 

propylurea  in  each  tablet. 

Leadership  in  diuretic  research 

LAKESIDE  LABORATORIES,  I N C • M I L W A U K E E 1,  WISCONSIN 


you  can  almost  peel  it.. , 


high  blood  levels . . . 
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,.An  2 hours  or  less 


filmtafe 


Stearate 


(Erythromycin  Stearate,  Abbott) 


disintegrates  faster  than  enteric-coated  erythromycin 


TISSUE-THIN  FILMTAB  COATING  (marketed  only  by  Abbott) 
actually  starts  to  dissolve  within  30  seconds  after  administration 
— makes  Erythrocin  available  for  immediate  absorption. 

Tests  show  that  new  Stearate  form  definitely  protects 
Erythrocin  from  gastric  juices. 

BECAUSE  THERE’S  NO  DELAY  FROM  AN  ENTERIC  COATING, 

your  patient  gets  high,  inhibitory  blood  levels  within  2 
hours — instead  of  4-6  as  before.  Peak  concentration  at  4 hours, 
with  significant  levels  for  8 hours. 

USE  FILMTAB  ERYTHROCIN  STEARATE  against  the  COCci  . . . 
and  especially  when  the  organism  is  resistant  to  other 
antibiotics.  Low  in  toxicity — it's  less  likely  to  alter  normal 
intestinal  flora  than  most  oral  antibiotics.  Conven- 
iently sized  (100, 200  mg.)  in  bottles  of  25  and  100.  Qij&Tytt 


410203 


*TM  for  Abbott’s  film  sealed  tablets,  pat.  applied  for 
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THE  PHYSICIAN  AND  PUBLIC  RELATIONS* 

Hewitt  W.  Smith,  M.D. 

Harrington,  Del. 

It  has  now  been  about  one  and  one  quar- 
ter years  since  the  cessation  of  the  hostil- 
ities in  Korea,  which  was  our  fourth  most 
costly  war.  Our  economy  is  involved  in  a 
transition  from  the  boom  of  a war  econ- 
omy to  a high-level  peacetime  prosperity. 
A buyers  market  has  replaced  the  sellers 
market  not  only  in  goods,  but  in  services; 
and  the  services  with  which  I shall  deal 
this  morning  concern  services  performed 
by  physicians  who  are  engaged  primarily 
in  the  private  practice  of  medicine.  The 
present  is  an  excellent  time  to  pause  and 
inventory  our  assets ; to  examine  our  stock 
public-relation-wise;  and  and  to  gird  our- 
selves with  professional  acumen  and  fore- 
sight in  order  that  we  may  adjust  to  the 
changing  pattern  of  economic  influences 
about  us.  To  that  objective  I address  my- 
self today  albeit  trite  my  remarks  may 
appear  to  certain  of  my  auditors.  To  those 
of  you  who  are  now  practicing  creditable 
public  relations,  much  of  the  following 
will  be  inapplicable ; but  to  the  many  who 
daily  strive  to  practice  better  medicine 
and,  as  logically  follov/s,  increase  the  re- 
muneration therefrom,  the  following  is 
addressed. 

The  modern  physician  is  a salesman  of 
his  own  services;  assumes  no  holier-than- 
thou  attitude ; and,  cognizant  of  his  invest- 
ment of  approximately  $35,000  of  his  or 
his  family’s  resources,  will  accord  that  in- 
vestment in  himself  the  attention  which  it 
rightfully  deserves.  With  an  investment 
of  this  sum  in  knowledge,  experience,  and 
materiel,  let  us  pause  to  ask  ourselves  why 
such  a logical  combination  of  know-how 
and  equipment  often  functions  so  poorly 
that  statements  as  the  following  are  com- 
monplace, being  directed  at  the  specialist 
as  well  as  the  family  doctor.  First,  the 

*Presidential  Address  delivered  before  the  Medical  So- 
ciety of  Delaware,  Dover,  October  13,  1954. 


sensational  professional  writer  who  blithe- 
ly condemns  physicians  in  general  for  al- 
leged omissions  of  the  few,  cognizant  that 
such  trash  appeals  to  certain  groups  of 
readers  and  makes  sensational  copy.  Sec- 
ond, complaints  about  overcharging  and 
high  fees;  inability  to  obtain  a physician 
in  an  emergency;  and  a lack  of  interest  in 
the  patient  as  manifested  by  a rapid  and 
superficial  or  careless  examination.  These 
dissidents  cannot  be  shrugged  off  by  an 
alert  and  enlightened  profession,  but  must 
of  necessity  be  countered  at  the  “grass 
roots”  by  not  one  member  of  the  profes- 
sion alone,  but  by  all  members  acting  in 
concert.  Public  relations  between  the 
physician  and  his  patients  is  no  occult 
matter  to  be  adjudicated  by  your  good 
chairman  of  the  Committee  on  Medical 
Service  and  Public  Relations  or  to  be 
understood  by  an  esoteric  fev/,  but  rather 
an  imminent,  relative,  and  pertinent  sub- 
ject which  begs  solution  and  must  be 
solved  equitably  to  satisfactorily  negate 
efforts  of  those  who  would  destroy  our 
free  system  of  medical  care  and  substitute 
therefore  one  of  the  discredited  isms.  Pub- 
lic relations  is  every  practitioner’s  duty 
and  responsibility.  And  to  be  successful 
requires  of  each  member  the  following  at- 
tributes : 

1.  Grade  A medical  school  training, 
plus  adequate  post-graduate  study. 

2.  An  attitude  of  humility  and  willing- 
ness to  serve  in  small  matters,  knowing 
that  if  successful  in  small  matters,  he  will 
be  trusted  with  matters  of  greater  import. 

3.  A sincere  desire  to  serve  his  pa- 
tients well,  always  mindful  of  the  best 
medical  care  consistent  with  the  lowest 
possible  cost. 

The  Waiting  Room 

An  analysis  of  one’s  PR  rating  begins 
with  the  waiting  room.  It  is  here  that  the 
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first  impression  is  gained  of  a physician. 
The  v.  aiting  room  mirroi's  the  physician’s 
housekeeping — or  rather  that  of  his  wife. 
Let  it  be  so  arranged  and  appointed  that 
it  boosts  rather  than  depresses  the  morale. 
Temperature  must  be  regulated  in  winter 
and  an  air-conditioning  unit  is  essential 
during  the  summer  months.  A window- 
type  air  conditioner  is  satisfactory  and 
serves  as  an  excellent  means  of  ventilating 
the  waiting  room  when  occasion  demands ; 
and  additionally,  the  hum  of  the  fan  will 
serve  to  muffle  the  conversation  from  the 
consultation  room,  thus  insuring  addition- 
al privacy.  The  room  must  be  well  lighted, 
with  attractive  curtains  or  Venetian  blinds. 
Current  editions  of  picture  and  health 
magazines  should  be  available.  Comfort- 
able furniture  covered  in  leather  or  plastic 
is  a requirement,  preferably  in  bright 
colors.  The  floor  covering  may  be  of  rub- 
ber tile  of  gay  hues  set  in  an  attractive 
pattern.  Not  necessary,  but  desirable,  are 
such  folderol  as  cut  flowers,  aquariums, 
movies,  recorded  music,  bulletin  boards, 
and  children’s  furniture.  Strive  to  make 
your  reception  room  a pleasant  place  to 
spend  a short  wait.  Mention  of  a short 
wait  brings  us  to  the  second  facet  of  this 
PR  problem. 

Prompt  Consultation 
Regardless  of  how  attractive  or  com- 
fortable a waiting  room  may  be,  patients 
are  people  and  dislike  undue  waiting.  To 
visit  our  office,  a barber  must  leave  his 
chair,  a seamstress  her  machine,  a clerk 
his  counter,  and  a farmer  his  farm.  Their 
time  is  money  and  indirectly  yours.  Those 
of  us  who  see  patients  by  appointment  only 
are  obliged  to  schedule  appointments  in- 
telligently to  eliminate  the  waiting  evil, 
and  those  of  us  who  still  practice  on  a 
catch-as-catch-can  basis  will  arrange  our 
office  hours  for  the  convenience  of  the  ma- 
jority of  our  patients,  if  this  means  eve- 
ning hours  several  evenings  a week.  In  the 
busy  winter  months,  office  hours  may  be 
started  earlier  than  the  published  time, 
and  the  routine  treatments  and  examina- 
tions can  be  scheduled  for  the  lighter  days 
such  as  Tuesdays  and  Fridays.  Keep  reg- 
ular hours  in  your  office,  and  your  office 
will  keep  you. 


A Friendly  Welcome 

Either  the  physician  or  his  receptionist 
will  assume  the  entire  responsibility  of 
greeting  all  patients.  Remember  that  they 
are  all  customers  visiting  you  to  purchase 
medical  services,  and  they  have  a right  to 
a friendly  and  courteous  greeting.  Show 
no  partiality  and  recognize  all  patients  as 
individuals.  An  indifferent  greeting  may 
depress  a patient  to  the  extent  that  a com- 
plete history  is  impossible  to  obtain.  Aim 
to  secure  maximum  relaxation  of  your  pa- 
tient during  interview  or  treatment.  The 
office  visit  is  more  quicklv  concluded  and 
the  therapy  more  definitive.  Develop  a 
personal  touch  by  referring  to  some  mat- 
ter in  which  the  patient  is  known  to  be 
interested,  avoiding  controversial  subjects 
such  as  religion,  politics,  and  family  squab- 
bles. Cultivate  a calm,  confident  manner; 
exhibit  interest  in  the  patient’s  problem; 
and  above  all,  take  time  to  listen  to  the 
whole  story. 

Office  Records 

As  you  listen  to  the  whole  story,  take 
notes  on  a file  card  or  mechanical  record- 
ing device;  for  without  adequate  case  his- 
tories, diagnosis  will  be  slipshod  and  in- 
complete. Request  only  pertinent  labora- 
tory data,  remembering  that  your  patient 
is  trusting  you  to  spend  his  money  judi- 
ciously and  in  his  best  interest.  Inform 
the  patient  of  the  results  of  all  tests,  thus 
giving  him  tangible  evidence  for  fees  ex- 
pended for  the  study  of  his  case.  Assess 
your  patient  and  inform  him  in  language 
which  he  can  understand,  a simple  explan- 
ation of  his  condition  and  plan  of  treat- 
ment. Make  no  comments  about  alleged 
treatment  received  at  a colleague’s  office  or 
a hospital,  remembering  always  that  the 
condition  seen  today  in  all  probability  did 
not  exist  yesterday. 

Fees 

Now  that  the  office  interview  is  con- 
cluded, the  next  logical  matter  is  the  col- 
lection of  a fee.  If  the  foregoing  outline 
has  been  followed,  the  physician  has  a 
clear  conscience  that  he  has  aided  his  pa- 
tient and  earned  his  fee,  and  should  have 
no  compunction  about  discussing  fees  and 
fee  schedules.  Encourage  a free  discussion 
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of  all  matters  pertaining  to  medical  fees. 
Statements  regarding  coverage  by  insur- 
ance plans  must  be  guarded,  as  well  as 
estimates  of  hospital  charges.  It  is  best 
to  advise  consultation  with  the  hospital 
business  office.  A hospital  bill  is  similar 
to  a house.  It  usually  costs  twice  as  much 
as  you  plan  on  before  you  are  through 
with  it.  Encourage  private  insurance  un- 
der Blue  Cross  and  Blue  Shield.  At  every 
opportunity,  diplomatically  show  that  the 
physician,  although  blamed  for  the  alleged 
high  cost  of  medical  care,  actually  has  re- 
ceived but  a small  part  of  the  total  expen- 
diture for  health  services.  The  prescrib- 
ing of  trademarked  drugs  in  liberal  quan- 
tities, when  a simple  and  lov^-cost  item  in 
the  actual  quantity  required  would  suffice 
and  the  requisiting  of  laboratory  work  in 
excess  of  that  actually  required,  are  fac- 
tors in  the  total  cost  of  health  services 
that  demand  reflection.  Stressing  the  im- 
portance of  the  office  visit  over  the  home 
visit  will  save  the  patient  money,  if  not 
effort,  and  will  result  in  a more  satisfac- 
tory examination  and  logical  therapy. 

A few  years  ago,  you  will  recall,  the 
purchaser  of  a new  automobile,  if  he  were 
fortunate  enough  to  obtain  one,  was  forced 
to  pay  the  list  or  official  price,  plus  ap- 
proximately $700.00  in  extras  which  auto- 
matically increased  the  price  of  the  ve- 
hicle about  one  third.  The  public  took  it, 
but  didn’t  necessarily  like  it.  I see  a par- 
allel in  the  Blue  Cross  Plan.  While  orig- 
inally designed  to  defray  the  basic  cost  of 
hospital  care  and  surgery,  through  the 
years  the  benefits  have  been  extended  to 
include  about  all  the  costs  incurred  by  one 
while  a patient  in  a hospital.  One  of  the 
weaknesses  of  the  voluntary  plan  is  that  it 
is  susceptible  to  being  loaded  with  charges 
for  x-ray,  laboratory,  miracle  drugs,  etc., 
v/hich,  if  not  essential,  become  “extras” 
of  the  Blue  Cross  Plan.  The  voluntary 
plans  are  continually  under  attack,  so  it 
becomes  a responsibility  of  the  individual 
physician  to  “sell”  each  subscriber  only 
the  essential  services  required  in  his  par- 
ticular case.  The  balance  sheet  of  the  hos- 
pital may  suffer,  but  the  hospital  was  built 
to  serve  the  patient,  rather  than  the  pa- 


tient’s voluntary  insurance  to  make  the 
operation  of  a hospital  profitable. 

Professional  Responsibilities 

A satisfactory  examination  and  logical 
therapy  brings  us  to  the  next  considera- 
tion, which  is  the  consistent  and  phenom- 
enal progress  being  made  in  the  science  of 
medicine.  The  progressive  physician  must 
continue  h i s professional  education 
throughout  life  and  keep  abreast  of  scien- 
tific advances.  Medical  periodicals  are  in 
abundance,  and  there  are  monthly  county 
society  and  hospital  staff  meetings,  the 
Annual  Meeting  of  the  Medical  Society  of 
Delaware;  and,  the  semiannual  Delaware 
Chapter  meetings  of  the  American  Acad- 
emy of  General  Practice,  to  name  but  a 
few.  In  addition,  there  are  many  medical 
meetings  catering  to  specialists.  A second 
responsibility  of  the  physician  is  active 
participation  in  his  professional  society 
and  support  of  the  organizations  which 
represent  him.  He  must  be  willing  to 
serve  and  be  active  on  committees  and 
projects  of  the  medical  society  which  are 
essential  to  winning  the  good  will  of  the 
public.  Grievance  committees ; emergency 
medical  services ; care  of  the  indigent ; and 
cooperation  with  the  State  organizations 
concerned  with  public  health,  are  exam- 
ples among  others.  Be  informed  regard- 
ing the  prepayment  plans  designed  to 
meet  the  cost  of  medical  care.  Keep 
abreast  of  developments  in  our  nation’s 
capitol  bearing  on  the  field  of  health  leg- 
islation. Be  able  to  discuss  current  pro- 
posed legislation,  for  a physician’s  opin- 
ion is  respected  in  the  community,  and 
will  carry  a great  deal  of  weight. 

What  does  it  profit  society  if  physicians 
extend  the  life  span  of  a citizen  for  an  ad- 
ditional ten  years  if  that  additional  time 
is  spent  in  a vegetative  existence?  The 
problems  of  adjustments  in  the  twilight 
years  must  be  met  and  solved.  The  hori- 
zons of  medical  practice  are  vast  indeed, 
and  escape  the  comprehension  of  mere 
mortals.  Continuous  research  in  prevent- 
ative medicine,  as  in  industry,  will  un- 
ravel the  enigma  of  the  creation  of  man 
in  the  image  of  God.  The  beginner  in 
medical  practice  today  faces  multitudinous 
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problems;  but  if  the  future  may  be  judged 
by  the  past,  he  will  be  equal  to  the  task. 

Personal  Responsibilities 
It  is  well  at  times  to  reflect  on  the  re- 
verse side  of  the  coin.  Just  a few  years 
ago,  we  recall  the  era  of  the  model-T  and 
the  muddy  road  physician.  Medicine  has 
made  more  scientific  progress  since  the 
model-T  days  than  in  all  time  theretofore. 
The  era  of  atomic  medicine  is  upon  us. 
The  study  of  medicine  is  complex,  costly, 
and  consumes  the  best  years  of  a physi- 
cian’s life.  The  physician  of  today  is  a 
far  cry  from  the  rugged  individualist  who 
knew  no  hours,  collected  no  bills,  and  as 
likely,  never  paid  any;  and  when  he  had 
killed  himself  off,  left  his  family  with  a 
fine  collection  of  uncollectible  accounts. 
The  public  came  to  look  upon  the  profes- 
sion as  a convenience  to  be  summoned  at 
any  hour  of  the  day  or  night,  seven  days 
a week.  While  the  public  enjoys  the  fruits 
of  modern  technology,  including  the  40- 
hour  week,  paid  vacations,  and  fringe 
benefits  of  various  sorts,  the  private  prac- 
titioner still  labors  under  many  of  the 
heritages  of  an  outmoded  and  discredited 
era.  Medicine  must  accept  the  challenge 
of  selling  its  members  on  the  desirability, 
if  not  the  necessity,  of  sharing  in  the 
fruits  of  modern  civilization.  To  do  other- 
wise would  condemn  a physician  to  sacri- 
fices not  endured  by  other  members  of  so- 
ciety. To  integrate  the  fuller  life  of  the 
physician  into  the  modern  medical  pic- 
ture, requires  vigorous  experimentation 
in  ways  and  means  of  attaining  such  a 
happy  state  of  affairs  without  depriving 
the  patient  of  necessary  and  scientific 
service.  The  physician  who  bargains  his 
health  to  buy  “success”  makes  a tragic 
bargain  indeed. 

Civic  Responsibilities 
The  physician  leads  a dual  role  in  the 
community.  First,  he  must  be  a good  doc- 
tor; and  secondly,  he  must  be  a good  cit- 
izen. This  requires  service  in  the  com- 
munity in  various  ways.  Service  on  one 
or  moi-e  of  the  local  groups  such  as:  City 
Board  of  Health ; City  Council ; School 
Board  ; fraternal  organizations ; commun- 
ity projects;  examaination  of  school  child- 


ren; and  state  and  national  projects  such 
as:  cancer.  Red  Cross,  mental  health,  and 
safety  is  urgently  advised.  Too  many 
shun  their  civic  responsibilities  under  the 
excuse  of  preoccupation  with  a busy  prac- 
tice. We  must  take  an  active,  although 
unobtrusive,  interest  in  politics,  under- 
standing the  fundamental  issues  involved, 
and  discussing,  intelligently,  health  legisla- 
tion. The  physician’s  responsibilities  are 
manifold.  The  community  will  reward 
him  adequately  for  services  performed 
outside  the  line  of  duty.  Satisfaction  of 
a job  well  done  carries  its  own  reward, 
one  on  which  the  market  place  denotes  no 
monetary  valuation.  The  practice  of  med- 
icine is  truly  a noble  calling,  in  addition 
to  being  a means  of  livelihood,  and  must 
be  treated  as  such.  Let  us  prove  to  be 
worthy  of  our  ancient  calling  and  in  the 
years  to  come  march  forward  and  attain 
new  heights,  ever  promoting  and  preserv- 
ing the  proud  traditions  of  the  Medical 
Society  of  Delaware. 


CARCINOMA  OF  THE  HEAD  OF  THE  PANCREAS 
A Case  Report,  with  Stress  on  the 
Roentgenographic  Findings 

Christos  S.  Papastavros,  M.D.,* 
Wilmington,  Del. 

Case'^  and  others  have  described  in  de- 
tail the  roentgenographic  findings  in  can- 
cer of  the  pancreas.  Here  we  will  briefly 
review  these  findings  and  report  a case 
which  had  none  of  the  so-called  classical 
findings  of  pancreatic  tumors. 

The  patient,  a 31  year  old  colored  fe- 
male, entered  the  Delaware  Hosp’^il  cn 
3-13-54  with  complaints  confined  .,0  her 
G.  T.  tract  since  June  1953.  At  that  time 
she  developed  “nervous  stomach”.  She 
felt  a “knotty  feeling”  in  the  epigastrium 
when  she  was  emotionally  upset.  In  Sep- 
tember, 1953,  she  noted  a gradual  onset 
of  dull  epigastric  pain  radiating  to  the 
R.  V.  A.  and  right  scapula.  This  occurred 
intermittently  3-4  times  a day,  and  sub- 
sided spontaneously.  In  October  1953  the 
pain  became  more  sharp  and  more  wide- 
spread in  the  R.  U.  Q.,  radiating  to  the 
right  flank  and  back.  For  the  first  time 
she  noted  a slight  change  in  her  bowel 
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habits,  interchanging  diarrhea  and  consti- 
pation requiring  laxatives.  She  also  had 
slight  nausea  with  the  pain,  but  no  vomit- 
ing. In  January,  1954,  the  pain  became 
crampy  and  it  spread  all  over  the  upper 
abdomen.  She  lost  13  lb.  in  6 months.  The 
pain  had  no  relation  to  meals.  Her  appe- 
tite remained  good  and  there  was  no  G.  I. 
bleeding,  no  acholic  stools,  no  fever,  no 
chills,  and  no  tenesmus. 

Physical  examination  was  negative  ex- 
cept for  tenderness  most  marked  in  the 
R.  U.  Q.  The  examining  intern  remarked 
that  “there  seems  to  be  a R.  U.  Q.  mass, 
which  may  be  liver  but  the  patient  will 
not  relax.”  Numerous  other  doctors  v/ho 
examined  the  patient  failed  to  confirm  the 
intern’s  impression.  Laboratory  studies 
showed  urobilinogen  positive  to  1 :40  dilu- 
tion on  one  occasion.  Benzidine  and 
guaiac  tests  were  also  positive  only  once. 
Mezzini  negative.  Liver  tests;  bromsul- 
falein  12%,  and  cephalin  floe.  3 in  48 
hours.  Glucose  tolerance  was  not  done. 
R.B.C.  3. 1-3. 5 mil.  Hb.  6.6;  reached  12.2 
gm.  after  blood  transfusion.  Hemotocrit 


FIG.  1 

Studies  made  on  3-17-54  show  a normal  cap 
and  duodenal  loop.  (Delaware  Hospital) 


25%  ; W.B.C.  6300-8200,  with  normal  dif- 
ferential. Sickling,  negative. 

Upper  G.  I.  studies  (Fig.  1),  barium 
enema,  and  gall  bladder  studies  were  neg- 
ative. Biopsy  of  the  bone  marrow  showed 
slight  erythopoietic  hyperplasia,  norma- 
blastic  type.  The  bile  was  negative  for 
tumor  cells.  PPD  #1  was  negative. 
Temp.  97.2-101°  F. 

The  patient  signed  herself  out  of  the 
hospital  on  3-31-54  with  no  diagnosis  of 
the  cause  of  the  G.  I.  complaints  and 
anemia.  Following  her  discharge  she  con- 
tinued to  have  the  same  complaints  and 
she  was  seen  in  the  accident  ward  of  the 
Memorial  Hospital  approximately  4 weeks 
prior  to  her  admission  here  on  7-3-54. 
During  her  visits  to  the  surgical  clinic  no 
masses  v/ere  palpable  in  the  abdomen,  and 
no  jaundice  was  noted. 

On  7-3-54  she  was  admitted  to  the  Me- 
morial Hospital  because  of  the  presence 
of  a mass  in  the  R.  U.  Q.  While  in  the 
hospital  she  developed  clinical  jaundice 
without  any  evidence  or  pruritus. 

Physical  examination  at  this  time  re- 
vealed an  extremely  thin,  well  developed 
young  colored  female  with  evidence  of 
weight  loss.  The  abdomen  showed  a non- 
moveable mass  in  the  epigastrium  extend- 
ing down  to  about  4 cm.  above  the  um- 
bilicus in  the  mid  line,  and  over  to  the 
sides  about  4-6  cm.  There  was  right 
C.V.A.  tenderness  and  rather  marked 
spasm  of  the  abdominal  muscles.  The 
other  systems  showed  no  abnormalities. 
Laboratory  studies  showed  an  anemia-7.5 
gm.  W.B.C.  11,200,  with  a normal  differ- 
ential. Alkaline  phosphetase  20.5 ; icterus 
index  33-51  units. 

X-ray  studies  showed  (1)  non-func- 
tional gall  bladder,  (2)  displacement  of 
the  stomach  toward  the  left  side  and  ex- 
trinsic pressure  on  the  first  and  second 
portion  of  the  duodenum  by  a mass  oc- 
cupying the  R.  U.  Q.  and  extending  slight- 
ly beyond  the  mid-line  toward  the  left 
side.  The  duodenal  loop  was  not  enlarged 
and  the  concave  portion  showed  no  evi- 
dence of  distortion  or  flattening  of  the 
mucosal  pattern.  (Fig.  2)  A liver  biopsy 
showed  portal  fibrosis. 
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Operation 

With  these  findings  the  patient  was  ex- 
plored on  7-1954.  Upon  entering  the  ab- 
dominal cavity  “a  firm  solid  mass  was 
easily  visualized  at  the  head  of  the  pan- 
creas, displacing  anteriorly  the  entire  du- 
odenum. This  mass  measured  about  10  x 
10  X 5 cm.  Firm  nodes  were  palpable 
along  the  hepatic  hilus  and  along  the 
splenic  vessels.  No  fixation  of  this  mass 
anteriorly  or  posteriorly.  The  mass  was 
movable  with  the  duodenum.  The  gall- 
bladder was  slightly  larger  than  normal 
and  tense.  The  common  duct  was  dilated. 
The  stomach  was  normal,  as  were  the  du- 
odenum, jejunum,  and  the  rest  of  the  G.  I. 
tract.” 

The  pathological  report  from  the  bi- 
opsy was  adenocarcinoma  of  the  pancreas 
(Dr.  J.  W.  Abbis).  Cholecystojej unostomy 
was  done  and  the  patient  was  discharged 
in  an  improved  condition  on  8-18-54. 

We  are  not  going  to  discuss  here  the 
pathological  characteristics  of  tumors  of 
the  pancreas.  It  suffices  to  say  that  carci- 
noma of  the  pancreas  makes  up  1-2%  of 
all  carcinomas,^  and  that  of  all  pancre- 
atic tumors  65-85%  are  reported  to  in- 
volve the  head.^  As  far  as  primary  pan- 
creatic carcinoma  is  concerned  on  the 
basis  of  origin  four  types  are  differenti- 
ated. 5 

1.  Carcinoma  originating  in  the  pan- 
creatic duct. 

2.  The  tumor  may  start  in  the  acini. 

3.  The  islet  carcinoma  (less  common) . 

4.  Cystadenoma,  usually  developing  in 
the  duct  of  the  tail  of  the  pancreas 
(extremely  rare). 

Carcinoma  of  the  pancreas  predom- 
inates in  males  in  a ratio  of  about  4:1, 
and  occurs  mainly  between  the  ages  of  30 
and  70  years,  the  average  age  being  60 
years. 

Roentgenologic  Findings 

The  x-ray  findings  of  tumors  arising  in 
the  head  of  the  pancreas  have  recently 
been  excellently  summarized  by  E.  P.  Pen- 
dergrass et.  al.  and  usually  affect  the 
stomach  (pyloris  and  antrum)  and  the 
duodenum. ♦ Due  to  pressure  by  the 
tumor  the  “pad”  sign  may  be  produced  on 


the  pylorus  and  antrum.  Forward  dis- 
placement of  the  stomach,  though  it  might 
be  present,  is  not  a classical  sign  and  is 
seen  less  commonly  than  is  believed.  In 
this  particular  case  neither  of  the  above 
signs  was  present.  The  stomach  was  dis- 
placed laterally  toward  the  left  side  by 
the  mass  without  producing  the  “pad” 
sign  or  downward,  upward,  or  forward 
displacement.  The  “pad”  effect  may  be 
seen  in  the  duodenal  bulb  also,  with  the 
bulb  pushed  up,  down,  or  forward.  At 
first  the  pressure  of  the  tumor  on  the  du- 
odenum does  not  affect  the  mucosa,  but 
with  the  use  of  properly  graded  compres- 
sion they  produce  a meniscus  sign.®  If 
the  entire  head  of  the  pancreas  is  enlarged 
the  duodenal  bulb  appears  elevated,  and 
the  descending  portion  of  the  duodenum  in 
a wreath-like  fashion  encircles  the  en- 
larged head  of  the  pancreas  presenting 
the  “C”  sign  in  the  2nd  portion  of  the  du- 


FIG.  2 

Films  made  approximately  six  months  later 
show  lateral  displacement  of  the  stomach  and 
duodenum.  Extrinsic  pressure  on  the  convex 
side  of  the  first  and  second  portion  of  the  du- 
odenum. There  is  no  widening  of  the  loop  and 
no  evidence  of  invasion  of  the  duodenum  by 
the  tumor  mass. 
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odenum.®  The  well  known  inverted  “3” 
sign  in  the  descending  portion  of  the  du- 
odenum is  produced  by  extension  of  the 
tumor  into  the  duodenum. 

Dilatation  of  the  common  duct  produces 
distortion  of  the  duodenal  bulb.  It  affects 
commonly  the  post-bulbar  portion.  It  is  a 
pressure  defect  better  seen  in  the  prone 
right  anterior  oblique  position.^  It  is  a 
very  valuable  sign  in  the  early  diagnosis 
of  pancreatoduodenal  tumors  demonstrat- 
ing a dilated  duct  in  the  pre-icteric  stage. 
The  use  of  cholografin  for  demonstra- 
tion of  the  common  duct  promises  new 
possibilities  in  the  diagnosis  of  these 
tumors. 

In  our  case  none  of  the  above  described 
signs  was  present.  There  was  evidence 
only  of  extrinsic  pressure  in  the  convex 
side  of  the  first  and  second  portion  of  the 
duodenum  with  medial  displacement  of 
the  duodenum.  This  case  somewhat  re- 
sembles the  peculiar  appearance  of  the 
duodenum  described  by  Pendergrass  et. 
al.^  However,  in  our  case,  there  was  no 
evidence  of  involvement  of  the  duodenum 
with  a tumor  as  was  corroborated  by  the 
operative  report. 

The  patient  had  had  complete  G.  I. 
work  and  cholocystograms,  five  months 
prior  to  her  operation,  which  were  en- 
tirely within  normal  limits.  However, 
post-fatty  meal  films  were  not  made  which 
might  have  helped  in  demonstrating  the 
dilatation  of  the  common  duct  in  the  pre- 
icteric  stage. 

Re-examination  at  frequent  intervals  in 
cases  of  G.  I.  complaints  with  clinical  evi- 
dence of  an  organic  disease  may  help  in 
the  early  diagnosis  of  tumors  of  the  pan- 
creas. When  the  so-called  classical  roent- 
genographic  findings  are  present,  resec- 
tion is  usually  impossible.  Several  reports 
show  that  at  least  50%  of  tumors  of  the 
pancreas  are  missed  by  radiologic  studies. 
To  improve  our  score  we  should  train  our- 
selves to  better  utilization  of  techniques 
and  to  a meticulous  search  for  the  very 
early  signs  of  the  disease,  even  if  by  doing 
so  we  have  to  over-read  certain  cases, 
since  only  early  diagnosis  will  increase 
the  five  year  survival  rate. 


Summary 

A case  of  carcinoma  of  the  head  of  the 
pancreas  is  reported  and  the  pertinent 
roentgenographic  findings  of  the  disease 
are  reviewed. 

Grateful  thanks  are  given  to  Dr.  W.  W. 
Lattomus,  of  the  Delaware  Hospital,  for 
permission  to  reproduce  x-rays  made  in 
his  department. 

REFERENCES 

1.  Ackerman  and  Regato;  Cancer  Diagnosis,  Treatment  And 
Prognosis.  'St.  Louis:  C.  V.  Mosby  Company,  1954. 

2.  Beeler.  J.  W.  and  Kirklin,  B.  R.:  Roentgenologic  Find- 
ings Accompanying  Carcinoma  Of  The  Pancreas,  Amer. 
Jour.  Roentgen.  67:576-584  (April).  1952. 

3.  Case.  J.  T. : Roentgenology  Of  Pancreatic  Disease,  Amer. 
Jour.  Roentgen.  44:485-518  (Oct.)  1940. 

4.  Pendergrass,  E.  P.  et.  al.:  Radiol.  62:1-15  (Jan.)  1954. 

5.  Schinz  et.  al.:  Roentgen  Diagnosis.  New  York.  Grune  & 
Stratton,  1954, 


PAPILLARY  CYSTADENOMA  LYMPHOMATOSUM 
(WARTHIN’S  TUMOR)  WITH  A CLINICAL  NOTE 
ON  THE  MANAGEMENT  OF  PAROTID  TUMORS 
IN  GENERAL 

J.  W.  Abbiss,  M.B.,  Ch.B.,* 
and 

John  C.  Pierson,  M.D., 
Wilmington,  Del. 

Tumors  of  the  parotid  gland  form  a 
comparatively  small  segment  of  human 
oncology,  and  of  these  tumors  the  one 
variously  known  as  papillary  cystadenoma 
lymphomatosum,  adenolymphoma,  or  War- 
thin’s  tumor,  comprises  only  some  2-5  per 
cent.  Consequently,  even  in  a busy  sur- 
gical center  this  type  of  tumor  is  seen 
but  rarely,  and  even  such  a prominent 
tumor  pathologist  as  Rupert  Willis^  in  his 
book  “Pathology  of  Tumors”  states  that 
he  has  had  personal  experience  of  only  two 
cases  of  this  lesion.  In  an  extensive  review 
of  the  histogenesis  of  this  tumor  Thomp- 
son and  Bryant-  in  1950  were  only  able 
to  collect  163  cases  from  the  literature  to 
that  date,  and  added  17  of  their  own.  Dur- 
ing the  past  seven  years  three  examples 
of  this  type  of  tumor  have  been  encoun- 
tered at  the  Memorial  Hospital,  and  it  is 
the  purpose  of  this  paper  to  present  the 
most  recent  of  these  cases  with  a brief 
discussion  of  the  lesion  and  to  conclude 
with  some  general  remarks  on  the  hand- 
ling of  parotid  tumors. 

■“Respectively  Director  of  Laboratory  and  Director  of 
Surgery,  Memorial  Hospital. 
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Case  History 

The  patient,  a 56-year-old  white  male, 
was  admitted  to  hospital  complaining  of 
a lump  behind  his  right  jaw  which  had 
been  present  for  approximately  one  year. 
Noticeable  enlargement  of  the  lump  over 
the  three  weeks  prior  to  admission  to  hos- 
pital caused  him  to  seek  medical  advice. 
The  lump  itself  pi-oduced  no  pain  or  other 
ill  effects,  and  the  patient  was  completely 
asymptomatic.  Physical  examination  re- 
vealed a fairly  firm  mass  located  in  the 
parotid  region  on  the  right  side.  This  mass 
was  non-tender  and  was  thought  to  be  a 
tumor  arising  from  the  parotid  gland.  At 
operation  a partial  excision  of  the  right 
parotid  gland,  including  the  tumor,  was 
carried  out,  and  at  operation  it  was  noted 
that  the  tumor  was  partly  cystic.  A mar- 
gin of  apparently  healthy  parotid  gland 
tissue  was  excised  around  the  lesion.  As 
received  at  the  laboratory  the  gross  speci- 
men consisted  of  two  distinct  poidions — 
one  consisting  of  a partially  collapsed, 
soft,  cyst-like  structure  measuring  approx- 
imately 3x2xl.5  cm.  This  cystic  struc- 
ture was  enclosed  by  a thin,  smooth,  shiny, 
fibrous  sheath,  and  at  one  point  this  cap- 
sule was  punctured,  revealing  pinkish- 
white  material.  Section  of  the  structure 
revealed  friable,  white-colored  tissue  at- 
tached to  the  wall  of  a cyst  and  much  of 
the  tissue  was  creamy  in  consistency  and 
appeared  almost  necrotic.  The  second  por- 
tion of  tissue  measured  4 x 3 x 1.5  cm.  and 
was  composed  of  lobules  of  pinkish-white 
tissue  resembling  salivary  gland.  Histolog- 
ical examination  of  the  specimen  (Fig.  1) 
revealed  fragments  of  salivary  gland  tis- 
sue, adjacent  to  which  was  a lesion  com- 
posed of  lymphoid  tissue  showing  well 
marked  lymphoid  follicle  foi’mation  in 
which  there  were  tubular  spaces  lined  by 
a pseudo-stratified  columnar  epithelium, 
giving  the  appearance  of  ducts.  In  some 
areas  these  duct-like  spaces  were  dilated 
to  form  small  cystic  structures,  and  in 
these  the  lining  epithelium  was  flattened. 
The  lumen  of  these  cyst-like  spaces  con- 
tained an  amorphous,  pink-staining  ma- 
terial. These  appearances  were  judged  to 
be  typical  of  papillary  cystadenoma  lym- 
phomatosum,  or  adenolymphoma,  of  the 
parotid  gland. 


FIG.  1 

Photomicrograph  of  parotid  tumor  in  case 
described. 


Discussion 

The  proper  histological  diagnosis  of  this 
tumor  is  important  because,  unlike  many 
tumors  of  the  parotid  gland,  the  adeno- 
lymphoma is  non-malignant.  In  none  of 
the  reported  cases  in  which  the  typical 
histological  criteria,  consisting  of  an  epi- 
thelial stroma  of  duct-like  structures  lined 
by  a pseudo-stratified  cuboidal  or  colum- 
nar epithelium  lying  in  a lymphoid  inter- 
stitial tissue  showing  definite  follicle  for- 
mation, have  been  met,  has  there  been 
any  convincing  evidence  of  malignant 
change.  The  lesion  may  recur,  however, 
if  adequate  removal  is  not  carried  out  at 
the  time  of  operation,  and  rarely  the  le- 
sion may  be  bilateral,  as  was  the  case  in 
one  of  the  examples,  a patient  of  Dr.  John 
Hynes,  seen  at  the  Memorial  Hospital,  to 
be  reported  elsewhere. 

The  lesion  is  interesting  in  that  it  con- 
sists of  two  different  elements,  namely: 
well  differentiated  lymphoid  tissue  with 
lymphoid  follicles,  and  an  epithelial  com- 
ponent consisting  of  duct-like  spaces  lined 
by  pseudo-stratified  columnar  epithelium, 
sometimes  showing  papillary  infoldings 
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and  cyst-like  spaces.  This  combination  of 
epithelial  and  lymphocytic  elements  has 
given  rise  to  considerable  specidation  re- 
garding the  origin  of  the  lesion,  and,  in- 
deed, there  has  been  some  question  as  to 
whether  it  represents  a true  neoplasm.  In 
this  connection  it  is  interesting  to  note 
that  in  Mikulicz’s  disease  the  parotid 
gland,  together  with  other  salivary  glands, 
shows  massive  infiltration  with  lympho- 
cytes. In  the  latter,  however,  there  is  not 
an  accompanying  epithelial  ductal  prolif- 
eration as  is  seen  in  the  adenolymphoma. 
Some  have  doubted  that  the  lesion  arises 
from  the  parotid  gland  proper  and  have 
postulated  that  it  arises  from  some  struc- 
ture outside  of  that  organ.  In  most  cases 
a distinct  fibrous  capsule  can  be  seen  be- 
tween the  parenchyma  of  the  gland  and 
the  tumor  tissue;  and  in  the  major  part 
of  the  tumor  from  the  case  presented  here, 
this  was  the  case,  but  in  some  areas  one 
could  definitely  make  out  direct  continu- 
ity between  glandular  tissue  and  the  tu- 
mor, the  lymphocytes  blending  directly 
with  the  connective  tissue  between  the 
glandular  acini.  In  this  case  at  least  it 
would  seem,  therefore,  that  the  tumor  was 
in  direct  continuity  with  the  gland  and, 
perhaps,  arising  from  it.  Among  the  the- 
ories which  have  been  advanced  concern- 
ing the  histogenesis  of  these  tumors  are 
those  of  Warthin'^  who  considered  them  to 
be  formed  from  aberrant  anlages  of  the 
eustachian  tube;  Kraissl  and  StouD  who 
proposed  the  orbital  inclusion  cyst  theory, 
using  the  observation  that  in  some  ani- 
mals the  parotid  gland  is  developed  from 
a sulcus  in  the  orbital  cavity;  and  Jaffe^ 
who  proposed  the  theory  that  the  tumors 
arise  from  cells  known  as  oncocytes,  which 
are  cells  supposedly  peculiar  to  the  parotid 
ducts.  The  careful  and  extensive  histo- 
genetic  studies  of  Thompson  and  Bryant^ 
however,  appear  to  offer  an  explanation 
for  the  presence  of  the  lymphoid  and  duc- 
tal tissue  in  intimate  contact  within  the 
gland  tissue  proper.  These  authors  studied 
the  developing  parotid  gland  in  human 
embryos  and  many  normal  salivary  glands, 
including  those  from  the  parotid  and  sub- 
maxillary regions.  These  studies  estab- 
lished the  fact  that  in  the  developing  em- 
bryo areas  of  lymphoid  tissue  can  fre- 
quently be  seen  within  the  developing  par- 


otid gland,  and  in  many  instances  this 
lymphoid  tissue  assumes  the  form  of  true 
lymph  nodes.  Similarly,  in  many  of  the 
normal  adult  parotid  glands  lymph  nodes 
could  be  identified,  and  in  some  instances 
parotid  gland  ducts  were  identified  within 
these  lymph  nodes.  A further  observation 
of  interest  in  this  study  was  the  fact  that 
no  lymphoid  nodules  were  found  in  the 
submaxillary  salivary  glands  examined, 
and  this  is,  perhaps,  of  some  significance 
when  it  is  realized  that  few,  if  any,  true 
cases  of  papillary  cystadenoma  lymphoma- 
tosum  have  been  described  as  occurring  in 
this  location.  It  seems  likely,  therefore, 
that  this  tumor  represents  an  excessive 
growth  of  lymphoid  tissue  containing 
gland  ducts,  which  tissues  were  already 
present  within  the  affected  parotid  gland. 

The  foregoing  discussion  of  Warthin’s 
tumor  seems  an  appropriate  point  of  de- 
parture for  summarizing  some  of  the 
more  important  clinical  features  of  paro- 
tid tumors  in  general. 

These,  in  tabulated  form,  might  be  pre- 
sented as  follows: 

I.  Any  visible  or  palpable  swelling 
with  or  without  symptoms  in  the  region 
of  the  parotid  should  be  looked  upon  as  a 
tumor  of  that  gland. 

II.  Such  a tumor  has  a potential,  vary- 
ing between  15  and  25  per  cent,  of  being 
malignant. 

III.  The  true  nature  of  the  tumor  can- 
not be  determined  by  clinical  means  ex- 
cept in  those  cases  where  facial  nerve  pal- 
sy is  present.  (Such  paralysis  is  pathog- 
nomonic of  malignancy) . 

IV.  Watchful  waiting  until  the  tumor 
becomes  large  enough  to  “shell  it  out,”  or 
because  it  has  not  changed  in  size  or 
caused  any  symptoms  over  many  years  is 
not  supported  by  sound  clinical  judgment. 
The  life  history  of  these  tumors  makes 
such  a policy  unintelligent  and  its  adop- 
tion may  compromise  the  possibility  of 
cure  of  a “silent”  cancer. 

V.  The  size  of  the  tumor  bears  no  re- 
lationship to  the  incidence  of  recurrence 
insofar  as  benign  tumors  are  concerned. 
This  is  not  at  all  true  of  malignant  neo- 
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plasms  however. 

VI.  Because  of  the  high  incidence  of 
recurrence  where  extracapsular  enuclea- 
tion is  done,  the  ideal  surgical  manage- 
ment is  via  subtotal  parotidectomy. 

VI I.  Not  only  does  the  conservative 
limited  excision  result  in  higher  recur- 
rence rate  of  benign  tumors,  it  also  re- 
duces the  prospect  for  cure  of  an  unsus- 
pected malignant  tumor. 

VIII.  The  wider  surgical  exposure  ne- 
cessary for  subtotal  parotidectomy  makes 
possible  accurate  identification  of  the  fa- 
cial nerve  and  thereby  lessens  rather  than 
favors  inadvertent  nerve  injury  with  its 
consequent  disfigurement  and  functional 
impairment.  [N.B. — In  a recent  case  the 
procedure  of  superficial  lobectomy  was 
perhaps  fortunate  since  the  lesion  proved 
to  be  a Warthin’s  tumor,  and  this  type 
outranks  all  other  benign  parotid  tumors 
in  terms  of  local  recurrence.] 

IX.  Infiltrating  carcinoma  of  the  paro- 
tid demands  total  parotidectomy  with  sac- 
rifice of  the  facial  nerve.  Slaughter  et  al® 
express  this  opinion  rather  tersely : 
“Temporizing  with  a definite  parotid  can- 
cer is  homicide,  and  the  facial  nerve  must 
be  considered  as  condemned  tissue.  If  the 
surgeon  does  not  take  it,  the  tumor  will 
and  the  rest  of  the  patient  along  with  it.” 

The  above  listed  postulates  represent 
the  beliefs  and  practices  of  those  who 
have  had  an  extensive  experience  with 
this  particular  problem  of  parotid  tumors. 
For  those  of  us  who  encounter  the  prob- 
lem much  less  frequently  these  data  are 
of  immeasurable  value  and  quite  naturally 
influence  our  own  judgment  in  a given 
instance.  Reference  to  the  files  of  the  Sur- 
gical Pathological  Department  at  the  Me- 
morial Hospital  discloses  55  cases  of  paro- 
tid tumor  since  January,  1944.  Of  these,  3 
cases  of  Warthin’s  tumor  are  listed — a 
percentage  incidence  that  parallels  reports 
from  other  sources.'  Frazell’s*  recent  re- 
view of  tumors  of  the  salivary  glands  af- 
fords an  excellent  up-to-date  coverage  of 
this  subject,  and  in  part  has  formed  the 
basis  for  opinions  expressed  in  the  body 
of  this  report.  Other  contributors  to  the 
literature  on  this  subject  that  were  con- 
sulted are  listed  below. 


In  conclusion  we  would  like  to  re-em- 
phasize the  following  points: 

I.  The  importance  of  surgical  aware- 
ness on  the  part  of  both  physician  and 
surgeon  in  all  cases  of  swelling  about  the 
parotid  area — symptomless  or  not — small 
or  large. 

II.  The  necessity  for  accurate,  compe- 
tent histologic  evaluation. 

III.  The  present  trend  toward  routine 
subtotal  parotidectomy  rather  than  local 
enucleation  is  based  on  sound  clinical  con- 
cepts. 
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ABDOMINAL  AORTIC  THROMBOSIS 
PRODUCING  A GOLDBLATT  KIDNEY 

Robert  W.  Frelick,  M.D.,* 
and 

William  D.  Shellenberger,  M.D. 

Wilmington,  Del., 

This  paper  presents  a case  with  an  un- 
usual complication  of  an  uncommon  symp- 
tom-complex produced  by  thrombosis  of 
the  terminal  aorta.  The  latter  is  known 
as  Leriche’s  syndrome  and  is  character- 
ized by  these  symptoms  and  signs : ( I ) 
insidious  onset;  (2)  easy  fatigability  and/ 
or  claudication  of  lower  extremities;  (3) 
sexual  impotence  (unstable  penile  erec- 
tion) ; (4)  absence  of  one  or  both  femoral 
pulsations;  (5)  pallor  of  lower  extrem- 
ities on  standing;  (6)  symmetrical  atro- 
phy of  lowei-  extremities;  (7)  negligible 
oscillometric  readings  of  thighs  and  legs. 

* Attending  Physician  and  Visiting  Physician,  respectively, 
Memorial  Hospital. 
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This  clinical  entity  was  first  defined  by 
Leriche,  a French  surgeon,  in  1940',  and 
further  clarified  by  him  in  1948^  Several 
papers  discussing  necropsy  findings  of 
aortic  thrombosis  preceded  his  papers. 
Welch’s"  collection  of  59  cases  in  1899, 
which  included  both  embolism  and  throo- 


FIG.  1 

Illustration  shows  block  of  aorta 
and  right  renal  artery. 


bosis  of  the  terminal  aorta,  summarized 
all  reports  in  the  literature  to  that  time. 
Seven  were  primary  thrombosis  of  the 
aorta.  The  steadily  increasing  number  of 
articles  about  this  syndrome  indicate  its 
more  frequent  recognition  since  1940. 
Most  of  these  deal  with  surgical  aspects 
or  means  of  diagnosis.  Hypertension  is 
mentioned  frequently  as  a complication  or 
coincident  factor;  however,  the  possibility 
of  its  origin  by  a Goldblatt  kidney  m_ech- 
anism  is  seldom  noted. 

Because  of  the  many  extensive  studies 
of  Leriche’s  syndrome  in  the  literature  de- 
scribing etiology,  incidence,  etc.,  we  have 
minimized  the  discussion  of  them  here. 
Leriche’s''",  Theis’sfi  and  Barnett’s"  papers 
are  recommended  as  excellent  reviews  of 
this  entity. 


Case  Report 

R.  M.,  a 50  year  old  Latvian  clerk  was 
admitted  to  the  Memorial  Hospital  on 
1-12-54  for  study  of  hypertension  and 
treatment  of  a partial  right  hemiplegia  of 
four  days’  duration. 

He  was  first  seen  as  an  office  patient 
one  week  before  hospitalization  complain- 
ing of  a productive  cough  since  being 
hospitalized  7 months  for  pneumonia  in 
Germany  six  years  ago.  Ankle  swelling 
and  dyspnea  resulted  from  stair-climbing 
or  walking  more  than  a block;  there  was 
a 10  lb.  v/eight  loss  in  the  past  two  years. 

The  pertinent  findings  then  were:  (1) 
asthenic  build;  (2)  BP  230/ 126;  (3) 
pulse  108;  (4)  eyegrounds — grade  2 retin- 
opathy; (5)  enlarged  heart;  (6)  course 
basal  rales  posteriorly  bilaterally;  (7)  at- 
rophic testicles. 

During  the  intervening  week  the  pa- 
tient was  digitalized,  sedated,  and  treated 
with  reserpine  and  bed  rest.  He  developed 
a partial  paralysis  of  his  right  upper  ex- 
tremity and  on  the  day  of  admission  be- 
came temporarily  aphasic. 

On  admission  the  physical  findings  were 
essentially  unchanged  from  the  above  ex- 
cept for  the  neurologic  findings  and  high- 
er grade  eyegrounds  with  early  papillede- 
ma. Studies  to  determine  etiology  of  the 
hypertension  were  instituted.  Benzodiox- 
ane  and  regitine  tests  were  interpreted  as 
negative.  Laboratory  examinations  re- 
vealed no  particular  abnormalities:  Hb. 
14  gm;  RBC.  4.78  million;  urine,  sp.  grav. 
1.015,  albumin  1 plus;  WBC.  0-2;  BUN, 
17  (9.5  a week  before  death)  ; serum  cho- 
lesterol, 257  mg  % ; PSP.  8%  in  15  min. 

Meanwhile,  oral  and  intramuscular  hex- 
amethonium,  dibenzalline,  bed  rest,  seda- 
tion, all  had  no  effect  on  the  blood  pres- 
sure. 

The  initial  chest  x-ray  showed  bullous 
cysts  of  both  lungs,  thought  to  be  congeni- 
tal. An  IVP  done  1-19-54  revealed  an  at- 
rophic non-functioning  right  kidney  with 
an  enlarged  left  kidney.  When  cystoscopy 
demonstrated  normal  retrograde  filling  of 
the  right  kidney,  an  aortogram  was  or- 
dered to  see  if  any  congenital  vascular  de- 
fect could  be  producing  a Goldblatt  kidney 
(Fig.  1).  This  procedure  performed  on 
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1- 29-54  revealed  lack  of  filling  of  the  ter- 
minal aorta.  The  diagnosis  of  Leriche’s 
syndrome  then  was  made,  postulating  that 
the  thrombus  had  extended  over  the  orfice 
of  the  right  renal  artery  producing  ische- 
mia and  consequent  hypertension. 

Supplemental  information  then  was 
sought  from  the  patient.  Eliciting  a his- 
tory was  extremely  difficult  since  the  pa- 
tient and  his  family  spoke  very  little  Eng- 
lish. The  patient  stated  he  had  been  prac- 
tically impotent  for  six  years  and  had  not 
had  an  erection  for  three  years.  His  right 
leg  would  tire  on  long-standing  for  the 
past  ten  years.  There  was  no  history  of 
trauma  to  legs  or  abdomen  at  any  time 
nor  complaints  of  leg  cramps  on  walking. 
An  industrial  physical  examination  two 
years  previously  recorded  his  pressure  as 
112/70  sitting,  108  70  standing,  and  a 
pulse  of  108.  Re-examination  of  the  lower 
extremities  demonstrated  that  the  skin 
temperature  was  not  diminished.  The 
femoral  pulses  were  not  palpable.  The 
dorsalis  pedis  was  thought  to  be  faintly 
and  intermittently  palpable  to  one  of  us 
(RWF).  No  BP  could  be  obtained  in  the 
legs.  Oscillometric  readings  of  the  thighs 
were  negligible. 

A repeat  three-phase  aortogram  made 
on  2-14-54  to  confirm  diagnosis  again 
demonstrated  the  thrombosis.  After  con- 
siderable debate,  it  was  decided  to  per- 
form a right  nephrectomy  to  be  followed 
by  a unilateral  sympathectomy.  This 
would  be  a calculated  risk  at  best,  but  his 
condition  was  deteriorating  progressively. 
Before  he  could  be  scheduled,  hov/ever,  a 
pericardial  friction  rub  was  noted  on 

2- 17-54  coincident  with  a marked  drop  in 
blood  pressure  and  complaint  of  right 
shoulder  pain.  An  EKG  was  considered 
practically  diagnostic  of  an  anterior  sep- 
tal infraction.  The  operation  was  de- 
ferred, the  patient  placed  in  oxygen,  given 
anticoagulants,  but  his  condition  progres- 
sively worsened.  A large  bullous  cyst  rup- 
tured in  his  right  lung  and  a hematopneu- 
mothorax  resulted.  He  expired  on  3-17-54. 

The  autopsy  confirmed  the  clinical 
diagnosis  of  Leriche’s  syndrome.  The  aor- 
ta was  the  site  of  advanced  atheromata 
thi-oughout  with  ulceration  and  calcifica- 


tion of  the  intima.  From  the  level  of  the 
right  renal  artery  extending  down  into 
the  common  iliacs  was  a well-organized 
thrombus.  The  right  renal  artery  orfice 
was  obliterated  by  this  clot.  The  right  kid- 
ney weighed  80  gm.,  the  left,  210  gm ; the 
capsules  of  both  stripped  with  some  diffi- 
culty and  the  vessels  of  the  left  were  quite 
prominent.  Histologically,  both  showed  ar- 
teriosclerotic change.  The  right  showed 
marked  fibrosis  with  atrophy  of  parenchy- 
mal tissues.  There  was  some  hyalinazation 
of  the  glomeruli  of  the  left  kidney. 

The  heart  was  enlarged  (520  gm.).  The 
coronary  arteries  were  sclerosed  but 
gave  no  evidence  of  a coronary  occlusion. 
There  was  a fibrinous  pericarditis.  The 
lungs  showed  partial  collapse  of  the  right 
lower  lobe,  and  contained  several  large 
cyst-like  structures.  300cc.  of  blood- 
stained fluid  filled  the  right  pleural  cavity. 
The  brain  showed  no  gross  evidence  of 
thrombosis  or  hemorrhage  despite  ulcera- 
tion and  calcification  of  the  vessels  of  the 
circle  of  Willis. 

Discussion 

As  a rule  the  diagnosis  of  Leriche’s 
syndrome  can  be  suspected  in  a middle 
aged  male  with  a history  of  peripheral 
vascular  symptoms,  with  a fairly  normal 
skin  temperature  and  color  in  comparison 
to  the  leg  complaints,  globar  atrophy  of 
the  legs,  the  lack  of  a stable  penile  erec- 
tion, and  the  absence  of  femoral  pulses.^ 
However,  in  the  patient  under  discussion 
his  presenting  problem  was  a severe  hy- 
pertension with  its  complications.  This, 
plus  the  lack  of  leg  complaints  and  a care- 
less appraisal  of  the  peripheral  and  fem- 
oral pulses,  obscured  the  etiological  diag- 
nosis. The  presence  of  the  abdominal  aor- 
tic thrombus  was  discovered  inadvertent- 
ly through  an  intravenous  pyelogram  done 
as  part  of  a work-up  for  hypertension.  It 
showed  a non-functioning  right  kidney.  In 
evaluating  the  kidney  further  by  arteriog- 
raphy lack  of  filling  of  both  the  abdominal 
aorta  and  the  right  renal  artery  was  dem- 
onstrated. Thus,  the  diagnosis  was  made 
almost  accidentally  by  a method  which 
had  previously  been  urged  only  to  confirm 
the  clinical  impression  or  to  outline  the 
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extent  of  the  thrombus  with  a view  to 
possible  surgery“'^% 

It  was  only  by  pointed  questioning  ret- 
rospectively that  some  of  the  usual  symp- 
toms of  Leriche’s  syndrome  were  elicited. 
The  patient  did  admit  to  mild  weakness 
of  the  legs  for  several  years,  and  for  five 
or  six  years  of  impotence.  He  denied  back 
pain,  a not  infrequent  complaint  in  the 
syndrome.  Atrophy  was  difficult  to  evalu- 
ate because  he  was  extremely  thin.  Al- 
though there  was  some  faint  pulsation  in 
the  right  femoral  area  (in  other  patients 
this  has  been  ascribed  to  the  extensive 
collaterals),  and  the  doralis  pedal  pulses 
were  thought  to  be  palpable  once  or  twice, 
the  patient  was  found,  also  in  retrospect, 
to  have  the  absent  blood  pressure  in  the 
legs.  This  is  almost  always  noted  with  the 
syndrome.  Impotence  is  not  universally 
described  but  the  peripheral  vascular 
symptoms  are.  They  frequently  terminate 
in  gangrene  of  the  extremities. 

The  absence  of  filling  of  the  right  renal 
artery  suggested  immediately  the  possi- 
bility of  a Goldblatt  kidney  secondary  to 
Leriche’s  syndrome.  Hypertension  is  com- 
monly found  in  thrombosis  of  the  abdom- 
inal aorta  but  it  has  not  been  emphasized 
as  the  initial  finding.  In  one  series  about 
half  of  the  patients  were  hypertensive’®, 
although  Leriche®  states  specifically  that 
the  blood  pressure  is  most  commonly  nor- 
mal. Terminal  severe  hypertension  has 
been  frequently  reported’’®’®.  The  hyper- 
tension is  usually  thought  to  be  part  of 
the  same  generalized  vascular  disease 
which  predisposes  to  the  thrombus  forma- 
tion’. In  this  particular  case  the  question 
was  raised  whether  the  hypertension 
might  be  secondary  to  the  aortic  occlusion 
alone,  as  happens  in  coarctation  of  the 
aorta.  However,  Goldblatt®  has  pointed 
out  that  occlusion  of  the  aorta  below  the 
renal  arteries  is  not  associated  with  hyper- 
tension experimentally,  and  Leriche’s  syn- 
drome is  frequently  encountered  without 
hypertension. 

The  literature  suggests  the  possibility  of 
hypertension  secondary  to  extension  of 
the  thrombus  proximally  in  the  aorta  so 
that  it  occludes  the  orifice  of  the  renal 
arteries®’’’”.  One  author  referred  to  the 


development  of  a Goldblatt  kidney  but  he 
gave  no  details’.  Another  described  the 
pathology  but  did  not  relate  the  hyper- 
tension to  the  thrombus®. 

Goldblatt’s  original  experiments  with 
dogs  pointed  out  the  necessity  for  con- 
striction of  both  renal  arteries  in  order 
to  achieve  a sustained  hypertension’.  Uni- 
lateral compression  caused  persistent  hy- 
pertension only  if  the  opposite  kidney  was 
abnormal.  In  man,  however,  Abeshouse® 
and  Goldblatt®  mention  the  development  of 
hypertension  after  unilateral  renal  vascu- 
lar occlusion  either  within  the  renal  ar- 
tery or  from  an  aortic  thrombus  occluding 
the  orifice  of  the  renal  artery.  Neither  au- 
thor presents  a specific  case  of  aortic 
thrombus  but  Abeshouse  refers  to  a pa- 
tient of  Ronald  and  Leslie’s.  Goldblatt 
noted  that  nephrectomy  has  cured  hyper- 
tension of  unilateral  renal  origin  (second- 
ary to  thrombus  or  embolus  in  the  renal 
artery).  Thus,  the  original  concept  that 
only  bilateral  renal  involvement  could  pro- 
duce persistent  hypertension  is  apparently 
not  necessarily  true  for  man’”.  Less  vas- 
cular disease  has  occasionally  been  dem- 
onstrated in  the  ischemic  kidney  than  in 
theonev/ith  an  obstructed  blood  supply®’’". 
This,  however,  does  not  seem  to  be  a con- 
stant finding. 

A Goldblatt  type  of  kidney  was  suspect- 
ed in  our  patient  because  of  hypertensive 
history  of  not  more  than  1-2  years  dura- 
tion and  because  his  hypertension  was  se- 
vere and  unresponsive  to  medical  manage- 
ment. Also,  an  aortic  dye  study  failed  on 
two  occasions  to  reveal  the  right  renal  ar- 
tery. The  post-mortem  examination  dis- 
closed an  atrophic  right  kidney  with  its 
renal  artery  occluded,  plus  increased  vas- 
cular disease  in  the  left  kidney  as  further 
evidence  for  the  renal  origin  of  the  hyper- 
tension. It  is  assumed  that  the  renal  ar- 
tery block  occurred  slowly  over  a period 
of  time,  as  is  usual  in  the  development  of 
the  thrombus  in  Leriche’s  syndrome. 

Sympathectomy  for  our  patient’s  hyper- 
tension was  advised  by  several  consult- 
ants but  Goldblatt®’’  points  out  experi- 
mentally that  “renal”  hypertension  is  not 
helped  by  sympathectomy  and  Goodman’" 
reports  its  failure  clinically.  The  hyper- 
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tension  tends  to  be  severe  and  rapidly 
progressive.  Removal  of  the  kidney  might 
have  helped  the  patient'’  *'  but  unfortunate- 
ly his  condition  deteriorated  too  rapidly 
to  attempt  any  surgery. 

Surgical  treatment  of  the  thrombus  of 
the  terminal  aorta  has  included  removal 
of  the  thrombosed  section  of  the  aorta, 
proximal  ligation  of  the  aorta,  use  of  the 
splenic  artery  as  a bypass,  replacement  of 
the  thrombosed  segment  by  a vascular 
graft,  and  sympathectomy  (of  various 
types)  Leriche  has  emphasized  the 

value  of  ligating  the  aorta  to  prevent  ex- 
tension of  the  clot  to  the  level  of  the  renal 
arteries.  Sympathectomy  is  done  chiefly  to 
improve  collateral  circulation  and  it  may 
be  combined  with  the  more  direct  surgical 
approaches.  Removal  of  the  thrombosed 
segment  of  the  aorta  and  replacement  by 
a vascular  graft  is  probably  the  present 
treatment  of  choice  for  Leriche’s  syn- 
drome'®. In  the  case  under  discussion 
such  a procedure  would  probably  not  have 
helped  the  patient’s  chief  complaint,  his 
hypertension.  Furthermore,  since  he  was 
so  critically  ill  and  since  he  had  minimal 
leg  symptoms,  such  efforts  to  improve  the 
peripheral  circulation  did  not  seem  indi- 
cated. 

This  patient’s  chest  complications  in- 
cluding the  final  hemo-  and  pneumothorax 
from  a ruptured  pulmonary  cyst,  had  lit- 
tle to  do  with  his  primary  disease  except 
for  its  influence  on  his  general  condition. 
The  hemorrhagic  pericarditis  which  sim- 
ulated an  infraction  both  clinically  and 
electrocardiogi’aphically  would  also  under 
other  circumstances  be  worthy  of  further 
note. 

In  general,  thrombosis  of  the  abdominal 
aorta  has  been  related  to  arteriosclerosis 
with  the  formation  of  sclerotic  plaques^ 
However,  in  some  cases  of  Leriche’s  syn- 
drome the  etiological  process  seems  to  be 
an  active  inflammatory  aortitis  often  com- 
plicated by  marked  reaction  about  the 
aorta,  making  surgical  treatment  difficult. 
In  the  case  under  discussion  the  postmor- 
tem findings  were  compatible  with  an  ar- 
teriosclerotic origin. 


Summary 

A case  is  presented  of  a fifty  year  old 
man  whose  admitting  diagnosis  was  cere- 
bro-vascular  accident,  secondary  to  a se- 
vere (malignant  type)  of  hypertension. 
The  origin  of  the  hypertension  appeared 
to  be  a Goldblatt  kidney;  the  renal  lesion 
was  the  result  of  an  aortic  thrombus 
which  obstructed  the  right  renal  artery, 
as  well  as  completely  occluding  the  aorta. 
This  aortic  thrombosis  caused  fewer  peri- 
pheral vascular  complaints  than  are  usual 
in  Leriche’s  syndrome. 
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PLUMMER-VINSON  SYNDROME 
Report  of  Case  Treated  Surgically 

Alan  Iddles,  M.D.* 
Wilmington,  Del. 

The  Plummer- Vinson  syndrome  is  a 
condition  characterized  by  the  triad  of 
dysphagia,  hypochromic  anemia,  and 
glossitis.  The  literature  on  the  subject  is 
somewhat  scanty  and  is  confusing  as  to 
the  etiology  and  pathogenesis.  It  is 
claimed  by  some  that  the  dysphagia  is 
primary,  and  the  anemia  and  glossitis  are 
secondary  manifestations  caused  by  iron 
and  vitamin  deficiencies.--'  Others  claim 
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that  the  iron  and  vitamin  deficiencies  are 
primary  and  that  the  dysphagia  is  sec- 
ondary.-'^-^  Concerning  the  dysphagia, 
some  consider  this  to  be  caused  by  an  or- 
ganic lesion,  a congenital  or  acquired  fold 
or  web  producing  stenosis  at  or  just  be- 
low the  pharyngo-esophageal  junction,® 
while  others  attribute  the  dysphagia  to 
a functional  spasm  similar  to  achalasia 
of  the  cardia.®  Other  frequent  findings  in 
this  syndrome  are  cheilosis  and  keratoses, 
caused  presumably  by  vitamin  deficiencies, 
and  splenomegaly,  the  cause  of  which  is 
unknown^’® 

It  seems  likely,  after  a perusal  of  the 
literature  and  after  experience  with  the 
case  reported  here,  that  both  theories  as 
to  etiology  and  pathogenesis  and  as  to  the 
nature  of  the  dysphagia  are  correct,  one 
theory  correct  in  some  cases  and  the  sec- 
ond theory  in  others. 

The  treatment  usually  consists  of  dila- 
tation of  the  stenosed  area  via  esophago- 
scope  and  improvement  of  nutrition  with 
an  adequate  diet  supplemented  by  iron 
and  vitamins.®’®-® 

The  above  brief  discussion  will  suffice 
to  point  out  the  disagreement  as  to  the 
nature  of  this  syndrome,  a disagreement 
which  cannot  be  resolved  by  further  dis- 
cussion in  the  present  limited  state  of  our 
knowledge.  The  primary  purpose  of  this 
paper  is  to  report  a case  of  the  Plummer- 
Vinson  syndrome  successfully  treated  by 
surgery,  in  which  the  dysphagia  was  al- 
most certainly  caused  by  a functional 
spasm  at,  and  for  a short  distance  below, 
the  pharyngo-esophageal  junction.  The 
author  has  been  unable  to  find  a report 
in  the  literature  of  another  case  treated 
in  this  fashion. 

Case  Report 

C.  S.,  Hospital  #101,473,  a 43  year  old 
white  married  female  was  admitted  to  the 
Memorial  Hospital  on  July  10,  1953  with 
the  chief  complaint  of  progressive  diffi- 
culty in  swallowing  for  15  years.  Prior 
to  this  admission  she  had  been  seen  sev- 
eral times  as  an  outpatient  and  had  had  a 
brief  admission  for  esophagoscopy.  At  the 
time  of  the  present  admission  she  had  ex- 
treme difficulty  in  swallowing  anything 
except  liquids.  Even  when  she  drank  water 


she  would  have  to  swallow  two  or  three 
times  in  order  to  get  down  one  small 
mouthful.  She  could  eat  soft  foods  if  she 
chev/ed  them  thoroughly  and  swallowed 
them  in  small  amounts,  although  there 
were  times  when  she  was  unable  to  swal- 
low any  solid  food  at  all.  There  was  no 
history  of  weight  loss,  since  she  spent  a 
great  deal  of  time  in  eating,  in  order  to 
ingest  sufficient  calories.  There  was  no 
history  of  ingesting  any  caustic  substance. 
She  had  sought  medical  advice  previously, 
when  the  dysphagia  was  not  so  severe  and 
was  told  that  her  swallowing  difficulty 
was  caused  by  a goiter.  She  stated  that 
she  tended  to  be  “nervous”,  excitable, 
easily  upset,  and  anxious.  She  gave  a his- 
tory of  soreness  of  the  tongue,  almost  con- 
stantly for  15  years,  vdth  particular  irri- 
tation by  any  spicy  food  or  alcohol. 

Past  history  revealed  that  for  15-20 
years,  she  had  supposedly  had  pernicious 
anemia,  and  a gastric  analysis  a number 
of  years  ago  was  said  to  show  anacidity. 
She  was  treated  for  years  with  liver  in- 
jections and  more  recently  with  vitamin 
B^®  three  times  per  week,  but  had  had  no 
treatment  for  two  months  prior  to  admis- 
sion. Two  years  ago  she  had  multiple 
transfusions  and  a D & C because  of  men- 
orrhagia with  anemia.  She  has  had  no 
menses  since  that  time. 

Social  history  revealed  that  the  pa- 
tient’s husband  has  been  in  a mental  insti- 
tution for  18  years  as  a result  of  an  acci- 
dental injury,  and  that  the  patient  has 
therefore  had  the  burden  of  supporting 
and  raising  their  two  children. 

Examination  disclosed  a slender,  intel- 
ligent white  female,  in  no  distress,  but 
with  an  anxious  facies.  The  tongue  was 
smooth,  with  atrophic  papillae  and  slight 
reddening.  There  v/as  a questionable  en- 
largement of  the  thyroid  isthmus,  but 
definitely  no  enlargement  of  sufficient  de- 
gree to  cause  pressure  on  the  trachea  or 
esophagus.  There  were  no  keratoses, 
cheilosis  or  splenomegaly.  The  cardiovas- 
cular system  was  essentially  normal,  as 
was  the  remainder  of  the  physical  exam- 
ination. 

Various  investigations  disclosed  the 
following : 

1.  Hemoglobin  8.5  gm. ; RBC 
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3,280,000.  Several  other  blood  counts 
showed  a similar  hypochromic  anemia. 
The  bone  marrow  was  essentially  normal. 
There  was  thus  no  evidence  of  pernicious 
anemia. 

2.  Esophagoscopy  (done  June  14, 
1953  on  a brief  previous  admission) 
showed  a practically  complete  annular 
stenosis  of  the  esophagus  just  below  the 
level  of  the  cricoid.  A probe  or  dilator 
could  not  be  passed. 

3.  Barium  swallow  (done  April  24, 
1953  as  an  outpatient)  showed  a moder- 
ately severe  benign  stenosis  of  the  upper 
cervical  esophagus  just  below  the  hypo- 
pharynx,  about  three  cm.  long  and  three 
mm.  wide  at  its  narrowest  point.  There 
was  no  evidence  of  an  obstructing  fold  or 
web. 

On  the  basis  of  the  above  studies  and 
the  triad  of  dysphagia,  glossitis  and  hypo- 
chromic anemia,  a diagnosis  of  Plummer- 
Vinson  syndrome  was  made.  It  was  not 
known  for  certain  preoperatively  whether 
the  esophageal  stenosis  was  due  to  an  or- 
ganic lesion  or  represented  a functional 
spasm,  although  the  latter  was  considered 
the  more  likely,  and  there  were  certainly 
enough  emotional  problems  in  her  life  to 
make  a psychically  conditioned  illness  pos- 
sible. Because  of  the  severe  dysphagia 
and  inability  to  perform  dilatation  through 
an  esophagoscope,  it  was  decided  to  ex- 
plore the  cervical  esophagus.  Blood  trans- 
fusions, in  the  amount  of  1000  c.c.  were 
given  preoperatively  to  correct  the  ane- 
mia. 

Operation 

On  July  13,  1953,  after  preliminary 
tracheostomy  to  provide  an  airway  for 
anesthesia,  the  cervical  esophagus  was  ap- 
proached from  the  left  side,  with  skin 
flaps  formed  so  that  an  esophagoplasty 
could  be  done  if  it  should  be  necessary  to 
resect  a portion  of  the  cervical  esophagus. 
There  was  no  enlargement  of  the  thyroid, 
but  a small  nodule  in  the  lower  pole  of  the 
left  lobe  was  removed  for  biopsy  and  was 
reported  as  showing  Hashimoto’s  disease. 
The  entire  cervical  esophagus  and  lower 
pharynx  were  exposed  and  appeared  to  be 
of  noi’mal  caliber.  Careful  inspection  and 
palpation  failed  to  reveal  any  evidence  of 


narrowing.  There  were  no  thickening  or 
induration,  no  evident  scar  formation  and 
intraluminal  abnormality  palpable.  It  was 
concluded  that  the  dysfunction  was  on  the 
basis  of  a functional  spasm,  which  had 
completely  disappeared  under  the  influ- 
ence of  anesthesia,  although  an  intralum- 
inal lesion  could  not  be  ruled  out  abso- 
lutely, since  the  interior  of  the  esophagus 
was  not  visible.  It  would  have  been  valu- 
able to  perform  an  esophagoscopy  at  this 
time,  but  unfortunately  the  services  of  an 
endoscopist  were  not  available  at  that 
moment. 

In  order  to  prevent  esophageal  narrow- 
ing from  muscle  spasm,  on  the  left  lateral 
aspect  of  the  pharynx  and  esophagus,  the 
lower  fibers  of  the  inferior  pharyngeal 
constrictor  muscle,  the  cricopharyngeus 
muscle  and  the  upper  fibers  of  the  esopha- 
geal muscles  were  divided  down  to  the 
mucosa  by  a longitudinal  incision  three 
cm.  long.  This  maneuver  is  similar  to  the 
myotomy  performed  in  the  Ramstedt  py- 
loroplasty, or  that  sometimes  performed 
across  the  esophago-cardiac  junction  for 
achalasia,  and  should  prevent  further 
spasm  by  interrupting  the  continuity  of 
the  musculature.  A #24F  male  urethral 
catheter  was  inserted  through  the  nose 
and  down  the  esophagus  beyond  the  point 
of  muscle  division  for  postoperative  feed- 
ing purposes.  The  wound  was  closed  and 
the  patient  was  removed  from  the  oper- 
ating room  in  good  condition. 

On  the  first  postoperative  day  the  pa- 
tient retained  liquids  through  the  feeding 
tube.  On  the  second  day  the  tube  was  re- 
moved and  the  patient  was  able  to  swal- 
low liquids  without  difficulty.  By  the  7th 
day  the  patient  was  eating  a full  diet 
without  difficulty  and  with  much  relish  for 
the  first  time  in  many  years.  Supplements 
of  iron  and  vitamins  were  given  to  correct 
any  existing  deficiencies.  A barium  swal- 
low on  July  22  (9th  day)  showed  improve- 
ment over  the  preoperative  appearance, 
with  a lumen  about  one  centimeter  in  di- 
ameter being  demonstrated  at  the  site  of 
previous  stenosis.  The  patient  was  dis- 
charged on  July  23  (10th  day)  to  be  fol- 
lowed as  an  outpatient.  She  was  in- 
structed to  take  iron  and  vitamins  at 
home. 
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Follow-up  barium  swallow  on  June  28, 
1954,  almost  one  year  after  operation, 
disclosed  an  adequate  esophageal  lumen 
with  no  indication  of  the  stenosis  demon- 
strated in  April  1953.  On  June  29,  1954 
a blood  count  showed  hemoglobin  13  gm. 
and  RBC  4,490,000.  The  patient  remains 
asymptomatic  as  far  as  swallowing  is  con- 
cerned, but  her  “nervousness”  is  still 
present. 

It  remains  to  be  seen  whether  the  op- 
eration will  eventuate  in  an  esophageal  di- 
verticulum in  this  patient. 

Summary 

1.  The  controversy  regarding  the  eti- 
ology and  pathogenesis  of  the  Plummer- 
Vinson  syndrome  (the  triad  of  dysphagia, 
glossitis  and  hypochromic  anemia)  has 
been  briefly  discussed. 

2.  The  usual  method  of  treatment  is 
esophageal  dilatation,  adequate  diet,  and 
supplements  of  iron  and  vitamins. 

3.  A case  is  presented  in  which  the 
stenosis  of  the  upper  cervical  esophagus 
was  so  marked  that  endoscopic  dilatation 
was  impossible,  and  dysphagia  was  so  se- 
vere as  to  preclude  adequate  oral  intake. 
The  stenosis  was  found  to  be  caused  by 
muscle  spasm,  an  achalasia  like  that  seen 
at  the  esophago-cardiac  junction. 

4.  Successful  surgical  treatment  was 
accomplished  by  a left  lateral  myotomy  of 
the  lower  pharynx  and  upper  esophagus 
similar  to  a Ramstedt  pyloroplasty. 

5.  Follow-up  one  year  after  operation 
reveals  complete  absence  of  dysphagia, 
correction  of  the  anemia,  and  an  adequate 
esophageal  lumen  demonstrated  by  barium 
swallow. 

6.  The  possibility  of  an  eventual 
esophageal  diverticulum  as  a result  of  the 
myotomy  must  be  kept  in  mind. 
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INTRAMUSCULAR  TRYPSIN 
Its  Effect  in  83  Patients  With 
Acute  Inflammatory  Disorders 

Harold  T.  Golden,  M.D., 
Herkimer,  N.Y. 

The  recent  introduction  of  trypsin  into 
clinical  use  has  made  available  to  the 
physician  a long-sought  easy  and  rapid 
treatment  for  the  management  of  local 
inflammation  and  associated  edema. 
Trypsin  has  been  used  topically  in  various 
types  of  v,^ounds  to  debride  necrotic  tis- 
sues by  proteolytic  action,  and  thus  pro- 
mote healing.^  Solutions  of  trypsin  have 
been  injected  into  closed  cavities-  to  lyse 
viscous  exudates,  and  inhalations  of  tryp- 
sin® have  been  used  to  liquefy  tenacious 
mucus. 

Being  aware  of  the  proteolytic  effects 
of  trypsin,  Innerfield  et  ah  attempted  to 
utilize  this  function  to  break  down  blood 
clots.  They  used  high  dose  levels  by  the 
intravenous  route  experimentally  in  ani- 
mals and  clinically  in  humans.  They  ob- 
served that  the  swelling,  pain,  and  other 
signs  and  symptoms  of  thrombophlebitis 
subsided  rapidly  on  trypsin  therapy,  well 
before  the  clot  subsided.  These  observa- 
tions were  confirmed  by  Laufman  and 
Roach®  who,  in  a controlled  series,  com- 
pared anticoagulant  treatment  with  tryp- 
sin treatment  of  thrombophlebitis.  They 
found  that  the  inflammatory  symptoms 
abated  in  one-half  the  time  or  less  on  tryp- 
sin as  compared  to  anticoagulants,  but  the 
veins  remained  palpable  for  as  long  after 
trypsin  thereapy  as  after  the  use  of  anti- 
coagulants. 

Continued  studies®  demonstrated  that 
considerably  smaller  doses,  as  low  as  10 
mgm.  intravenously,  were  as  effective  as 
the  high  doses  previously  reported^  In 
the  course  of  these  studies  a preparation 
of  trypsin  in  sesame  oil  was  first  tried  by 
the  intramuscular  route.  Good  to  spec- 
tacular subsidence  of  inflammatory  symp- 
toms was  reported. 

It  is  the  purpose  of  this  report  to  pre- 
sent clinical  data  and  observations  con- 
firming the  safety  and  efficacy  of  intra- 
muscular trypsin  in  the  treatment  of  a 
wide  variety  of  acute  inflammatory  dis- 
orders. 
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TABLE  I 

Inflammatory  Conditions  Treated  with  Intramuscular  Trypsin 


Number 

Number 

Average  No. 

Disease 

of 

of 

of 

Comments 

Cases 

Injections 

Injections 

Herpes  zoster 

2 

2,3 

2 

Pain  gone  in  8 hours.  Lesions 
rapidly  involuted. 

Psoriasis 

3 

5,12,10 

9 

2 cases  with  inflammatory 
lesions  had  complete  disap- 
pearance of  inflammation  in  5 
days.  No  effect  on  psoriatic 
lesions. 

Atopic  dermatitis 

3 

3,4,5 

4 

Rapid  healing  without  topical 
applications. 

Sycosis  barbae 

1 

4 

4 

Healed  on  6th  day. 

Folliculitis  with 
cellulitis 

1 

6 

6 

A severe  case.  All  lesions 
healed  on  8th  day. 

Varicose  eczema 

1 

8 

8 

2 years  duration.  Healed  in  15 
days,  disappearance  of  associ- 
ated superficial  thrombus. 

Cellulitis 

/ 

4 

4, 7,6,3 

5 

All  healed  in  less  than  1 week 
without  local  treatment  or  an- 
tibiotics. 

Carbuncle 

3 

5,10,7 

7 

Fever  absent  in  12-36  hours — 
no  incisions  made.  Necrotic 
areas  lysed  in  3-6  days. 

Furuncle  (single 
and  multiple) 

3 

2,2,5 

3 

Rapid  disappearance  of  rubor 
and  induration.  No  incisions. 
Serous  instead  of  thick  exu- 
date. 

Tenosynovitis 

1 

4 

4 

Afebrile  in  24  hours.  Late  in- 
cision and  di’ainage  on  3rd 
day,  serous  consistency  to  exu- 
date. 

Abscess  of  finger 

1 

2 

2 

Incised  on  second  day,  after 
disappearance  of  pain  and 

rubor. 

Hand  infection  (cellu- 
litis) 

1 

3 

3 

Rapid  relief  — 1 day. 

Palmar  abscess 

1 

2 

2 

Incision  delayed  for  2 days  — 
relief  of  pain  in  18  hours  (be- 
fore incision). 

Peritonsillar  abscess 

1 

4 

4 

Disappearance  of  pain  and 
fever  and  part  of  edema  in  24 
hours.  Never  drained.  Healed 
on  5th  day. 

I’erialveolar  abscess 

1 

1 

1 

Persistent  swelling  of  jaw  of 
6 days’  duration  disappeared 
24  hours  after  trypsin. 

Axillary  lymphadenitis 

2 

2,5 

4 

Incisions  delayed  until  third 
day  when  exudate  was  mark- 
edly thinned.  No  pain  10  hours 
after  trynsin. 

Acute  inguinal 
lymphaflenitis 

1 

4 

4 

A large  gland  disappeared  in 
5 days  without  incision. 

Chronic  pyelitis 

1 

3 

3 

No  improvement. 

Acute  thrombophlebitis 

8 

6,5,3,8,10 

6,1,8 

6 

All  afebrile  in  12-24  hours 
with  disappearance  of  pain  in 
same  period.  Disappearance  of 
induration  in  4 to  12  days. 

Acute  monoarticular 
arthritis 

1 

4 

4 

Rapid  (1  day)  subsidence  of 
acute  signs  after  failure  with 
three  intra-articular  injections 
of  hydrocortisone. 

Acute  subdeltoid 
bursitis 

4 

5,2,3, 1 

3 

All  acute  symptons  were  usual- 
ly gone  in  12-18  hours.  Dra- 
matic relief. 
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TABLE  I 

Inflammatory  Conditions  Treated  with  Intramuscular  Trypsin 


Number 

Number 

Average  No. 

Disease 

of 

of 

of 

Comments 

Cases 

Injections 

Injections 

Chronic  suppurative 
olecranon  bursitis 

1 

12 

12 

Thinning  of  exudate  with  com- 
plete healing. 

Acute  bronchitis 

10 

1,3,5,2,6,7, 
1, 2,2,1 

3 

Expectorants  withheld.  Symp- 
toms all  abated  more  rapidly 
than  with  previous  treatment 
with  expectorants  and  antibi- 
otics. 

Chronic  bronchitis 

2 

3,10 

6 

Liquefaction  of  sputum,  rapid 
diminution  in  cough  frequency 
in  both  cases. 

Acute  bronchial 
asthma 

\y' 

8 ' 

1,1, 1,1, 2, 
2,3,1 

1 

Dramatic  improvement — slow- 
er relief  from  paroxysm  than 
with  epinephrine  — but  perm- 
anent and  no  side  effects. 

Chronic  bronchial 
asthma 

14 

3,3,3,12,5,6, 

9,2,22,4,12, 

4,12,4 

7 

All  cases  improved  slowly  over 
a period  of  5 to  15  days  on 
single  daily  injections.  Lessen- 
ing of  cough  and  orthopnea, 
thinned  secretions. 

Cough  following 
atypical  pneumonia 

y 

1 

2 

2 

Still  had  excessive  cough  after 
antibiotics.  Practically  disap- 
peared after  first  injection  of 
trypsin. 

Acute  conjunctivitis 

1 

2 

2 

A severe  case  — asymptomatic 
in  two  days. 

Iritis 

1 

5 

5 

Improved  in  one  day,  healed 
in  five  days. 

Otitis  media 

1 

3 

3 

No  change. 

Materials  and  Procedure 

Parenzyme*,  a suspension  of  crystalline 
trypsin  in  sesame  oil,  each  cc.  containing 
5 mgm.  of  trypsin,  was  used  by  the  intra- 
muscular route  in  this  study.  The  dosage 
employed  was  the  same  in  all  cases 
treated:  2.5  mgm.  of  trypsin  or  0.5  cc.  of 
the  suspension  per  injection  given  deep 
into  the  buttocks.  The  usual  course  of 
treatment  consisted  of  daily  injections  for 
four  days,  followed  by  one  or  two  injec- 
tions a week,  or  as  needed. 

Eighty-three  patients  were  selected  for 
this  study  because  of  definite  evidences  of 
acute  inflammation.  The  disease  processes 
manifesting  acute  inflammation  in  these 
patients  are  varied,  and  are  listed  in  Table 
I. 

In  order  to  determine  whether  or  not 
this  Parenzyme  treatment  had  any  effect 
on  the  blood,  prothrombin  determinations 
by  the  Quick  method  and  coagulation 

♦ Parenzyme:  Medical  Research  Department,  National 
Drug  Company,  Philadelphia. 


times  by  the  Lee-White  method  were  done 
in  the  first  20  patients  treated.  No  sign- 
nificant  changes  from  normal  were  ob- 
served. Repeated  complete  blood  counts 
revealed  no  alterations. 

Results 

The  results  are  tabulated  according  to 
diagnoses,  of  which  there  are  30,  all  with 
inflammation  as  a major  complication. 

In  the  dermatologic  conditions,  it 
should  be  noted  that  only  those  with  an 
inflammatory  component  are  included, 
and  that  in  psoriasis,  for  example,  the 
lesions  were  not  changed  though  the  in- 
flammatory process  subsided. 

One  arthritic  patient  is  reported  whose 
acute  joint  symptons  had  not  responded 
to  intra-articular  hydrocortisone.  Several 
other  arthritics,  who  were  not  in  acute 
exacerbation,  did  not  respond  as  well  to 
Parenzyme  as  to  other  treatments. 
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The  bronchitis  and  bronchial  asthma 
patients  remarked  particularly  on  the 
duration  of  the  relief  obtained,  which 
ranged  from  partial  to  complete. 

The  results  in  bursitis  have  been  so 
gratifying  that  a larger  series  is  now  be- 
ing accumulated  and  will  be  reported  at 
a later  date. 


Side  Effects 

Pain  of  short  duration  and  some  indur- 
ation at  the  site  of  injection  have  been 
the  only  reactions  observed  and  found  to 
occur  in  about  one-third  of  the  patients. 
In  some  instances  these  reactions  re- 
sembled local  allergic  manifestations,  and 
usually  occurred  after  4-5  injections,  most 
frequently  when  the  injections  were 
spaced  at  weekly  intervals.  In  a majority 
of  cases,  repeated  injections  resulted  in 
the  reduction  of  these  allergic  manifesta- 
tions. Only  a few  patients  demonstrated 
an  immediate  local  reaction,  and  in  each 
of  these  instances  the  patient  gave  a his- 
tory of  drug  sensitivity,  usually  to  peni- 
cillin. It  was  considered  advisable  to  dis- 
continue trypsin  therapy  in  one  patient 
because  of  inability  to  control  the  local  re- 
actions. 


Discussion 

In  each  case  the  number  of  injections 
reflects  the  speed  at  which  the  condition 
resolved.  Definite  improvement  could  be 
seen  by  the  third  day  in  every  case  in 
which  Parenzyme  was  helpful.  Those 
cases  where  infection  was  present  were 
treated  with  penicillin,  and  trypsin  was 
added  as  adjuvant  therapy.  (The  speed  at 
which  the  patients  improved  with  the  ad- 
dition of  Parenzyme  was  so  much  greater 
than  with  penicillin  alone,  it  was  felt  the 
antibiotic  did  not  contribute  to  the  rate 
of  recovery  of  the  inflammation?)  In  some 
cases,  penicillin  was  withheld  without  in- 
fluencing the  results ; however,  no  sug- 
gestion is  made  that  the  trypsin  has  an 
antibacterial  effect. 

Of  the  83  patients  included  in  this 
study,  only  2 can  be  classed  as  treatment 
failures : one  case  of  chronic  pyelitis  and 
one  case  of  otitis  media.  In  contrast  to 
the  observations  of  Laufman  and  Roach', 


the  clots  seemed  to  disappear  more  rapidly 
in  the  8 cases  of  acute  thrombophlebitis 
in  this  series  as  compared  to  cases  treated 
in  the  conventional  m^iner  prior  to  the 
advent  of  Parenzyme.;^  The  most  striking 
and  impressive  clinical  effect  is  the  rapid 
subsidence  of  inflammation  and  pain  to 
permit  early  ambulatioiy  These  observa- 
tions are  more  in  accord  with  those  sug- 
gested by  Fisher  and  Wilensky'  following 
their  use  of  intramuscular  trypsin. 

Quick  subsidence  of  inflammation  and 
pain  is  most  important  in  order  to  return 
the  patient  to  full  activitj^(ln  this  group 
of  83  patients,  the  response  to  Parenzyme 
therapy  manifested  by  the  rate  of  re- 
covery, particularly  the  relief  of  pain,  was 
impressive\rhen  compared  to  previous  ex- 
periences with  similar  cases. 


Summary 

1.  Parenzyme,  a suspension  of  crys- 
talline trypsin  in  sesame  oil,  was  used  in 
83  patients  with  inflammatory  states. 

2. (^ Only  two  of  the  83  cases  can  be 
classed  as  treatment  failures?^ 

3.  Side  effects  consisted  of  pain  and 
induration  at  the  site  of  injection  in  about 
a third  of  the  patients,  necessitating  with- 
drawal of  the  drug  from  one  patient. 

4.  (^There  was  a striking  anti-inflam- 

matory effect  and  a rapid  return  of  the 
patients  to  full  productive  activity^ 
Addendum  : Since  the  completion  of  this 

paper,  more  than  two  hundred  cases  have 
been  given  over  a thousand  injections.  The 
results  are  substantially  as  reported  here. 
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BOOK  REVIEWS 

A Manual  of  Tropical  Medicine.  By 
Thomas  T.  Mackie,  M.D.,  Colonel,  M.C., 
A.U.S.  (Retired),  Cleorge  W.  Hunter,  III, 
Ph.D.,  Colonel,  M.S.C.,  U.S.A.,  C.  Brooke 
Worth,  M.D.,  Rockefeller  Foundation.  Sec- 
ond edition.  Pp.  907,  with  304  illustrations, 

7 in  color.  Cloth.  Price,  $12.00.  Philadelphia: 

W.  R.  Saunders  Company,  1954. 

This  is  an  excellently  compiled  text  on 
tropical  diseases  and  tropical  public 
health. 

All  essential  information  is  condensed 
so  that  it  can  be  made  easily  available  to 
the  armed  forces,  the  clinician,  the  field 
worker,  and  the  student  of  tropical  medi- 
cine. As  a matter  of  fact,  v/orld-wide  air 
travel  makes  the  material  in  this  book  of 
everyday  use  to  the  physician  in  all  cli- 
mates. 

Bibliography  has  been  omitted  because 
of  limited  space,  but  this  is  not  actually 
needed  when  one  glances  at  the  large  num- 
ber of  expert  collaborators  who  have  con- 
tributed to  this  volume. 

There  are  twelve  sections,  eight  of  them 
covering  virus,  rickettsial,  spirochetal, 
bacterial,  mycotic,  protozoal,  helminthic, 
and  nutritional  diseases.  Section  IX  de- 
scribes miscellaneous  conditions,  includ- 
ing effects  of  heat  and  certain  medically 
important  animals;  Sections  X and  XI 
cover  medically  important  molluscs  and 
arthropods,  and  Section  XII  describes 
practical  laboratory  diagnostic  methods. 
The  illustrations,  charts  and  photographs 
add  greatly  to  the  clinical  usefulness  of 
this  text  book.  This  manual  is  highly  rec- 
ommended to  every  physician. 


Peripheral  Circulation  in  Man.  Edited 
for  the  Ciba  Foundation,  by  G.  E.  W. 
Wolstenholme,  M.B.,  B.Ch.  and  Jessie  S. 
Freeman,  M.B.,  D.P.H.,  assisted  by  Joan 
Ethering-ton.  Pp.  219,  with  72  illustrations. 
Cloth.  Price,  $6.00.  Boston:  Little,  Brown 
and  Company,  1954. 

This  book  covers  the  proceedings  of  a 
symposium  on  Peripheral  Circulation  in 
Man  which  was  held  in  London,  May  11- 
13,  1953.  Scientists  from  many  centers 
participated. 

The  papers  and  the  extensive  discus- 
sions which  follow  cover  the  methods  for 
studying  blood  flow,  the  changes  in  cii'- 
culation  due  to  exposure  to  cold  or  heat, 
the  actions  of  adrenaline  and  noradrena- 


line on  blood  flow,  the  neurohistology  and 
reflex  control  of  the  circulation  and  the 
effects  of  sympathectomy,  the  significance 
of  cold  agglutinins,  and  the  influence  of 
visceral  activity  on  the  peripheral  circula- 
tion. 

Physiologists  will  find  this  small  volume 
very  informative,  since  the  physiology  of 
the  various  phases  of  human  circulation 
are  primarily  discussed.  This  is  definitely 
not  a book  for  the  general  physician  un- 
less he  has  a particular  interest  in  peri- 
pheral circulation. 


The  treatment  of  active  pulmonary  tu- 
berculosis is  bed-rest  fortified  by  anti- 
microbial medication,  primarily  dihydro- 
streptomycin and  PAS.  Eli  H.  Rubin,  M.D., 
Annals  of  Int.  Med.,  March,  1954. 


CARLETON  C.  FOOKS,  M.D. 

Dr.  Carleton  C.  Fooks,  of  Milford,  died 
in  the  Milford  Memorial  Hospital  on  Sep- 
tember 14,  1954  after  a short  illness.  He 
was  64. 

Dr.  Fooks  was  born  in  Georgetown,  son 
of  the  late  Robert  and  Mary  Cannon 
Fooks.  He  was  graduated  from  the 
Georgetown  High  School,  Mercersberg 
Academy  in  Pennsylvania,  and  University 
of  Virginia,  where  he  obtained  his  B.S. 
degree  in  chemistry.  For  several  years  he 
was  associated  with  the  American  Smelt- 
ing and  Refining  Co.  at  Perth  Amboy, 
N.  J.,  in  the  chemistry  division. 

In  1927  he  obtained  his  medical  degree 
at  Jefferson  Medical  College,  Philadelphia, 
and  began  his  practice  in  Frankford,  Del., 
moving  several  years  ago  to  Milford. 

He  was  a member  of  St.  Paul’s  Episco- 
pal Church,  Georgetown;  Franklin  Lodge 
No.  12,  A.  F.  & A.  M.,  and  of  Hope  Chap- 
ter No.  7,  Royal  Arch  Masons. 

Surviving  are  his  wife,  the  former 
Corinne  Goodwin,  and  one  daughter,  Mrs. 
Robert  Redden,  wife  of  Lt.  Robert  Redden 
of  Fort  Bliss,  Texas. 
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More  Doctors  for  America 

Critics  of  the  medical  profession  who 
have  been  wildly  claiming  an  alleged  short- 
age of  doctoi’s  and  a scarcity  of  teaching 
facilities  will  find  no  comfort  in  the  latest 
annual  report  on  medical  education  in  the 
United  States. 

That  report,  by  the  American  Medical 
Association,  tells  a heartening  story  of 
continued  progress  and  expansion  to  pro- 
duce an  ever-increasing  supply  of  well- 
trained  physicians  dedicated  to  the  wel- 
fare of  their  patients.  Among  the  high- 
lights : 

— The  number  of  doctors  is  at  a 
record  low  ratio  of  one  for  every  730  per- 
sons, a proportion  exceeded  only  by  Israel, 
which  has  an  abnormal  number  of  refugee 
physicians. 

— The  nation’s  medical  schools 
have  record  total  enrollments  and  gradu- 
ating classes  and  the  largest  freshman 
class. 


rials  * 

— Ten  new  four-year  medical 
schools  are  scheduled  to  begin  operation 
within  the  next  five  to  six  years,  and  three 
more  are  under  consideration. 

The  expansion  bears  out  the  opinion  of 
many  medical  education  experts  that  the 
big  problem  in  the  near  future  may  be  a 
shortage  of  well-qualified  applicants  rather 
than  a shortage  of  teaching  facilities. 

Young  people  will  be  interested  that 
only  21  per  cent  of  the  freshmen  entering 
medical  school  last  fall  had  “A”  averages 
in  their  pre-medical  studies,  69  per  cent 
had  “B”  averages,  and  10  per  cent  had 
“C”  averages. 

In  other  w'ords,  they  don’t  have  to  be 
“grinds,”  bookworms  or  Phi  Beta  Kappas 
to  get  into  medical  school.  Most  young 
people  who  have  the  character  and  a sin- 
cere desire  to  serve  their  fellowmen  as 
physicians  have  an  excellent  chance  of  en- 
tering medical  school. 


Vale  et  Ave 

Come  next  December  this  editor  will 
have  been  at  this  desk  39  years.  During 
this  tenure,  the  longest  of  any  state  medi- 
cal editor  in  the  United  States,  we  have 
had  to  deal  with  only  two  printing  firms. 
When  we  succeeded  the  late  Dr.  Albert 
Robin  in  1916,  The  Journal  was  being 
printed  by  the  Star  Publishing  Company. 
This  continued  till  1923,  when  Cann 
Brothers  and  Kindig  became  the  printer, 
and  continued  till  that  firm  dissolved  in 
1931.  The  Journal  then  went  back  to  the 
Star  Publishing  Company  and  remained 
there  till  that  company  abandoned  its  job 
printing  department  last  month. 

So,  with  this  issue  we  come  to  you  from 
the  press  of  William  N.  Cann,  Incorpor- 
ated, Wilmington,  the  lowest  bidder.  Mr. 
Cann’s  previous  successful  experience  of 
eight  years  with  this  medical  publication 
is  our  guarantee  that  it  will  appear  well 
done  and  on  time. 

Vale  Star  et  Ave  Cann. 
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Roentgenographic  pattern  of  colon 

(1)  Ascending  colon  filled. 

(2)  Unsegmented  mass  propelled  through 
transverse  colon. 

(3)  Propulsive  force  follows  mass  through 
descending  colon. 

(4)  Pelvic  colon  reservoir  filled. 


mass  propulsion: 


Reestablishing  Bowel  Reflexes  with  Metamucil® 


Nervous  fatigue,  tension,  injudicious  diet,  failure  to 
establish  regularity,  too  little  exercise,  excessive  use  of 
cathartics — all  factors  which  contribute  to  constipation^ 


Oufficient  bulk  and  sufficient  fluid  form  the 
basic  rationale  of  treatment  of  constipation  with 
Metamucil. 

Metamucil  (the  mucilloid  of  Plantago  ovata) 
produces  a bland,  smooth  bulk  when  mixed 
with  the  intestinal  contents.  This  bulk,  through 
its  mass  alone,  stimulates  the  peristaltic  reflex 
and  thus  initiates  the  desire  to  evacuate,  even  in 
patients  in  whom  postoperative  hesitancy  exists. 

Factors  Contributing  to  Chronic  Constipation 

Such  gentle  stimulation  is  of  distinct  advantage 
in  reeducating  and  reestablishing  those  reflexes 
which  control  bowel  evacuation.  Many  factors 
may  pervert  the  normal  reflexes,  causing  finally 
chronic  constipation.  Among  them  are : nervous 
fatigue  and  tension,  improper  intake  of  fluid, 
improper  dietary  habits,  failure  to  respond  to 
the  call  to  stool,  lack  of  physical  exercise  and 
abuse  of  the  intestinal  tract  through  excessive 
use  of  laxatives. 2 

Correction  of  constipation  logically,  there- 
fore, lies  in  the  suitable  adjustment  of  these  fac- 
tors. The  characteristics  of  Metamucil  permit 
the  correction  of  most  of  these  factors : it  pro- 
vides bulk ; it  demands  adequate  intake  of  fluids 
(one  glass  with  Metamucil  powder,  one  glass 


after  each  dose) ; it  increases  the  physiologic  de- 
mand to  evacuate;  and  it  does  not  establish  a 
laxative  “habit.”  Metamucil,  in  addition,  is  in- 
ert, and  also  nonirritating  and  nonallergenic. 

Dosage  Considerations 

The  average  adult  dose  is  one  rounded  tea- 
spoonful of  Metamucil  powder  in  a glass  of 
cool  water,  milk  or  fruit  juice,  followed  by  an 
additional  glass  of  fluid  if  indicated. 

Metamucil  is  the  highly  refined  mucilloid  of 
Plantago  ovata  (50%),  a seed  of  the  psyllium 
group,  combined  with  dextrose  (50%)  as  a dis- 
persing agent.  It  is  supplied  in  containers  of  4, 
8 and  16  ounces.  Metamucil  is  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association.  G.  D.  Searle 
& Co.,  Research  in  the  Service  of  Medicine. 


1.  Best,  C.  H.,  and  Taylor,  N.  B. ; The  Physiolog- 
ical Basis  of  Medical  Practice;  A Text  in  Applied 
Physiology,  ed.  5,  Baltimore,  The  Williams  & Wil- 
kins Company,  1950,  pp.  579-583. 

2.  Bargen,  J.  A. : A Method  of  Improving  Func- 
tion of  the  Bowel,  Gastroenterology  13 :275  (Oct.) 
1949. 
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about 

46  CALORIES 

per  1 8 gram  slice 


BREAD 


INGREDIENTS 


WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 


Baked  exclusively  FOR  YOU  by 


Under  License  By  National  Bakers  Services,  Inc.,  Chicogo 


ARISTOCRAT  IN  ITS  FIELD 


Audivox,  successor  to  Western  Electric  Hearing  Aid 
Division,  brings  the  boon  of  better  hearing  to 
thousands. 

These  are  the  Audivox  Hearing  Aid  Dealers  who 
serve  you  in  Wilmington.  Audivox  dealers  are 
chosen  for  their  competence  and  their  interest  in 
your  patients’  hearing  problems. 


WILMINGTON  — Audiphone  Company,  Delaware  Trust 
Arcade. 

BALTIMORE,  MARYLAND  — Audiphone  Company,  205 
West  Saratoga  Street,  Tel:  Mulberry  5-0495. 

PHILADELPHIA,  PENNSYLVANIA  — Audiphone  Company, 
1411  Land  Title  Building,  1406  Chestnut  Street,  Tel:  Ritten- 
house  6-8966. 


uaivox 


TRADE  AAARK 


SUCCESSOR  TO 


Wesrern  Electric 


hearing  aid  division 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

I 61380  4 

6-1380  is  Brittingham's  unlisted  telephone  number  for 
the  use  of  doctors  only  . . . Phone  your  prescriptions  to 
us  and  we  will  deliver  them  by  fast  motorcycle  to  any 
point  in  the  city  or  suburbs  . . . No  charge,  of  course! 

BRITTINGHAM’S 

PHARMACY 


MEDICAL  ARTS  BUILDING 
FAIRFAX  SHOPPES 


DELAWARE  TRUST  BUILDING 
EDGEMOOR 
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aristocrat 

Only  a long  tradition  of  breeding  and  cross- 
breeding for  beauty,  size,  and  color  can 
produce  a flower  aristocrat. 

Only  audivox  in  the  tiearing  aid  field  can  trace  an  an- 
cestry that  includes  both  Western  Electric  and  Bell  Tele- 
phone Laboratories,  audivox  lineage  springs  from 
the  pioneer  experiments  of  Dr.  Alexander  Graham  Bell, 
which  were  furthered  by  the  development  of  the  hearing 
aid  at  Bell  Telephone  Laboratories,  and  in  turn,  brought 
to  fruition  by  Western  Electric  and  audivox  engineers. 

Distinctly  an  aristocrat  in  its  field,  audivox , successor 
to  Western  Electric  Hearing  Aid  Division,  brings  the  boon 
of  better  hearing,  and  its  enrichment  of  living,  to  thou- 
sands. With  the  magical  modern  transistor,  with  scientific 
hearing  measurement  and  scientific  instrument  fitting, 
serviced  by  a nationwide  network  of  professionally- 


Hew  Audivox 
audiometer  7DD 
...variety  of 
accessories 
available 

Alexander 

Graham 

Bell 


■vox 


skilled  dealers,  audivox  moves  forward  today  in  a 
proud  tradition. 


Successor  to  Western  £hctnc  Hearing  Aid  Division 


TO  THE  DOCTOR:  If  you  use  or  need  an  audiometer 
there  is  in  every  major  city  from  coast  to  coast 
a career  Audivox  dealer,  chosen  for  his  integrity 
and  ability,  who  will  be  glad  to  show  you  why 
an  Audivox  audiometer  will  serve  you  best. 


123  Worcester  St.,  Boston,  Mass. 

The  Aristocrat  of  Audiometers 
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Karo  Syrup 


.Imun  ideal  milk 


f*  ever  if  infant 

\ 


C orn  Produrts  Refining'  C^ompany 

17  Bn««‘rv  .\ow  York  4.  Y. 


LIGHT  and  dark  Karo 
are  interchangeable  in 
formulas;  both  yield  60 
calories  per  tablespoon. 
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To  produce  gentle,  restful  sleep — or  in  any  of 
more  than  44  clinical  uses — you’ll  find  that  short- 
acting Nembutal  offers  these  advantages: 

1.  Short-acting  Nembutal  (Pentobarbital,  Abbott) 
can  produce  any  desired  degree  of  cerebral  depres- 
sion— from  mild  sedation  to  deep  hypnosis. 

2.  The  dosage  required  is  small — only  about  one- 
half  that  of  many  other  barbiturates. 


3.  Hence,  there’s  less  drug  to  be  inactivated,  shorter 
duration  of  effect,  wide  margin  of  safety  and  little 
tendency  toward  morning-after  hangover. 

4.  In  equal  oral  doses,  no  other  barbiturate  com- 
bines quicker,  briefer,  more  profound  effect. 

Sound  reasons  why — after  24  years’  use — more 
barbiturate  prescriptions  call  for  Nembutal.  How 
many  of  short-acting  Nembutal’s  ^ no  ^ 
44  uses  have  you  prescribed?  LTItIJDIX 


1 185 
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ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

Baynard  Optical 
Company 

Prescription  Opticians 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 

513  Market  Street  723  Market  Street 

900  Orange  Street  Manor  Park 

WILMINGTON,  DELAWARE 

5TH  AND  MARKET  STS. 
WILMINGTON.  DELAWARE 

PARKE 

• 

JOHN  G.  MERKEL 
& SONS 

COFFEE  TEAS 
SPICES  CANNED  FOODS 

y r/^o  i y '^0/  SPu/i/i 

FLAVORING  EXTRACTS 
• 

PHONE  4-8818 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 

7746  Dungan  Rd.,  Phila.  11,  Pa. 

801  N.  Union  Street 
Wilmington,  Delaware 
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e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 


CAPPEAU’ 


Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  6-8537 


Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 


Something  NEW 
is  Cooking 


MORE  muRANCE  NOW  Avmm 


HOW  THESE  AMOUIIIS 
;LP  in  PATINO  ESTATE  TAKES  IN 
ARE  AtCIDENTAELT'KIElED... 


RIEIEO... 


SPECIFIC  BENEFITS  also  for  loss  of  sight, 

LIMB  OR  LIMBS  FROM  ACCIDENTAL  INJURY 

HOSPITAL  INSURANCE  also  for  our  Members 
and  their  Families 


87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 


If  it’s  insurable  tee  can  insure  it 


$4,000,000  Assets 
$20,000,000  Claims  Paid 
52  Years  Old 


Physicians  Casualty  & Health  Ass’ns. 

Omaha  2,  Nebraska 


Which  filter-tip  cigarette  is  the  most  effective? 


In  continuing  and  repeated  impartial 
scientific  tests,  smoke  from  the  new 
KENT  consistently  proves  to  have  much 
less  nicotine  and  tar  than  smoke  from 
any  other  filter  cigarette — old  or  new. 

The  reason  is  Kent’s  exclusive  Mi- 
cronite  Filter. 

This  new  filter  is  made  of  a filtering 
material  so  efficient  it  has  been  used  to 
purify  the  air  in  atomic  energy  plants 
of  microscopic  impurities. 

Adapted  for  use  as  a cigarette  filter, 


it  removes  nicotine  and  tar  particles  as 
small  as  2 10  of  a micron. 

And  yet  KENT’S  Micronite  Filter, 
which  removes  a greater  percentage  of 
nicotine  and  tar  than  any  other  filter 
cigarette,  lets  through  the  full  flavor  of 
KENT’S  fine  tobaccos. 

Because  so  much  evidence  indicates 
KENT  is  the  most  effective  filter-tip 
cigarette,  shouldn’t  it  be  the  choice  of 
those  who  want  the  minimum  of  nico- 
tine and  tar  in  their  cigarette  smoke? 


Kent 


with  the  exclusive  Micronite  Filter 


"KENT"  AND  "MICRONITE"  ARE  REGISTERED  TRADEMARKS  OF  P.  LORILLARD  COMPANY 
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FRAIM’S  DAIRIES 

f^inc€  J9VO 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


A Store  for  . . . 

fjilie  3VtifY<f  ^<m-^C€0€€^ 

LEIBOWITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 

Service 


Keep  the  roses 
in  their  cheeks 
all  winter  long 


HOMOGENIZED 
VITAMIN  D 
MILK 

Look  for  the  Sealtest  trademark 
and  the  red  tile  pattern 
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Enjoy  instant,  plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you’re  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing,  laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


OElAWAKFOWEItEUliHTCO. 


With  an  Automatic  Gas 

WATER  HEATER 
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Lasting  quality 
throughout  the  years 
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AMPLE  PROTEIN 

FOR 

OPTIMAL  GROWTH 


Essential  to  the  NEW  BASIC  CONCEPT  in  infant  feeding 


Accumulating  clinical  studies  are  convincing  evi- 
dence of  the  infant’s  need  for  generous  amounts  of 
protein  for  optimal  tissue  and  motor  development. 

Lactum  supplies  16%  of  its  calories  as  protein, 
providing  an  ample  margin  of  safety  over  the  Recom- 
mended Daily  Allowance  for  infants.  A typical  24- 
hour  Lactum  feeding  for  a 10-pound  infant  provides 
20  Gm.  of  protein — 25%  more  than  the  National 
Research  Council's  Recommended  Daily  Allow- 
ance.* Babies  fed  Lactum®  consistently  show  out- 
standing height-weight  ratios  (see  charts). 

The  generous  amounts  of  natural  milk  protein  in 
Lactum  contribute  to  an  excellent  level  of  satiety. 
Infants  tend  to  have  better  dispositions  and  sleep 
well.  Night  feedings  usually  can  be  discontinued 
earlier. 


As  an  added  safety  factor,  Lactum  contains  suf- 
ficient added  carbohydrate  (Dextri-Maltose®)  to 
spare  protein  and  permit  efficient  fat  metabolism.''^ 

The  natural  nutrients  of  the  whole  milk  in  Lactum 
are  not  manipulated  in  any  manner.  Nothing  is  sub- 
stituted. All  vitamins  and  minerals  are  retained  in 
optimal  amounts.  And  Lactum  formulas  supply 
twice  as  much  vitamin  Be  as  breast  milk. 

Lactum  feedings  are  easy  to  prepare.  One  part  of 
Liquid  Lactum  to  1 part  of  water,  or  1 level  meas- 
ureof  Powdered  Lactum  to2  ounces  of  water,  makes 
a formula  supplying  20  calories  per  fluid  ounce. 

(1)  Jeans,  P.  C.;  In  A.M.A.  Handbook  of  Nutrition,  Ed.  2,  Philadelphia.  Blakiston, 
1951,  p.  275.  (2)  Albanese,  A.  A.:  Pediat.  8:  455,  1951.(3)  Holt.  L.  E..  Jr.,  and  Mc- 
Intosh. In  Holt  Pediatrics,  Ed.  12.  New  York,  Appleton-Century-Crofts,  Inc., 
1953,  pp.  175-178.  (4)  Frost,  I.  H.,  and  Jackson,  R.  L.:  J.  Pediat.  39:  585,  1951.  (5) 
Jackson.  R.  L..  and  Kelly,  H.  G.:  J.  Pediat.  27;  215,  1945. 

*Calculai.ed  on  the  basis  of  a daily  alloivance  of  3.5  Gm.  per  Kg. 


LIQUID 


POWDERED 


Lochimj 


Lactum 

nutritionally  sound  formula  for  infants 
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DO  YOU  KNOW  THIS  MAN? 


jX|ow  many  of  these  peo 
o doctor? 


When 


Let  these  experts  on  relaxing  show  you 
how  to  live  with  HIGH  BLOOD  PRESSURE 


ARKE'DAVIS  speaks  to  the  public... 


IT  people  think  about  doctors  is 
ty  important  to  the  future  of  the 
tice  of  medicine  in  this  country. 

m the  power  and  influence  of 
rtising — the  right  kind  of  adver- 
g — be  employed  to  bring  home 
;ople  what  the  physician  of  today 
really  do  for  them,  if  they’ll  only 
him  the  opportunity? 

rke,  Davis  & Company’s  answer 
ns  question  is  their  "See  Your 
or”  advertising  program  which 
started  twenty-six  years  ago  and 
been  carrying  on  ever  since, 
message  in  this  continuing  series 
lasizes  the  same  major  theme: 
mportance  of  pr  ompt  and  proper 
cal  care. 

) products  are  mentioned;  that 
e province  and  responsibility  of 
ihysician. 


Because  these  messages  are  all  "pic- 
ture stories”  that  dramatize  the  inform- 
ative and  serious  material  they  jiresent, 
they  are  among  the  best-read  adver- 
tisements being  published  today. 
Above  everything  else,  we  try  for 
plausible,  believable  messages  that 
will  nudge  the  reader  into  action 
without  either  raising  false  hopes  or 
scaring  him.  We  want  him  to  have 
not  only  increased  confidence  in  his 
doctor,  but  in  the  jirofessional  back- 
ground and  skill  of  the  pharmacist 
who  fills  the  prescription,  and  in  the 
medicine  itself. 

We  naturally  hope  that  the  reader 
will  come  to  know  and  recognize 
I’arke-Davis  as  a leader  in  a funda- 
mental American  industry,  and  to 
associate  our  name  and  label  with 
manufacturing  skill,  careful  testing, 
and  enlightened  research. 


A program  of  this  kind,  if  it  is  to  do 
the  greatest  good,  must  be  brought 
to  the  attention  of  millions  of  people. 
That  is  why  the  "See  Your  Doctor” 
messages  have  appeared  and  are  cur- 
rently published  in  the  Saturday 
EVENING  POST,  LIFE,  TIME,  NEWSWEEK, 

today’s  health,  and  other  leading 
magazines. 

While  the  broad  problem  is  one 
which  admittedly  challenges  the  skill 
and  resourcefulness  of  many  organi- 
zations that  have  the  interest  of 
Medicine  at  heart,  Parke-Davis  is 
proud  to  ha\e  a part  in  pioneering 
and  developing  a type  of  acKertising 
approach  which  is  proNiiig  increas- 
ingly effective  in  meeting  this  chal- 
lenge. Parke,  Davis  & Company, 
Detroit  32,  Michigan. 
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KARO 

SYRUP 

BELONGS  IN  THIS  PICTURE 

. . . a carbohydrate  of  choice 
in  milk  modification  for  3 generations 


OPTIMUM  caloric  balance — 60%  of  caloric 
intake,  gradually  achieved  in  easily 
assimilable  carbohydrates — is  assured  with 
Karo.  Milk  alone  provides  28%,  or  less  than 
half  the  required  carbohydrate  intake. 

A miscible  liquid,  Karo  is  quickly  dissolved, 
easy  to  use,  readily  available  and  inexpensive. 

A BALANCED  mixture  of  dextrins,  maltose  and 
dextrose,  Karo  is  well  tolerated,  easily 
digested,  gradually  absorbed  at  spaced 
intervals  and  completely  utilized. 


PRECLUDES  fermentation  and  irritation.  Produces 
no  reactions,  hypoallergenic.  Bacteria-free 
Karo  is  safe  for  feeding  prematures, 
newborns,  and  infants — well  and  sick. 

LIGHT  and  dark  Karo  are  interchangeable  in 
formulas;  both  yield  60  calories  per 
tablespoon. 


CORN  PRODUCTS  REFINING  COMPANY 
17  Battery  Place,  New  York  4,  N.  Y. 
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Upjohn 


Depo-Testosterone 

. J Keg.  U.  S.  Pat.  Off.  CYCLOPENTYLPROPIONATE 


Each  cc.  contains: 


Testosterone  Cyclopentylpropionate 

50  nig.  or  100  mg. 

Chlorobutanol 5 mg. 

Cottonseed  Oil q.s. 


50  mg.  per  cc.  available  in  10  cc.  vials 

100  mg.  per  cc.  available  in  1 cc.  and 
10  cc.  vials 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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For  well-tolerated 
therapy  of  such  common 
infections  as: 

Pneumococcal  infections, 
including  pneumonia,  with 
or  without  bacteremia; 
streptococcal  infections, 
with  or  without  bacteremia, 
including  follicular 
tonsillitis,  septic  sore 
throat,  scarlet  fever, 
pharyngitis,  cellulitis, 
urinary  tract  infections 
due  to  susceptible  organisms, 
and  meningitis;  many 
staphylococcal  infections, 
with  or  without  bacteremia, 
including  furunculosis, 
septicemia,  abscesses,  impetigo, 
acute  otitis  media, 
ophthalmic  infections, 
susceptible  urinary  tract 
infections,  bronchopulmonary 
infections,  acute  bronchitis, 
pharyngitis,  laryngotracheitis, 
tracheobronchitis,  sinusitis, 
tonsillitis,  otitis  media, 
and  osteomyelitis; 
certain  mixed  bacterial 
infections;  soft  tissue 
infections  due  to 
susceptible  organisms. 


IS  now  availaltlo  on  ])rosrri[)1  ion  Ironi 

(Pfiz^  J At  horn  tones,  Division,  Chas.  Pfizer  & Co.,  Inc., 

w orld’s  lar»(\st  |)ro(lncer  of  ant ilnot irs, 
(li.sroverers  of  o.xytot rarvrlino  and 
1 h(‘  lirst  to  desrril)('  llie  strncinro  of 
let racyrline,  a nnelens  of  inod(‘ni 
hroad-speet rnin  antiliiotie  therapy. 


Petracyn  is  snp|)li(‘d  in  sin'h 
eonyiMiient  dosage'  forms  as  ('apsides, 
d'ahlets  and  Oral  Suspension 
(chocolate  lla\  ored). 


PFIZER  LABORATORIES,  Brooklyn  6,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
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DOCTOR,  WHEN  YOUR  PATIENTS  ASK... 


What  have  VICEROYS  got 

that  other  filter  tip  cigarettes 

haven’t  got  ? 


yiCEfioy 


WORLD'S  LARGEST-SELLING  FILTER  TIP  CIGARETTE 


JVew  King-Size 


Filter  Tip  ^ICEROY 


ONLY  A PENNY  OR  TWO  MORE 
THAN  CIGARETTES  WITHOUT  FILTERS 


The  Answer  Is 

20,000  FILTERS 

in  Every  Viceroy  Tip 


Only  Viceroy  has  this  new-type 
filter.  Made  of  a non-mineral 
cellulose  acetate — it  gives  the 
greatest  filtering  action  possible 
without  impairing  flavor  or  im- 
peding the  flow  of  smoke. 

Smoke  is  also  filtered  through 
Viceroy’s  king-size  length  of  rich, 
costly  tobaccos.  Thus,  Viceroy 
smokers  get  double  the  fdtering 
action  . . . for  only  a penny  or  two 
more  than  brands  without  filters. 
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“These  tablets 
keep  the  swelling  down 
all  day  long  ” 


TABLET 


NEOHYDRIN 


BRAND  OF  C H LO R M E POOR I N 


NORMAL  OUTPUT  OF  SODIUM  AND  WATER 

Individualized  daily  dosage  of  NEOHYDRIN  — 1 to  6 tablets  a day  as  needed  — 
prevents  the  recurrent  daily  sodium  and  water  reaccumulation  which  may  occur 
with  single-dose  diuretics.  Arbitrary  limitation  of  dosage  or  rest  periods  to 
forestall  refractivity  are  unnecessary.  Therapy  with  NEOHYDRIN  need  never 
be  interrupted  or  delayed  for  therapeutic  reasons.  Because  it  curbs  sodium 
retention  by  inhibiting  succinic  dehydrogenase  in  the  kidney  only,  NEOHYDRIN 
does  not  cause  ^^^B^^^side  actions  due  to  widespread  enzyme  inhibition 
in  other  organs. 

^ Prescribe  NEOHYDRIN  in  bottles  of  50  tablets. 

There  are  18.3  mg.  of  3-chloromercuri-2-methoxy- 
propylurea  in  each  tablet. 

Leadership  in  diuretic  research 

LAKESIDE  LABORATORIES,  I N C • M I L W A U K E E 1,  WISCONSIN 
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for  greater  safety  in  streptomycin  therapy... 


Squibb  Streptoduocin 

Streptomycin  and  dihydrostreptomycin  in  equal  parts 


Distrycin  has  an  important  advantage  over  streptomycin.  It  has  the  same 
therapeutic  effect  but  ototoxicity  is  greatly  delayed.  Since  the  patient 
is  given  only  half  as  much  of  each  form  of  streptomycin  as  he  would  have  on 
a comparable  regimen  of  either  one  prescribed  separately,  the  danger  of 
vestibular  damage  (from  streptomycin)  or  cochlear  damage  (from 
dihydrostreptomycin)  is  significantly  lessened. 

Signs  of  vestibular  damage  appear  in  cats  treated  with  Distrycin  as  much 
as  100  per  cent  later  than  in  animals  given  the  same  amount  of  streptomycin. 


Cat  treated 
with 

streptomycin 
shows  no 
nystagmus 
after  whirling. 


Cat  given  the 
same  amount 
of  Distrycin 
has  normal 
reflex. 


Mild  Moderate  Total 


On  dosage  of  1 Gm.  per  day  for  120  days,  ototoxicity  was  as  follows* 

Vestibular  damage  % of  patients 
Mild  Moderate  Total 


Streptomyci 

Jihydrostreptomyci 


O'"*-" 


"ochlear  damage  % of  patients 


Streptomycin  0 i!  0 


Dihydrostreptomycin 
" # Distrycin 


*Heck,  W.E.;  Lynch,  W.J.,  and  Graves,  H.L.:  Acta  oto-laryng.  4^416,  1953. 


Distrycin  dosage  is  the  same  as  for  streptomycin.  In  tuberculosis  the 
routine  dose  is  1 Gm.  twice  weekly,  in  conjunction  with  daily 
para-aminosalicylic  acid  or  Nydrazid  (isoniazid).  In  the 
more  serious  forms  of  tuberculosis,  Distrycin  may  be  given 
daily,  at  least  until  the  infection  has  been  brought 
under  control.  _ 


Distrycin 
is  supplied  in 
1 and  5 Gm.  vials, 

6XDf6SSCCi  CIS  tfdS^ 

a leader  in  streptomycin  research  and  manufacture  ■ 

‘Distrycin’®  and  ‘Nydrazid’®  are  Squibb  trademarks  H 
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Meat... 


and  Its  Contribution  to  Fat  Needs 


Fat,  the  most  concentrated  source  of 
nutrient  energy,  constitutes  a dietary 
essential  in  human  nutrition.^  It  is 
needed  in  growth  and  replacement  of 
tissues,  for  specific  lipid  secretions, 
and  for  providing  physiologic  ener- 
gy.Absorbed  fatty  acids  may  be 
incorporated  into  more  complex  lip- 
ids, deposited  in  adipose  tissue,  con- 
verted into  other  fatty  acids,  used  in 
production  of  milk  fat,  transformed 
into  glucose  or  glycogen,  or  oxidized 
to  carbon  dioxide  and  water  with 
liberation  of  energy.^ 

Evidence  indicates  that  long  con- 
tinued extremely  low  fat  intake  in 
adults  is  incompatible  with  good 
health.^'^  In  addition  to  protecting 
tissue  protein  against  catabolism  for 
energy  needs  (the  protein-sparing 
action  of  fat),  sufficient  amounts  of 
fat  in  the  dietary  promote  storage  of 
protein.^  **  In  a normal  mixed  diet,  fat 
is  about  95  per  cent  as  efficient  as 
carbohydrate  for  production  of  mus- 
cular work.^® 


1.  Goldsmith,  G.  A.:  Application  to  Human 
Nutrition,  in  Bourne,  G.  H.,  and  Kidder, 
G.  W.:  Biochemistry  and  Physiology  of 
Nutrition,  New  York,  Academic  Press 
Inc.,  1953,  chap.  23,  p.  505. 

2.  Recommended  Dietary  Allowances,  Wash- 
ington, D.  C.,  National  Academy  of  Sci- 
ences— National  Research  Council,  Pub- 
lication 302,  1953,  p.  23. 

3.  Ekstein,  H.  C.;  Fat  in  Nutrition,  in  Hand- 
book of  Nutrition,  A Symposium,  ed.  2, 
Philadelphia,  The  Blakiston  Company, 
1951,  p.  23. 


Neither  the  optimal  level  of  fat  in 
the  diet  nor  the  optimal  range  for 
apportionment  of  fat  and  carbohy- 
drate to  meet  calorie  allowances  is 
known. 

Contrary  to  general  impressions, 
fat  in  the  mixed  diet  is  effectively 
digested.^'*  In  moderate  amounts  it 
does  not  appreciably  influence  the 
digestibility  of  other  foods.®  Fat  en- 
hances the  satiety  value  of  meals,  and 
foods  naturally  containing  fat  and 
those  prepared  with  fat  add  much  to 
the  flavor  value  of  meals.  High  fat 
diets  sometimes  are  useful  in  alleviat- 
ing constipation.® 

Meat,  according  to  its  kind  and 
cut,  provides  variable  amounts  of  fat 
which  contribute  importantly  to  the 
body’s  need  for  fat.  The  fat  of  meat 
is  almost  completely  digested.  Meat 
also  supplies  valuable  amounts  of 
high  biologic  quality  protein,  B vita- 
mins, and  essential  minerals.  Skeletal 
muscle  meat  contains  less  than  0.1 
per  cent  of  cholesterol.^ 

4.  Sherman,  H.  C.:  Chemistry  of  Food  and 
Nutrition,  ed.  8,  New  York,  The  Mac- 
millan Company,  1952,  (a)  p.  30;  (b)  p. 
198;  (c)  p.  115;  (d)  p.  103. 

5.  McLester,  J.  S.,  and  Darby,  W.  J.:  Nutri- 
tion and  Diet  in  Health  and  Disease,  ed. 
6,  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1952,  pp.  130-135. 

6.  Smith,  F.  H.;  The  Use  of  High  Fat  Diets 
for  Constipation,  J.A.M.A.  88:628  (Feb. 
26)  1927. 

7.  Okey,  R.:  Cholesterol  Content  of  Foods, 
J.  Am.  Dietet.  A.  21:341  (June)  1945. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago ...  Members  Throughout  the  United  States 


a good  “mixer” 
for  your  cough  prescriptions 


especially  valuable  when  allergic  factor 

is  suspected  or  present 


• taste  appeals  to  young  and  old 
compatible  with  commonly  prescribed  medications 

Contains  Cvllor-Trimeton®  Maleate 
(brand  of  chlorprophenpyridamine  maleate),  2 mg.  per  teaspoonful  (4  cc.). 


Ch  LOK-TRIMETON  SyRUP 
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ORAL  BICILLIN 

REQUIRES  NO  ACID  BUFFERS! 


. . the  use  of  added  acid  buffers  is 
not  required  for  oral  administration; 
. . . because  of  the  limited  solubility 
of  benzathine  penicillin  G [Bicillin] 
in  the  stomach,  it  is  not  highly  sus- 
ceptible to  destruction  by  gastric 
juices.”^ 


After  }/2  hour  in  artificial  gastric 
juice  (pH  1.6),  Bicillin  remains 
relatively  insoluble,  and  is  nearly 
75%  active.  (Bicillin  used  at  a 
concentration  of  2000  units  per 
ml.,  approximating  the  antibiotic 
concentration  in  the  stomach  after 
a dose  of  300,000  units.) 


• Unlike  other  forms  of  penicillin,  Oral  Bicillin  re- 
quires no  acid  buffers  to  resist  gastric  destruction.  This 
is  because  Oral  Bicillin  is  relatively  insoluble.  Acid 
tests^  show  that  this  insolubility  persists  for  hours  in 
artificial  gastric  juice  (pH  1.6),  that  Oral  Bicillin  re- 
tains full  penicillin  potency  of  its  undissolved  portion — 
71.7%  after  Yi  hour,  31.1%  after  3 hours,  18.1%  after 
6 hours. 

Resistance  to  acid  destruction  is  a surety  factor  in 
penicillin  absorption — a safeguard  for  therapeutic  effect. 

• Supplied:  Oral  Suspension  Bicillin:  Bottles  of  2 fl.  oz. — 
300,000  units  per  5-cc.  teaspoonful;  150,000  units  per  5-cc. 

teaspoonful.  Tablets  Bicillin:  Vials  of  36 — 200,000  units 

per  tablet;  bottles  of  100 — 100,000  units  per  tablet. 

1.  American  Medical  Association:  New  and  Nonofficial  Rem- 
edies, 1951+.  J.  B.  Lippincott  Co.,  Philadelphia,  p.  11+7 
2.  Scott,  R.  L.,  and  others:  Antibiot.  & Chenio.  4:691  {June) 
1951+ 


y^e/^ 

Philadelphia  2,  Pa. 


B I C I L LIN 

Benzathine  PenicUUn  (1  (Ihlieitzylelhyletmlinmine  DipenleiUin  C) 

PENICILLIN  WITH  A SURETY  FACTOR 
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The  Combining  Potential  of 


VERILCiD 


in  the  treatment  of 
hypertension 


The  effectiveness  and  notable  safety  of 
Veriloid  (the  original  alkavervir  fraction 
of  Veratrum  viride)  make  it  particularly 
well  suited  for  combination  therapy  in 
moderate  to  severe  essential  hyperten- 
sion. The  antihypertensive  action  of 
Veriloid  is  potentiated  when  the  drug  is 
used  with  other  agents;  hence  smaller 
dosage  of  each,  Veriloid  and  the  comedi- 
cation, yields  a combined  effect  more 
potent  than  either  drug  alone  when  used 
in  full  dosage. 

Veriloid  may  be  combined  with  seda- 
tive agents,  with  hydralazine,  or  with 
hexamethonium,  resulting  in  lower  dos- 
ages required  for  each. 

Says  a recent  report^  regarding  the 
concomitant  use  of  Veriloid  with  hydral- 


azine: "In  a few  cases  the  addition  of 
Veriloid  permitted  the  use  of  a smaller 
dose  of  Apresoline.  In  other  cases,  after 
the  addition  of  Veriloid,  more  hydral- 
azine could  be  used  with  a resultant  im- 
provement in  blood  pressure  response. 
There  were  [5]  instances  where. ..the 
blood  pressure  was  lowered  beyond  that 
obtained  with  the  latter  drug  alone.” 

Veriloid  is  supplied  in  2 mg.  and  3 mg. 
slow-dissolving  scored  tablets.  When 
used  as  sole  medication,  initial  daily  dos- 
age is  8 or  9 mg.  in  divided  doses,  not  less 
than  4 hours  apart,  preferably  after  meals. 

When  used  in  combination  with  other 
antihypertensive  drugs,  the  dosage  of 
Veriloid  may  be  reduced  by  as  much 
as  50%.* 


1.  Allen,  E.V.;  Barker,  N.W.;  Hines,  E.A.,  Jr.;  3.  Wilkins,  R.W.:  Mississippi  Doctor  30:359 

Kvale,  W.F.;  Shick,  R.M.;  Gifford,  R.W.,  Jr.,  (Apr.)  1953. 

and  Estes,  J.E.,  Jr.;  Proc.,  Staff  Meet.  Mayo  4.  Kert,  M.J.;  Rosenfeld,  S.;  Mailman,  R.H.; 
Clin.  20:459  {Aug.  25)  1954.  Westergart,  J.P.;  Carleton,  H.G.,  and  Hiscock, 

2,  Livesay,  W.R.;  Moyer,  J.H.,  and  Miller,  S.I.:  E.:  Angiology  5:318  (Aug.)  1954. 
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BUTAZOLIDIN 


(brand  of  phenylbutazone) 


for  potent,  nonhormonal  therapy 


The  anti-arthritic  potency  of  Butazolidin  is  well 
substantiated  by  recent  clinical  reports.  In  peripheral 
rheumatoid  arthritis,  for  example,  Butazolidin  produced 
“major  improvement”  in  42.9  per  cent  of  the  patients  studied; 
in  rheumatoid  spondylitis  “major  improvement” 
in  80  per  cent;  and  in  gout  90.9  per  cent  demonstrated 
“marked  improvement”  or  “complete  remission  of  symptoms 
and  signs  within  48  hours.”* 


Butazolidin  being  a potent  agent,  the  physician  should  carefully  select 
candidates  for  treatment  and  promptly  adjust  dosage  to  the  minimal 
individual  requirement.  Patients  should  be  regularly  examined  during 
treatment,  and  the  drug  discontinued  should  side  reactions  develop. 

Detailed  literature  on  request. 

*MacKnight,  J.  C. ; Irby,  R.,  and  Toone,  E.  C-,  Jr.:  Geriatrics  9:111  (Mar.)  1954. 


Butazolidin®  (brand  of  phenylbutazone):  Red  coated  tablets  of  100  mg. 


GEIGY  PHARMACEUTICALS 

Division  of  Geipy  Chemictd  Cori>oration 
220  Cliurch  Street,  New  York  13,  N.Y. 
In  Canada;  Geigy  Pharmaceuticals,  Montreal 
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,,.in  2 hours  or  less 


Stearate 


(Erythromycin  Stearate,  Abbott) 


disintegrates  faster  than  enteric-coated  erythromycin 


TISSUE-THIN  FILMTAB  COATING  (marketed  only  by  Abbott) 
actually  starts  to  dissolve  within  30  seconds  after  administration 
— makes  Erythrocin  available  for  immediate  absorption. 

Tests  show  that  new  Stearate  form  definitely  protects 
Erythrocin  from  gastric  juices. 

BECAUSE  THERE'S  NO  DELAY  FROM  AN  ENTERIC  COATING, 

your  patient  gets  high,  inhibitory  blood  levels  within  2 
hours — instead  of  4-6  as  before.  Peak  concentration  at  4 hours, 
with  significant  levels  for  8 hours. 

USE  FILMTAB  ERYTHROCIN  STEARATE  against  the  COCCi  . . , 
and  especially  when  the  organism  is  resistant  to  other 
antibiotics.  Low  in  toxicity — it’s  less  likely  to  alter  normal 
intestinal  flora  than  most  oral  antibiotics.  Conven- 
iently sized  (100,  200  mg.)  in  bottles  of  25  and  100.  (XIMWtt 
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LONG  BEFORE  HOT  FLUSHES  APPEAR  . . . 


Patients  presenting  such  classic  menopausal  symptoms  as  hot  flushes  cause  little 
diagnostic  difficulty.  However,  throughout  the  period  of  declining  ovarian  function 
which  may  begin  long  before  hot  flushes  appear,  many  w'omen  complain  of  distressing 
symptoms  which  though  less  clearly  defined  are  actually  due  to  estrogen  deficiency. 
For  example,  insomnia,  headache,  easy  fatigability,  and  symptoms  affecting  the 
bones,  joints,  and  the  skin  may  not  be  readily  identified  as  due  to  estrogen  deficiency 
because  they  may  occur  years  before,  or  even  years  after  cessation  of  menstruation. 

Investigators'’^  have  found  that  as  the  body  attempts  to  adjust  itself  to  declin- 
ing estrogen  production,  a number  of  symptoms  may  appear  which  call  for  the  prompt 
Institution  of  estrogen  replacement  therapy.  These  symptoms  may  be  nervous,  cir- 
culatory, arthralgic,  or  dermatologic  in  character  because  the  loss  of  ovarian  hormone 
“withdraws  one  of  the  most  Important  metabolic  regulators  of  the  organism”'  and 
affects  many  body  functions.  If  such  metabolic  imbalance  or  deficiency  is  evidenced, 
the  administration  of  estrogen  is  clearly  indicated. 

“PREMARIN”  presents  the  complete  equine  estrogen-complex  as  It  naturally 
occurs.  “Premarin”  not  only  produces  prompt  symptomatic  relief,  but  it  also  Imparts 
a gratifying  and  distinctive  “sense  of  well-being.”  It  has  no  odor  . . . imparts  no 
odor. 


PREMARIN 


Estrogenic  substances  ( water-soluble) , also  known  as  conjugated  estrogens  ( equine). 
Available  in  both  tablet  and  liquid  form. 


1.  Werner,  A. : Acta  endocrinol.  1951. 

2.  Malleson,  J.:  Lancet  2.158  (July  25  ) 195  5. 

Coldzieher,  M.  A.,  and  Coldziehcr,  J.  W. : Endocrine  Treatment  in  General  Practice,  New  York,  Springer  Publishing  Company,  Inc.,  195  3,  p.  23. 
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is  it,  Doctor,  that  one  filter  cigarette 
gives  so  much  more  protection  than 
any  other? 


The  answer  is  simply  this:  Among  today’s  nine 
brands  of  filter  cigarettes,  KENT,  and  KENT  alone, 
has  the  Micronite  Filter . . . made  of  a pure,  dust-free 
material  that  is  so  safe,  so  effective  it  has  been  selected 
to  help  filter  the  air  in  hospital  operating  room.s. 

In  continuing  and  repeated  impartial  scientific 
tests,  Kent’s  Micronite  Filter  consistently 
proves  that  it  takes  out  more  nicotine  and  tars 
than  any  other  filter  cigarette,  old  or  new. 

And  yet,  with  all  its  superior  protection,  Kent’s 
Micronite  Filter  lets  smokers  enjoy  the  full,  satisfy- 
ing flavor  of  fine,  mellow  tobaccos. 

For  these  reasons.  Doctor,  shouldn’t  KENT  be  the 
choice  of  those  who  want  the  minimum  of  nicotine 
and  tars  in  their  cigarette  smoke? 


. . . the  only  cigarette  with  the 
MICRONITE  FILTER 


for  the  greatest  protection  in  cigarette  history 


ID  "MICRONITE"  ARE  REGISTERED  TRADEMARKS  OF  P.  LORILLARD  COMPANY 
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IhQnlc  you  dochr  idt  -felling  molhet  afcot/f. 


BesfTasfi^  Aspirin  you  can  prasGriba 
il0he.  Ravor  Pemaing  fiiabiG  doiA/n  fo+be  Iasi  -fableb 
of  24  -fablefe  (2k^tQ.  each ) 


ITe  ivill  he  pleased  to  send  samples  on  request 
THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.,  1450  Broadway,  New  Yorlc  18,  N.  Y. 


Increases  blood  flow  to  the  extremities 
through  a direct  vasodilating  effect 
on  vessel  wall,  a sympathetic  blocking 
effect,  and  an  adrenolytic  effect— 

A valuable  aid  in  the  treatment 
of  peripheral  ischemia  and  its  sequelae— 
pain,  loss  of  function,  ulceration, 
gangrene,  and  other  trophic  manifestations— 


BILATERAL 
ARTERIOSCLEROTIC 
ULCERATION  in  patient  age  65. 
At  start  of  Priscoline  therapy; 
ulcer,  right  leg,  1%"  x IVi"; 
ulcer,  left  leg,  Vi"  x V2". 

With  oral  Priscoline,  25  mg.  four 
times  daily  for  one  week 
and  25  mg.  every  three  hours 
thereafter,  there  was  marked 
improvement  in  2 weeks 
and  healing  within  6 weeks. 

No  other  medication  given. 


® 


HYPERTENSIVE  ISCHEMIC 
ULCER  of  right  leg  in  patient 
age  65.  Ulceration  refractory  to 
treatment  for  9 months,  with 
patient  complaining  of  severe  pain. 
Treated  with  oral  Priscoline, 

50  mg.  four  times  daily  for  four 
days  and  50  mg.  every  four 
hours  thereafter.  Healing  began 
with  onset  of  Priscoline  therapy 
and  was  complete  in  10  weeks. 


Priscoline  hydrochloride  available  as 
25-mg.  tablets  (scored),  bottles  of  100  and 
1000;  elixir,  25  mg.  per  4 ml.,  in  pints; 
10-ml.  multiple-dose  vials,  25  mg.  per  ml. 


PHOTOGRAPHS  AND  CLINICAL  DATA 
BY  COURTESY  OF  R.  I.  L0WEN8ERG,  M.O., 
CONSULTANT  IN  VASCULAR  SURGERY, 
CONNECTICUT  STATE  HOSPITAL, 

MIDDLETOWN,  CONNECTICUT. 


Priscoline®  hydrochloride  (tolazoline  hydrochloride  CIBA) 


C I B A 


3/7471 


I 


I 


2 di?o]ps 

o]pein.  airvsray 

in  2 nxinnt-es 


Rapid  vasodilating  action  of  Privine 
relieves  nasal  congestion  in  a minute  or 
two— effect  lasts  for  hours. 

No  interfei’ence  with  ciliary- 
activity  or  other  mucosal  function. 


Isotonic,  pH  compatible  with  nasal  fluids. 


No  epinephrine-like  excitation. 


Privine  0.05%  Solution  in  1-oz. 
bottles  with  droppers  and  in  pints. 


Privine®  hydrochloride 
(naphazoline  hydrochloride  CIBa) 


ANB 


WITH 


MEBARAL 


The  calming  influence  of  Mebaral 
is  eminently  helpful  in 

tension  and  anxiety  states 
nervous  symptoms  of  the  menopause 
neurasthenia 
mild  psychoses 
hysteria 

hyperthyroidism 
migraine 
pruritus 

hyperemesis  nervosa 

hyperemesis  gravidarum 

restlessness  and  irritability  associated 
with  pain  or  infection 


DOSAGE 


Adults -32  mg.  to  0.1  Gm. 

(optimal  50  mg.),  3 or  4 times  daily. 


Children -16  to  32  mg., 
3 or  4 times  daily. 


HOW  SUPPLIED 


II  Tablets  of  32  mg.  (t/a  grain) 

Tablets  of  50  mg.  (%  grain) 

Tablets  of  0.1  Gm.  ilVz  grains) 

Tablets  of  0.2  Gm.  (3  grains) 

scored  for  division 


New  yoeir  18,  N.  Y.  Winoso«,  Oni. 

Mebaral,  trademark  reg.  U.  S.  Pat.  Oft.,  brand  of  mephobarbital 
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Because  it  is  widely  known 
throughout  the  world 
and  has  demonstrated  its 
effectiveness  in  rapidly 
controlling  the  great  majority 
of  common  infections, 
this  hroad-spectrum 
antibiotic  is  prescribed 
with  certainty  by 
physicians  the  world  over. 


Supplied  in  the  many  convenient  forms  required  in  the  i 
practice  of  modern  medicine:  Caiisules.  Tablets  (sugar 
coated),  Pediatric  Drops.  Oral  Susiiension.  Intravenous 
Intramuscular.  Ophthalmic  ( for  solution  I and  ' 

Ophthalmic  Ointment  with  Polymyxin  B Sulfate. 
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BRAND  OF  OXYTETRACYCLINE 


rapid  absorption 
wide  distribution 


prompt  response 
excellent  toleration 


Pfizery 


PFIZER  LABORATORIES, BrooWyn  6.KY, 


DIVISION.  CHAS  PFIZER  ft  CO  . INC. 
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PUBLIC  HEALTH  ASPECTS 
OF  TUBERCULOSIS 
IN  DELAWARE 

E.  Willis  Hainlen,  M.D.* 
Wilmington  8,  Del. 

We,  the  physicians  of  Delaware,  find 
ourselves  at  this  juncture  in  a somewhat 
advantageous  position  to  make  a definite 
contribution  to  the  study  of  tuberculosis 
control.  So,  too,  are  the  doctors  of  every 
other  state,  but  we  are  a small  and  com- 
pact group  that  can  get  results  if  we  will. 

Briefly,  the  position  is  this.  We  have 
recently  completed  from  September,  1953 
to  January,  1954  the  first  Statewide  Chest 
X-ray  Survey  in  the  country.  We  started 
and  finished  this  survey  at  a time  when 
we  had  insufficient  sanatorium  beds  to 
take  care  of  any  sudden  influx  of  active 
cases.  In  fact  we  had  a small  waiting  list 
of  patients,  predominantly  colored,  at  the 
time  we  embarked  on  the  project.  We  also 
started  at  a time  when  a program  of  in- 
tensive triple  antibiotic  therapy  plus  an 
accelerated  surgical  attack  on  a large 
backlog  of  cases  had  been  in  progress  for 
one  year  at  the  sanatorium. 

Consequently,  we,  the  medical  practi- 
tioners of  the  state,  had  on  our  hands 
within  a short  space  of  time,  a fairly  large 
and  unstudied  group  of  active  and  poten- 
tially active  cases  of  pulmonary  tubercu- 
losis, and  what  is  of  the  broadest  signifi- 
cance, the  opportunity  and  the  material 
to  observe  for  some  time  to  come,  the  ef- 
fects of  domiciliary  care  and  treatment 
as  contrasted  with  a sanatorium  regime. 
The  case  load  was  roughly  divided  into 
three  groups:  those  hospitalized  as  beds 
became  available;  those  who  were  attend- 
ed and  supervised  by  the  family  physi- 
cian at  home  in  conjunction  with  the  pub- 
lic health  unit  nurses ; and  those  who  were 
strictly  and  solely  attended  by  the  private 
practitioner,  or  v/ere  remotely  controlled 

* Medical  Director,  Emily  P-  Bissell  Sanatorium. 

Presented  at  the  combined  meeting  of  Wilmington  hos- 
pitals, St.  Francis  Hospital,  May  25,  1954. 


in  the  general  hospital  chest  clinics.  It  is 
to  the  physicians  in  the  last  two  groups 
that  we,  as  public  health  administrators, 
make  a special  appeal  that  they  contribute 
to  the  ultimate  sum  of  our  knowledge  by 
recording,  or  helping  to  record,  (1)  the 
therapeutic  regimens  used,  (2)  the  degree 
of  patient  cooperation,  (3)  the  speed  of 
response  to  therapy,  (4)  the  duration  of 
the  effect,  clinically,  roentgenologically 
and  bacteriologically,  (5)  the  progress 
under  ambulatory,  or  combinations  of  rest 
and  work  programs,  and  (6)  the  effect 
on  contacts,  both  intimate  and  casual.  In 
five  years  we  may  have  some  new  ideas, 
not  only  about  the  treatment  but  also  the 
prevention  of  tuberculosis.  At  the  date  of 
this  paper,  only  45  cases  from  the  Survey 
had  been  admitted  to  the  sanatorium,  so 
that  the  remainder  constitute  a fairly  sat- 
isfactory control  group  on  the  domicili- 
ary side. 

One  year  from  the  end  of  the  Survey, 
about  January,  1955,  we  shall  increase  our 
sanatorium  capacity  from  166  to  240  beds, 
dispense  with  large  open  wards,  and  be 
able  to  offer  privacy,  recreational  facil- 
ities, rehabilitation  and  social  services, 
and  some  other  amenities  which  will  make 
a sanatorium  residence  and  schooling  less 
repugnant  and  more  acceptable  to  a broad- 
er spectrum  of  patients. 

So  much  for  the  treatment  — but  what 
about  the  prevention  angle?  We  know, 
statistically,  that  the  death  rate  is  declin- 
ing much  more  rapidly  than  the  case  rate, 
especially  since  1947  and  the  use  of  strep- 
tomycin. Morbidity  decrease  has  always 
lagged  behind  mortality  decrease,  and 
seven  years  of  antimicrobials  seem  to  have 
made  the  ratio  even  wider,  presumably 
because  we  have  been  able  to  prolong  the 
lives  of  the  “old  chronics”  and  the  ad- 
vanced cases  a few  years  longer,  and  pos- 
sibly because  in  the  earlier  days  of  chemo- 
therapy we  were  prone  to  use  the  drugs 
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sparingly  on  minimal  cases.  Another  fac- 
tor may  be  the  decrease  in  cases  found  in 
the  younger  age  group.  In  Delaware,  for 
instance,  the  average  age  on  admission  to 
sanatorium  during  the  past  year  has  been 
just  over  45.  Did  our  younger  people 
forming  the  bulk  of  the  wage-earning 
bracket  die  faster  because  they  postponed 
sanatorium  care  for  economic  reasons? 

The  apparent  lag  in  the  morbidity  fall 
was  of  considerable  concern  to  a large  na- 
tional group  of  State  Control  Officers  and 
Sanatorium  Directors  who  met  at  Atlantic 
City  in  May,  1954.  Facts  and  opinions  ex- 
pressed by  each  in  turn  showed  an  unus- 
ual parallelism  in  view  of  the  differing 
systems  of  control  used  in  the  various 
states.  Alcoholics,  skid-row  habituees,  and 
public  charges  in  tuberculosis  hospitals 
show  a marked  increase,  especially  in  the 
urban  areas.  A major  change  was  the  ad- 
vancing age  of  the  tuberculous  popula- 
tion. There  was  a remarkable  constancy 
in  the  small  numbers  of  minimal  cases 
actually  admitted  to  hospitals.  Hov/ever, 
the  topic  of  greatest  discussion  was  the 
impact  of  drug  treatment  giving  rise  to 
new  and  different  control  problems.  Home 
treatment  programs  that  appear  to  com- 
promise the  cardinal  principle  of  isola- 
tion cannot  gain  the  acceptance  of  public 
health  workers.  Most  of  the  Control  Of- 
ficers present  favored  admitting  a newly 
diagnosed  patient  to  a sanatorium  initially 
for  complete  workup  and  confirmation  of 
diagnosis,  proper  orientation  of  the  pa- 
tient as  to  the  nature  of  his  illness,  and 
initiation  of  antimicrobial  therapy. 

When  progress  was  satisfactory  and 
gastric  analysis  negative,  early  discharge 
with  rest  and  drugs  at  home  could  be  un- 
dertaken. Chicago’s  criteria  for  discharge 
specified  50%  x-ray  clearing,  cavity  clo- 
sure by  planography,  and  24  hour  sputum 
concentrate  negative  for  10  months,  fol- 
lowing which  there  would  be  clinic  main- 
tenance of  drug  therapy.  The  large  group 
which  satisfied  these  conditions  had  a 1 % 
relapse  rate,  and  2%  had  an  occasional 
positive  concentrate  after  one  year  of 
drug.  The  maximum  hospital  benefit  group, 
i.e.  the  chronics  hospitalized  4 to  5 years 
and  still  culturally  positive,  w'ere  contin- 


NOVEMBER,  1954 

ued  on  chemotherapy  indefinitely.  They 
had  a relapse  rate  of  11%.  In  a control 
group  of  500  cases  under  domiciliary  care 
for  6 months,  cooperation  was  found  to 
be  very  poor.  Many  stopped  the  drug  when 
feeling  better  and  many  refused  surgical 
intervention  at  the  optimum  time.  In  gen- 
eral, they  refused  to  submit  regular  spu- 
tum, refused  gastrics,  and  skipped  x-rays. 
There  was  much  apprehension  as  to 
whether  we  were  going  to  be  left  with  a 
lot  of  “half-well”  patients.  The  fear  of 
contacts  in  the  home  and  elsewhere  being 
infected  with  an  antibiotic-resistant  or- 
ganism still  exists,  since  a few  cases  of 
such  primary  infection  have  already  been 
found. 

In  the  “recalcitrant”  group,  Connecticut 
found  that  60%  were  over  age  40,  and 
75%  of  these  were  alcoholic.  Our  situation 
in  Delaware  seems  to  be  approximately 
the  same.  The  question  of  “locked  wards” 
is  ever  before  us.  Many  of  our  neighbor 
states  have  legislation  covering  this  prob- 
lem but  it  is  not  too  successful.  In  Dela- 
ware we  have  nothing  stronger  than  home 
quarantine  for  our  known  open  recalci- 
trant cases,  a method  almost  impossible 
to  enforce  and,  in  addition,  failing  to  pro- 
tect the  family. 

To  quote  Dr.  Esmond  Long  as  late  as 
May,  1954:  “Prevention  is  based  on  in- 
terruption of  contact  and  stopping  dis- 
semination at  the  source  through  early 
detection  and  isolation  of  cases,  fortified 
on  occasion  by  enhancement  of  individual 
resistance  through  artificial  measures,  of 
which  BCG  vaccination  is  the  best  known 
example.”  This  question  of  vaccination 
has  been  brought  up  sporadically  in  Dela- 
ware in  the  past  two  years.  Total  popu- 
lation vaccination  has  only  been  tried  in 
Scandinavia  and  with  reported  success.  On 
this  hemisphere  only  selected  groups  such 
as  certain  American  Indian  tribes,  student 
nurses  and  medical  students,  tuberculosis 
workers  and  family  groups  showing  a high 
predilection  have  been  done.  In  this  state, 
the  policy  is  still  one  of  watchful  waiting 
with  possible  use,  as  Dr.  Long  puts  it,  “on 
occasion”.  Certainly  the  benefits  of  vacci- 
nation in  the  long  run  are  still  a matter  of 
controversy  among  those  who  are  in  high- 
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est  authority  in  the  country,  particularly 
those  who  fear  the  handicap  in  case  find- 
ing by  use  of  the  tuberculin  test. 

A one-year  follow-up  of  the  Statewide 
Survey  will  soon  be  available.  Following 
that,  and  annually  for  the  next  4 years 
it  would  be  of  value  if  the  general  prac- 
titioners, the  Delaware  Anti-tuberculosis 
Society,  and  the  State  Department  of 
Health  would  combine  in  a thorough  study 
of  our  results.  At  the  present  time  the 
public  health  nurses  are  carrying  the 
brunt  of  post-sanatorium  supervision  and 
care,  and  in  the  case  of  the  medically  in- 
digent, the  Delaware  Anti-Tuberculosis 
Society  supplies  antibiotics  to  these  nurses 
for  use  in  approved  indigent  cases.  The 
V.N.A.  also  cooperates  with  the  private 
practitioner  in  dispensing  from  the  same 
source  of  supply,  to  post-sanatorial  cases 
for  long  term  therapy.  The  only  condition 
imposed  is  that  the  patient  shall  stay  in 
the  sanatorium  until  he  has  an  approved 
discharge.  So  far,  the  results  in  the  way 
of  a decreasing  number  of  relapses  seem 
encouraging. 


MODERN  TRENDS  IN  THE  TREATMENT 
OF  PULMONARY  TUBERCULOSIS 

Nathaniel  Young,  M.D.,* 
Wilmington  8,  Del. 

The  modern  trend  in  the  treatment  of 
pulmonary  tuberculosis  is  toward  the  al- 
most exclusive  use  of  anti-microbial  drugs, 
aided  where  necessary  by  surgery. 

Bed  rest  is  a time  honored  procedure 
which  is  as  important  today  as  in  the  days 
before  the  advent  of  tuberculostatic  drugs. 
At  a recent  meeting  of  the  National  Tu- 
berculosis Association,  two  different 
speakers  gave  vastly  different  figures  on 
sputum  conversion  in  patients  on  para- 
aminosalicyclic  acid  and  isonicotinic  acid 
hydrazide.  The  first  speaker  treated  89 
patients  on  an  ambulatory  basis  from  Jan- 
uary to  December,  1953,  and  found  a spu- 
tum conversion  rate  of  28%.  The  second 
speaker  quoted  figures  from  a United 
States  Public  Health  Service  study,  with 
patients  given  the  same  drugs,  but  also 
the  usual  sanatorium  regimen  of  rest  and 
graduated  exercise,  and  showed  that  in  a 

♦Assistant  Medical  Director.  Emily  P.  Bissell  Sanatorium. 

Presented  at  the  combined  meeting  of  Wilmington  hos- 
pitals. St.  Francis  Hospital,  May  25,  1954. 


group  of  160  patients  treated  for  8 months 
over  90%  became  culturally  negative.  De- 
spite evidence  of  this  type,  several  large 
cities  with  long  waiting  lists  are  trying 
ambulatory  therapy.  It  is  granted  that 
some  of  the  cases  treated  on  an  ambula- 
tory basis  were  retreatment  cases,  and  re- 
sults in  these  cases  are  notoriously  poor 
compared  with  adequately  treated  virgin 
cases.  One  serious  objection  to  ambulatory 
treatment  is  the  lack  of  control  of  treat- 
ment schedules.  It  is  difficult,  day  after 
day,  for  months,  to  remember  to  take  24 
Sodium  PAS  tablets  daily,  and  to  persist, 
despite  gastrointestinal  disturbance  of 
greater  or  lesser  degree.  The  result  is  the 
early  development  of  resistance  in  the  tu- 
bercle bacillus,  and  we  again  have  what 
is  tantamount  to  a retreatment  case.  Most 
observers  feel  that  all  cases  should  be  hos- 
pitalized or  treated  under  similar  condi- 
tions, until  x-ray  stability  and  sputum 
conversion  are  obtained.  Even  the  most 
cooperative  patient  finds  bed  rest  difficult, 
and  more  so  when  he  does  not  have  the 
company  of  other  patients  sharing  the 
same  conditions. 

It  has  been  pointed  out  by  some  workers 
that  collapse  therapy  and  drug  therapy 
operate  on  contradictory  principles.  Col- 
lapse therapy  reduces  the  blood  supply  to 
the  part  and  reduces  the  amount  of  oxy- 
gen available  to  the  tubercle  bacillus, 
which  is  a strict  aerobe.  In  this  same  way, 
however,  it  reduces  the  availability  of  the 
circulating  drugs.  Temporary  collapse 
therapy,  or  more  properly,  relaxation 
therapy,  especially  since  the  advent  of 
INH  has  almost  disappeared  from  the 
scene.  Artificial  pneumothorax  and  pneu- 
moperitoneum were  never  intended  to  col- 
lapse the  lung  but  only  to  relax  the  tis- 
sues and,  of  course,  the  tissues  with  most 
elasticity ; in  other  words,  the  healthy  tis- 
sues relaxed  readily  and  the  consolidated 
or  fibrotic  areas  were  unable  to  do  so. 
Nevertheless,  certain  cavities  could  be  ef- 
fectively closed  by  this  method.  These 
same  cavities  can  be  more  rapidly  closed 
with  the  new  drugs,  and  this  can  be  done 
without  the  dangers  of  collapse  therapy. 
There  is  no  longer  the  danger  of  air  em- 
bolus, of  empyema,  of  thickened  plem*a. 
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of  trapped  lung  or  other  dangers  attend- 
ant on  artificial  pneumothorax  therapy. 
There  is  no  danger  of  atrophic  diaphragm, 
as  after  pneumoperitoneum.  It  must  be 
remembered,  too,  that  a large  percentage 
of  artificial  pneumothoraces  could  not,  for 
technical  reasons,  be  maintained  for  the 
3 or  4 years  necessary  for  adequate  cav- 
itary closure.  The  recent  tension  cavity 
closes  with  astonishing  rapidity  under 
drug  therapy,  and  artificial  pneumothorax 
could  be  a dangerous  procedure  with  this 
type  of  cavity.  Drugs  do  not  close  rigid 
cavities  better  than  artificial  pneumothor- 
ax and  pneumoperitoneum,  but  there  is  a 
hope  that  the  cavity  can  be  rendered,  to 
all  intents  and  purposes,  a cyst  or  bulla 
lined  by  fibrous  tissue  instead  of  epithe- 
lium, and  sterile  for  tubercle  bacilli. 

Phrenic  nerve  operations  have  practical- 
ly no  place  in  today’s  treatment.  Phrenic 
paralysis  could  not  always  be  obtained, 
and  the  so-called  temporary  phrenic  often 
proved  permanent,  with  up  to  one-third 
loss  of  total  respiratory  excursion.  Pneu- 
moperitoneum could  also  produce  an  atro- 
phic diaphragm,  with  much  loss  of  func- 
tion. 

Permanent  collapse  (thoracoplasty)  is 
still  used  as  a primary  procedure  in  se- 
lected cases,  but  it  is  more  commonly  used 
as  a space-closing  procedure  following  ex- 
cisional  surgery.  Thoracoplasty  is  a more 
mutilating  operation  than  excisional  sur- 
gery, as  to  be  adequate,  the  corresponding 
transverse  processes  have  to  be  partially 
removed.  Apicolysis  is  now  frequently 
used  as  an  adjunct,  and  this  allows  the 
first  ribs  to  be  retained  to  counteract  sco- 
liosis and  loss  of  the  normal  chest  shape. 
Thoracoplasty  does  not  remove  the  main 
focus  of  disease  and  does  not  close  very 
rigid  cavities,  often  only  altering  the 
shape  of  these  cavities  from  circular  to 
cigar  shaped.  Such  cavities  can,  however, 
later  be  more  readily  excised  than  with 
primary  excisional  procedures.  Cavitary 
drainage  can  also  be  done  before  thora- 
coplasty, or  as  concomitant  procedure. 

Excisional  Surgery 

Where  drugs  do  not  effect  cavitary  clo- 
sure, or  where  a caseo-necrotic  focus  is 


left,  excisional  surgery  is  the  procedure  of 
choice,  provided  there  is  sufficient  good 
lung  tissue  and  the  patient  is  clinically 
able  to  stand  the  procedure.  Excisional 
surgery  may  comprise  pneumonectomy, 
lobectomy,  wedge  resections  or  segmental 
resections,  e.g.,  the  apical  posterior  seg- 
ment of  the  left  upper  lobe.  The  procedure 
should  be  done  v.’hile  drugs  are  still  ef- 
fective, and  preferably  with  sputum  still 
negative. 

Except  for  bed  rest  the  use  of  drugs 
concerns  the  practitioner  more  than  any 
of  the  foregoing.  We  still  have  no  bac- 
tericidal drug,  but  we  do  have  several  bac- 
teriostatic drugs.  These  drugs  are  bacter- 
iostatic in  that  they  diminish  to  a variable 
degree,  and  by  different  mechanisms,  the 
reproductive  power  of  the  organism.  It  is 
to  be  noted  that  not  all  colonies  may  be 
equally  affected,  and  this  possibly  explains 
why  a patient  can  be  resistant  and  yet 
improve  both  on  x-ray  and  clinically.  On 
the  other  hand,  where  the  majority  of 
organisms  are  being  excreted  by  one  or 
more  cavitary  lesions,  when  resistance  de- 
velops, it  is  more  likely  to  develop  in  most 
or  all  colonies  simultaneously.  Cavitary 
closure  is,  therefore,  the  key  to  successful 
drug  therapy.  The  Veterans  Administra- 
tion, Army,  and  Navy  use  the  term  “tar- 
get point”  in  their  discussion  of  the  effect 
of  drugs.  By  definition,  the  target  point 
is  reached  when  there  is:  (1)  sputum  con- 
version, (2)  Cavitary  closure,  and  (3)  Sta- 
ble x-rays.  If  cavitary  closure  is  not  ob- 
tained by  drugs,  surgery  is  resorted  to  if 
feasible,  and  this  objective  is  usually 
reached  in  6 months  following  the  begin- 
ning of  drug  therapy.  In  less  favorable 
cases  the  patient  may  not  be  brought  to 
surgery  for  years,  and  in  some  cases  when 
surgery  is  not  feasible,  the  decision  has 
to  be  made  as  to  whether  to  continue 
drugs  in  the  presence  of  any  open  cavity, 
and  hope  that  by  the  time  these  drugs 
have  exhausted  their  usefulness,  some  new 
drug  may  be  available.  Some  observers 
say  that  drugs  should  be  continued  in 
chronic  cases  as  long  as  sputum  remains 
negative  on  culture,  and  others  as  long  as 
there  is  clinical  or  x-ray  response. 
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Drug  Therapy 

The  drugs  in  most  common  use  are  three 
in  number:  Streptomycin,  (SM)  ; Para- 
omino-Salicylic  acid,  (PAS)  ; and  isonico- 
tinic  acid  Hydrazide,  (INH).  These  drugs 
are  used  in  various  combinations,  but  it 
is  mandatory  that  they  never  be  used  ex- 
cept in  combination.  No  one  drug  should 
ever  be  used  alone. 

Streptomycin  is  the  drug  best  known 
on  this  continent,  partly  because  it  has 
uses  other  than  in  tuberculosis,  and  partly 
because  it  was  first  used  here  before  any 
of  the  other  drugs.  SM  is  used  tv/ice  a 
week,  or  every  three  days,  in  doses  of  1 
gram,  and  it  is  never  used  in  greater  or 
more  frequent  dosage  except  in  very  ex- 
ceptional circumstances,  such  as  tubercu- 
losis meningitis.  SM  is  used  in  preference 
to  Dihydrostreptomycin  for  a very  good 
reason.  The  efficacy  of  both  drugs  is  about 
the  same,  but  Dihydrostreptomycin  may 
cause  deafness,  and  this  process  is  some- 
what progressive,  even  after  therapy  is 
discontinued,  and  it  is  irreversible.  SM 
may  cause  vertigo,  and  this  again  is  some- 
what progressive,  but  it  can  be  compen- 
sated for  by  the  patient.  Used  alone  in 
doses  of  1 gram  daily,  there  is  almost 
complete  resistance  in  90  days  in  a large 
percentage  of  cases.  The  concomitant  use 
of  PAS  delays  the  onset  of  resistance  in 
such  dosages.  However,  if  SM  is  given  on 
an  intermittent  schedule  with  daily  PAS, 
the  onset  of  resistance  may  be  delayed  for 
years,  on  virgin  soil. 

Para-aminosalicylic  Acid.  This  drug  has 
the  advantage  that  the  onset  of  resistance 
is  slow  and  usually  does  not  occur  in  less 
than  one  year,  even  when  used  alone.  Also, 
the  drug  is  taken  orally.  There  is,  how- 
ever, in  a fair  percentage  of  patients,  gas- 
tro-intestinal  intolerance,  with  nausea  and 
vomiting  and/or  diarrhea.  This  is  true,  es- 
pecially with  cheaper  and  less  pure  prep- 
arations, and  as  the  freshness  of  this  drug 
may  affect  its  purity,  only  new  stock 
should  be  used.  The  minimum  effective 
blood  levels  are  obtained  with  8 grams 
daily,  and  it  is  to  be  remembered  that 
12  grams  sodium  PAS  represent  8.5  grams 
PAS.  It  is  usually  used  in  combination 


with  SM,  or  the  latest  of  the  drugs  in  com- 
mon use,  INH. 

Isonicotinic  Acid  Hydrazide.  In  1952  this 
drug  was  hailed  as  the  wonder  drug,  but 
soon  many  doubts  were  raised  as  to  its 
efficacy  because  of  the  early  onset  of  drug 
resistance.  It  is  given  orally,  is  easily  tol- 
erated, has  few  side  effects,  has  a marked 
clinical  effect  in  almost  all  cases,  and  has 
a marked  x-ray  effect  in  many  cases.  It 
differs  from  the  previous  drugs  in  that  it 
enters  the  cell  and  acts  within  the  lym- 
phocytes. There  is  a great  deal  of  contro- 
versy at  the  moment  as  to  whether  or  not 
the  onset  of  drug  resistance  is  of  any 
consequence.  One  school  has  produced  re- 
sults showing  that  although  numerous  or- 
ganisms may  be  recovered  from  cavities 
on  operation,  these  organisms  have  been 
so  altered  that  they  are  non-pathogenic 
for  guinea  pigs,  and  also,  it  is  presumed, 
for  man.  Another  school  says,  “guinea  pigs 
are  not  men”.  In  any  case,  there  is  uni- 
versal agreement  on  its  efficacy  in  acute 
lesions  such  as  early  tuberculous  broncho- 
pneumonia, where  the  lesions  may  be  com- 
pletely reversible;  and  in  early  tubercu- 
lous meningitis,  where  the  results  are  dra- 
matic and  there  is  no  longer  need  for  in- 
trathecal therapy,  as  the  drug  enters  the 
spinal  fluid  in  good  concentration  and  also 
enters  the  lymph  cells.  There  is  an  ex- 
tremely rapid  return  to  normal  cerebral- 
spinal  fluid  chemistry.  The  miliary  lung 
lesions  also  disappear  rapidly,  and  in  6 
to  9 months  the  x-ray  may  appear  nor- 
mal. The  usual  drugs  and  schedules  are 
3-5  mgm.  per  kilo  of  body  weight,  and  in 
tuberculous  meningitis,  7 mgm.  per  kilo. 
Recent  observations  would  tend  to  show 
that  doses  of  8 mgm.  per  kilo  are  optimum 
for  any  type  of  disease,  and  are  well  tol- 
erated in  most  cases. 

The  most  common  untoward  reaction  is 
polyneuritis.  INH  should  not  be  introduced 
until  an  adequate  number  of  sputum  speci- 
mens have  been  secured,  including  gastric 
washings,  as  sputum  conversion  is  usual- 
ly so  rapid  that  otherwise  there  may 
never  be  bacteriological  proof  that  tuber- 
culosis is  present.  The  usual  combinations 
are  SM  and  PAS  or  SM  and  INH,  where 
the  patient  is  hospitalized.  Combined  tab- 


278 


Delaware  State  ]\Iedical  Journal 


November,  1954 


lets  of  PAS  and  INH  are  used  when  the 
patient  is  at  home  and  cannot  readily  se- 
cure hypodermic  medication.  SIM  and  INH 
appears  to  be  the  regime  most  immediate- 
ly effective,  with  SIM  and  PAS  for  the  long 
haul. 

We  have  used  triple  therapy,  (SM,  PAS 
and  INH),  as  the  regime  of  choice,  but 
studies  by  the  Veterans  Administration, 
etc.,  show  no  advantage  in  this  regime, 
in  studies  of  eight  months  duration.  As 
the  only  purpose  of  using  triple  therapy 
is  to  delay  the  onset  of  any  resistance, 
eight  months  proves  nothing,  and  we  shall 
not  know  for  two  or  three  more  years  if 
this  is  the  regime  of  choice  in  virgin  cases. 
In  cases  who  have  previously  received  one 
or  more  of  these  drugs,  triple  therapy  is 
more  commonly  used,  particularly  pending 
resistance  studies.  It  is  known  that  when 
two  drugs  are  in  use,  if  resistance  devel- 
ops to  one  of  the  drugs,  it  usually  devel- 
ops to  both  simultaneously.  My  feeling  is 
that  it  must  take  longer  for  the  organism 
to  develop  resistance  to  three  different 
drugs  than  to  any  two  drugs,  because  if 
the  organism  becomes  resistant  to  any 
one  drug  it  still  has  combined  therapy  to 
overcome,  and  there  is  no  controversy 
over  the  delay  in  development  of  resist- 
ance where  two  drugs  are  used  in  pref- 
erence initially.  A good  working  policy  is 
to  treat  with  two  drugs  patients  who  are 
likely  to  reach  the  target  point  in  one  year 
or  less,  and  to  give  triple  therapy  where 
longer  term  therapy  is  likely  to  be  used. 
The  only  other  drug  we  use  at  all  exten- 
sively is  Viomycin  and  it  is  used  in  much 
the  same  way  as  SM,  but  in  doses  of  2 
gms.  We  use  it  where  resistance  to  SM 
has  developed  and  never  as  one  of  the  or- 
iginal treatment  drugs. 

Tei’ramycin  is  said  to  delay  the  onset 
of  resistance  to  SM  and  foi’  this  reason  is 
useful  where  antibiotics  are  necessary  for 
non-tubei’culous  complications. 

Pyrazinamide,  according  to  some  ob- 
servers, can  i-eplace  PAS,  but  most  ob- 
servers consider  it  too  toxic  for  the  liver, 
and  its  duration  of  efficacy  too  short. 

Tibione  is  also  considered  inferior  to 
PAS  and  much  more  toxic. 


Drug  Intolerance  and  Hypersensitivity 

\\’hen  using  drug  therapy,  a constant 
lookout  has  to  be  maintained  for  drug  re- 
actions, which  are  protean  in  nature,  and 
which  increase  in  number  as  the  number 
of  drugs  used  increases.  The  commonest 
of  all  the  reactions  are  gastric  intestinal 
intolerances  from  PAS,  vertigo  from  di- 
hydrostreptomycin, deafness  from  SM, 
and  polyneuritis  from  INH.  Gastrointes- 
tinal intolerance  is  the  easiest  to  recog- 
nize, and  is  the  most  dramatic  as  far  as 
the  patient  is  concerned,  as  cause  and  ef- 
fect are  so  obvious.  Vertigo  is  also  usually 
easily  recognized  as,  when  it  is  develop- 
ing, the  patient  complains  of  dizziness  or 
perhaps  of  nausea  after  each  injection, 
and  remains  well  until  his  next  injection. 

Deafness  is  most  insidious  and  must  be 
carefully  guarded  against,  especially  in 
young  children  being  treated  for  menin- 
gitis. 

Drug  rashes  are  not  uncommon,  par- 
ticularly with  PAS  or  multiple  drug  ther- 
apy, and  may  be  sufficiently  severe  to  jus- 
tify temporary  withdrawal  of  all  drug 
therapy. 

High  fever  may  not  be  recognized  as 
due  to  the  drugs,  but  a good  clue  is  the 
height  of  the  fever — usually  103°  to  104° 
in  a patient,  who  previously  had  little  or 
no  fever. 

Where,  occasionally,  a fourth  drug, 
such  as  Terramycin  has  to  be  used  for 
intercurrent  infection,  it  is  better  to  with- 
draw one  or  two  of  the  tuberculostatic 
drugs,  and  as  terramycin  is  said  to  delay 
the  onset  of  resistance  to  SM,  we  are  in 
the  habit  of  withdrawing  PAS  and  sub- 
stituting terramycin  for  the  necessary 
period.  On  several  occasions  where  multi- 
ple drugs  have  been  used  we  have  noted 
symptoms  of  mental  confusion,  which 
cleared  up  spontaneously  when  all  the 
drugs  were  withdrawn  and  did  not  reap- 
pear when  a lesser  number  of  drugs  was 
used. 

INH  often  causes  some  degree  of  eu- 
phoria, but  it  may  also,  in  a small  per- 
centage of  cases,  cause  confusion  and  dis- 
orientation. Polyneuritis  is  the  most  usual 
and  most  severe  of  the  side  reactions  due 
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to  INH,  and  we  are  very  careful  to  treat 
any  avitaminosis,  particularly  in  alcohol- 
ics. It  is  thought  that  INH  interferes  with 
the  utilization  of  vitamin  B6. 

A tendency  to  bleed  is  not  uncommon, 
particularly  with  PAS,  and  we  find  pro- 
longed prothrombin  time  in  most  of  these 
individuals.  Vitamin  K seems  to  be  effec- 
tive in  controlling  this  complication. 

Where  drug  intolerance  has  manifested 
itself  we  usually  withdraw  all  antimicrobi- 
als and  reintroduce  them  one  at  a time.  If 
PAS  hypersensitivity  is  present  a trial 
dose  of  0.5  gm.  will  produce  hyperpyrexia, 
v/hich  will  disappear  in  a few  hours  after 
the  drug  is  discontinued.  Once  the  offend- 
ing drug  is  known,  desensitization  is  car- 
ried out. 


THE  SURGERY  OF 
PULMONARY  TUBERCULOSIS 

Frank  T.  O’Brien,  M.D.,* 
Wilmington,  Del. 

Since  DeCerenville  of  Lausanne,  Switz- 
erland, (1885)  performed  the  first  thora- 
coplasty to  relax  the  rigid  chest  wall  over 
a tuberculous  lesion,  surgery  of  this  dis- 
ease has  advanced  in  geometric  progres- 
sion. The  trial  and  error  techniques  are 
being  gradually  supplanted  by  scientific 
evaluation  and  physiological  reasoning. 
We  owe  ever  so  much  to  the  early  pioneers 
as  mentioned  in  the  late  John  Alexander’s 
book.  Their  experiences  and  failures,  com- 
bined with  anti-tuberculous  drugs,  better 
anesthesia,  and  a host  of  research,  have 
produced  a new  era  in  the  treatment  of 
the  “white  plague”.  It  has  become  a sur- 
gical disease  in  great  measure. 

The  sanatorium  has  emerged  from  a 
nursing  home  to  a hospital  for  chest  dis- 
eases, where  active  methods  of  therapy 
are  extensively  applied.  Having  been  diag- 
nosed as  having  pulmonary  tuberculosis, 
the  patient  should  be  given  the  benefit  of 
sanatorium  care.  Here  he  will  receive  in- 
structions as  to  the  nature  of  the  disease. 
He  will  see  the  effectiveness  of  antibiotics 
on  the  old  chronic  and  the  recent  pneu- 
monitics.  The  education  is  invaluable. 
Here,  too,  he  will  be  placed  on  a definite 

^Visltinu,'  Thoracic  Surycon,  St.  Francis  Hospital. 

Fresented  at  the  combined  meeting  of  Wilmington  hos- 
pitals, St.  Francis  Hospital,  May  25,  1954. 


plan  of  therapy.  Adequate  diet,  bed  rest, 
and  properly  scheduled  medication  will  be- 
come a ritual  of  which  he  will  indelibly 
be  a part.  His  mental  attitude  must  be 
healthy ; therefore,  agencies  must  take  the 
burden  of  his  commitments  in  the  outside 
world  until  he  is  able  to  resume  his  right- 
ful place  in  society. 

The  acute  and  sub-acute  cases  have  to 
be  “cooled  off”.  Thus  bed-rest,  streptomy- 
cin, para-aminosalicylic  acid,  isoniazid, 
and  adequate  diet  have,  in  many  cases, 
produced  a cure.  That  is,  the  patient  over- 
comes the  pneumonitic  infiltration  com- 
pletely by  the  natural  healing  process  of 
resolution  and  fibrosis.  It  is  when  the  res- 
olution is  incomplete  due  to  mechanical, 
anatomical,  physiological,  or  pharmaco- 
logical failure  that  surgical  help  becomes 
a necessity.  An  irreversible  pathological 
change  in  the  lung  parenchyma  as  seen 
on  x-ray,  initiates  the  subsequent  inter- 
vention. 

Selection  of  cases  is  done  with  utmost 
care,  as  a mortality,  even  on  a calculated 
risk,  may  dissuade  the  salvage  and  reha- 
bilitation of  several  patients  who  are  wait- 
ing for  the  optimum  effect  of  their  pre- 
operative therapy. 

The  clinical  history  is  carefully  re- 
viewed, the  laboratory  data  and  x-rays 
gone  over  again  and  again.  The  ward  phy- 
sician confirms  the  mental  attitude,  out- 
look, temperament,  and  general  adjust- 
ment of  the  patient.  Frequently,  the  phthi- 
siologist, roentgenologist,  or  surgeon  will 
ask  for  a repeat  study,  such  as  a piano 
gram,  bronchogram,  bronchoscopy,  sedi- 
mentation rate,  sputum,  gastric  or  urine 
examination  before  he  will  give  his  opin- 
ion. It  is  rare  that  a case  is  selected  for 
surgery  after  one  presentation  to  the  com- 
bined staff  conference.  Opinions  usually 
vary ; yet  complete  accord  is  reached  before 
a definite  procedure  is  carried  out.  This 
screening  is  followed  on  admission  and 
whenever  a change  in  the  patient’s  pro- 
gram is  deemed  advisable.  Thus,  a patient 
may  be  presented  weekly,  monthly,  or  at 
eight  week  intervals. 

The  surgical  procedures  that  ai'e  i-ecom- 
mended  fall  into  three  general  categories: 
(Continued  on  page  283) 
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The  introduction  and  rapid  widespread  adoption  of 
Achromycin  has  opened  a new  chapter  in  the 
history  of  broad-spectrum  antibiotics. 

Achromycin  fulfills  the  requirements  of  the  ideal 
antibiotic  in  virtually  every  respect  . . . wide-range 
antimicrobial  activity,  in  vivo  stability,  tissue  pene- 
tration, minimal  toxicity. 

Achromycin  is  truly  a broad-spectrum  weapon, 
effective  against  Gram-positive  and  Gram-negative 


bacteria,  as  well  as  certain  mixed  infections. 

Achromycin  is  more  stable  and  produces 
fewer  side  effects  than  certain  other  broad- 
spectrum  antibiotics. 

Achromycin  provides  prompt  diffusion  in  body 
tissues  and  fluids. 

Achromycin  is  destined  to  play  a major  role  among 
the  great  therapeutic  agents. 


LEDERLE  LABORATORIES  DIVISION  American G^amiJ COMPANY  PEARL  RIVER,  NEW  YORK 
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a Preoperative  *FIG.  1 b Postoperative 

B.  H.  58  year  old  colored  male, 
following  a small  one  stage  thoracoplasty  and  semi  apicalysis. 


FIG.  2 

D.  H.  45  year  old  white  male. 

a P.  A.  film,  showing  lesion  in  right  upper  lobe.  b Planogram  of  right  upper  lobe.  Lesion  re- 
moved by  segmental  resection  thoracoplasty 
not  necessary. 

I’alifiil:.  Ikiiii  llic  I'.mily  I’.  Iiiss«-ll  .Siinaloriimi 
Operations  |)ei lormed  anil  slides  prejiared  al  'I'he  Delaware 
Hospital.  WilmiiiKlon.  Del. 
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a Preoperative  FIG.  3 b Postoperative 

W.  H.  a 40  year  old  colored  male. 

A pneumonectomy  was  performed  because  of  the  disease  found  in  the  lower  lobe.  Postoperative  film 
shows  very  little  mediastinal  shift  due  to  the  small  thoracoplasty  and  the  left  phrenic  resection. 


a Preoperatively  FiG.  5 b Postoperatively 

E.  S.  a 27  year  old  colored  male, 
following  left  upper  lobectomy  and  tailoring  thoracoplasty. 
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FIG.  4 b Postoperatively 

Two  right  upper  lobectomies,  the  first  with  thoracoplasty. 


c Preoperatively  d Postoperatively 

The  second  without  thoracoplasty  (the  lower  and  middle  lobe  easily  filled  the  right  pleural  space.) 
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THE  SURGERY  OF 
PULMONARY  TUBERCULOSIS 

(Continued  from  page  279) 

(1)  reversible  collapse;  (2)  permanent 
collapse;  (3)  resection.  Due  to  the  fre- 
quency of  complications,  the  decreased 
pulmonary  function,  and  the  technical  dif- 
ficulties, many  of  the  former  collapse 
methods  have  been  abandoned.  The  effec- 
tiveness of  the  drugs  has  also  helped  to 
alter  the  former  concept  of  these  proced- 
ures. We  seldom  use  pneumothorax,  pneu- 
moperitoneum, plombage,  or  phreniclasia ; 
and  the  thoracoplasty  is  used  primarily 
as  a pre-resection  or  a post-resection  pro- 
cedure. 

It  has  been  estimated  that  pneumo- 
thorax and  pneumoperitoneum  decrease 
the  respiratory  function  by  30%.  A thor- 
acoplasty or  interruption  of  the  phrenic 
nerve  decreases  the  respiratory  function 
by  10-15%.  Pneumothorax  and  pneumo- 
peritoneum have  virtually  been  abandoned. 
We  occasionally  crush  the  phrenic  nerve 
after  a pneumonectomy  or  in  elderly  pa- 
tients who  have  controlled  their  disease 
but  whom  we  feel  need  a little  protection 
to  prevent  a reactivation.  The  former  cri- 
teria for  a thoracoplasty  are  now  used 
for  excisional  surgery.  We  have  adopted 
the  British  plan  of  thoracoplasty,  reserv- 
ing it  for: 

1.  Patients  over  age  40  preparing  for 
resection. 

2.  Patients  wfith  bilateral  apical  cav- 
itory  lesions. 

3.  Patients  whose  tubercle  bacilli  have 
become  resistant  to  the  drugs  and  have 
persistent  cavitations. 

4.  Post-operatively,  after  a resection, 
to  prevent  over-expansion  of  the  remain- 
ing pulmonary  tissue,  a tailoring  thora- 
coplasty is  performed. 

The  tailoring  thoracoplasty  which  is 
usually  done  incorporates  dividing  Sib- 
leau’s  bands  and  allowing  the  dome  of  the 
pleura  and  periosteum  from  the  under- 
side of  the  first  rib  to  approximate  the 
mediastinum  and  descend  toward  the 
hilum  of  the  lung.  The  slide  shows  the  re- 
sult of  a one  stage  thoracoplasty  with 
Semb  apicalysis  on  an  elderly  patient 
(Fig.  1.).  This  patient  converted  his 


sputum  and  made  a spectacular  recovery 
following  this  meager  surgical  help.  Many 
patients  are  not  as  fortunate. 

Direct  attack  on  the  persistent  reservoir 
of  the  tubercle  bacilli  by  pneumonectomy, 
lobectomy,  segmental  resection,  or  wedge 
resection  has  become  the  most  used  sur- 
gical procedure.  Credit  for  the  first  re- 
section was  given  to  Sir  William  McEwen, 
of  Glasgow,  in  1906,  but  the  advancement 
of  the  techniques  is  due  to  contemporary 
surgeons : Churchill,  Overholt,  Blades,  etc. 
These  changes  again  were  due  to  better 
anesthesia  and  the  sensitivity  of  the  tu- 
bercle bacilli  to  antibiotics.  Even  up  to 
the  series  of  Thornton  and  Adams  in  1942, 
resections  v/ere  reserved  for  gravely  ill 
patients.  Thus,  cavernostomy  was  widely 
used  until  12  years  ago;  now  it  is  rarely 
used.  In  bad  risk  patients,  before  the  use 
of  streptomycin,  the  mortality  rate  was 
about  35%,  making  resection  a very  du- 
bious surgical  aid.  Up  to  1944-45,  Over- 
holt reported  196  resections  with  46 
deaths,  a mortality  rate  of  24%.  The  ad- 
vent of  streptomycin,  the  substitution  of 
meticulous  hilar  dissection  for  the  old 
tourniquet  method  of  resection,  and  the  at- 
tention paid  to  pulmonary  function  have 
greatly  reduced  morbidity  and  mortality. 
In  Great  Britain,  Edwards  in  1952,  had 
a mortality  rate  of  2.5%  in  over  200  re- 
sections. 

With  careful  selection  of  cases  and  op- 
erating when  the  patient  is  at  the  “target 
point”,  an  uneventful  recovery  is  usual. 
The  small  lesions  which  are  left  behind, 
in  order  to  preserve  pulmonary  tissue, 
must  have  a stable  appearance  on  x-ray. 
The  ideal  case  for  resection  is  the  filled 
cavity  or  tuberculoma  which  represents 
massive  nodular  disease.  These  lesions  can 
be  “watched”  too  long.  Not  only  do  they 
often  break  down,  but  they  may  mask  ma- 
lignancy. X-ray  evidence  of  calcified  cen- 
ter, round  edges  and  other  diagnostic  ra- 
diologic signs  of  a healed  lesion,  is  not 
always  true.  The  slide  shows  planograms 
of  a so-called  healed  lesion  as  well  as  the 
P.A.  film  (Fig.  2).  This  lesion  had  two 
cavities  and  the  purulent  centers  smeared 
positive  for  acid  fast  bacilli.  It  was  easily 
removed  by  a segmental  resection  under 
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the  protection  of  streptomycin.  The  pa- 
tient is  now  virtually  cured  and  will  not 
live  in  fear  of  the  lesion  breaking  down. 
We  have  resected  three  cases  in  the  past 
three  years  which  were  diagnosed  as  tu- 
berculomas but  proved  to  be  bronchogenic 
carcinomas.  Of  course,  the  reverse  has 
been  true  more  frequently,  but  this  does 
not  justify  failure  to  perform  a thora- 
cotomy for  a round  lesion,  or  undiagnosed, 
doubtful  pulmonary  shadow. 

A destroyed,  functionless  lung  should  be 
resected  both  to  get  rid  of  the  dead  space 
and  to  remove  the  possibility  of  the  in- 
evitable secondary  infection.  After  ade- 
quate antibiotics,  (but  while  they  are  still 
effective),  a lower  lobe  cavity  or  tubercu- 
lous bronchiectasis  should  be  excised.  In- 
dications for  resection  are  therefore  as 
follows: 

1.  Gross  unilateral  disease. 

2.  Lobar  bronchiectasis. 

3.  Caseous  mass. 

4.  Cavities: 

a. )  Cavities  which  fail  to  close 

and  are  confined  to  one  lobe 
or  segment. 

b. )  Lower  lobe  cavities. 

c. )  Emergency  for  ruptured  cav- 

ities causing  either  hemor- 
rhage or  pneumothorax. 

5.  Thoracoplasty  failure. 

Slides  3,  4,  and  5 show  the  pre-opera- 
tive and  post-operative  x-rays  of  a pneu- 
monectomy, right  upper  lobectomy,  and 
left  upper  lobectomy.  They  have  all  been 
performed  here  in  Delaware  and  these 
patients  are  now  rehabilitated.  The  de- 
foi’mity  with  a small  thoracoplasty  is  so 
minimal  it  cannot  be  noticed  due  to  the 
scapula  in  the  back  and  the  pectoral  mus- 
cles anteriorly.  The  psychological  effect 
on  the  patient  who  knows  that  the  disease 
has  been  removed  or  rather  that  the 
main  focus  has  been  extirpated  is  be- 
yond compare.  The  concomitant  thoraco- 
plasty is  performed  in  all  cases  where  a 
large  volume  of  lung  tissue  is  removed  or 
where  known  disease  has  existed  in  so- 
called  good  lung.  The  prevention  of  over- 
distension of  healed  (fibrosed)  pulmonary 
tissue  is  worth  while,  and,  as  many  pa- 


tients dread  or  refuse  a second  operation, 
we  perform  both  at  the  same  time. 

Post-operatively  the  patient  is  urged  to 
cough  and  if  tracheal  aspiration  fails  to 
prevent  atelectasis  he  is  bronchoscoped  in 
bed.  Two  drainage  tubes  are  used.  These 
are  right-angle  catheters  that  will  hug 
the  chest  wall  yet  drain  the  apex  and 
costo-phrenic  angle.  Usually  underwater 
drainage  is  all  that  is  necessary.  If,  how- 
ever, a segmental  resection  or  decortica- 
tion is  followed  by  airlleaks,  a Stedman 
pump  may  be  used  to  keep  a negative  in- 
tra-pleural  pressure  (removing  the  air 
faster  than  it  leaks  from  the  alveoli).  The 
lower  tube  is  removed  on  the  third  day, 
the  upper  tube  on  the  fifth  postoperative 
day.  The  patient  is  usually  out  of  bed  on 
the  second  day,  sutures  removed  on  the 
seventh  or  eighth  day,  and  he  returns  to 
the  sanatorium  on  the  twelfth  day.  He  is 
then  placed  on  the  postoperative  routine 
of  bed  rest  with  antibiotics  for  six 
months.  During  this  six  months  his  case 
may  be  presented  to  the  conference  on 
several  occasions,  especially  if  his  classifi- 
cation is  to  be  changed.  When  his  medical 
discharge  has  been  ultimately  approved, 
his  home  conditions  must  be  cleared  by 
the  social  service  department  before  he  is 
allowed  to  leave  the  sanatorium. 

Surgery  of  pulmonary  tuberculosis  has 
greatly  advanced  in  the  past  ten  years, 
and  it  will  always  play  a major  role  in 
helping  selected  cases.  Good  results  depend 
on  the  whole  team:  family  doctor,  roent- 
genologist, bacteriologist,  nurses,  dieti- 
tians, social  worker,  chaplain,  other  pa- 
tients, phthisiologist,  and  surgeon.  The  pa- 
tient who  understands  and  respects  his 
disease  will  spend  the  necessary  time  in 
the  sanatorium;  will  reach  the  “target 
point” ; will  be  operated  on ; will  give  a 
full  six  months  to  convalescing,  and  v.ill 
be  one  of  the  90  of  cases  who  can  be 
rehabilitated. 

Our  statistics  will  be  presented  at  a 
later  date,  but  in  twelve  months,  we  com- 
pleted about  fifty  cases — 60  resections, 

20%  thoracoplasties,  and  20%  miscellane- 
ous (cavernostomies,  phreniclasias,  etc.). 
We  had  three  deaths,  one  a cavernostomy 
on  the  eighth  post-operative  day,  one 
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thoracoplasty  (the  patient  had  an  inter- 
ventricular septal  defect)  on  the  seventh 
post-operative  day,  and  one  lobectomy  who 
died  on  the  sixth  post-operative  day.  The 
deaths  were  all  on  poor  risk  patients  who 
were  operated  on  as  a last  resort. 

We  have  not  discussed  particular  opera- 
tions or  techniques,  but  have  attempted  to 
show  the  overall  picture  of  the  surgery 
performed  here  for  pulmonary  tuberculo- 
sis. 


DIABETES  MELLITUS  IN 
JUVENILE  IDENTICAL  TWINS 

Edward  M.  Bohan,  M.D.,* 
Wilmington,  Del. 

Introduction 

“There  is  very  little  difference  between 
one  man  and  another,  but  what  little  there 
is,  is  very  important.”’  The  difference  be- 
comes even  less  marked  when  identical 
twins  are  born  into  the  v/orld.  Newman- 
has  set  up  criteria  for  the  identification 
of  monozygotic  twins,  and  what  little  dif- 
ference there  is  becomes  increasingly  im- 
portant in  telling  them  apart.  Their  hair, 
eyes,  complexion,  and  teeth,  must  be  the 
same  in  most  respects.  Similarity  of  ap- 


FIG.  1 

John  (left)  and  Joseph,  twin  diabetics. 

*Chief,  Department  of  Metabolism,  St.  Francis  Hospital. 


pearance  and  finger  prints  are  also 
stressed  by  him  to  be  the  two  most  reli- 
able means  of  identification. 

The  twins  in  our  study  meet  these  qual- 
ifications, and,  in  addition,  they  developed 
diabetes  mellitus  at  approximately  the 
same  time.  From  the  standpoint  of  re- 
search in  heredity,  these  15  year  old  twins 
with  diabetes  give  us  an  exceptional  op- 
portunity to  study:  (1)  the  effect  of  en- 
vironmental influence  on  a disease  which 
is  subject  to  Mendel’s  laws  of  genetics; 
(2)  the  variance  in  the  course  of  the 
metabolic  disorder  which  is  known  to  oc- 
cur in  other  twin  diseases;  (3)  the  care- 
ful observance  of  the  diabetes  in  its  juve- 
nile form  in  both  patients,  which  can  be 
a study  in  itself. 

Galton,“  in  1883,  stated  that  illness  and 
accidents  were  the  only  causes  which  ap- 
peared to  be  adequate  in  making  identical 
twins  unlike.  Identical  twins  are  not 
obliged  to  have  the  same  diseases,  al- 
though the  tendency  is  strong  to  do  so, 
nor  are  they  necessarily  subject  to  the 
same  course  of  any  disease  which  they 
may  develop. 

Newman  et  ak  verified  this  statement 
of  Galton’s,  and  concluded  that  the  na- 
ture and  course  of  the  malady  occurring 
in  identical  twins  is  often  not  identical. 
Newman®  spent  a quarter  of  a century  in 
twin  research.  He  coined  the  term  “liter- 
ary twins”  to  describe  the  liberties  taken 
in  books  and  plays  with  the  subject  of 
twinning.  Describing  Shakespeare’s  ex- 
perience with  Olivia  and  Sebastian  in 
“Twelfth  Night”,  he  says  “one  might  in- 
fer from  Shakespeare,  who,  in  error  or 
wdth  poetic  license,  invented  one-egg  twins 
in  his  famous  ‘Twelfth  Night’,  that  iden- 
tical twins  could  be  of  opposite  sex.” 

CAvSE  Report  of  Twin  No.  1 

Joseph  was  the  first  to  manifest  symp- 
toms and  signs  of  the  disease.  On  April 
24,  1953  he  was  admitted  to  St.  Francis 
Hospital  complaining  of  thirst,  hunger, 
and  polyuria.  He  had  lost  11  pounds  in  the 
past  six  weeks.  His  physical  examination 
was  normal  for  a boy  of  15  years,  and  in- 
cluded an  eye-ground  examination  which 
was  negative  for  diabetic  disease.  The 
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blood  count  was  within  normal  limits,  and 
so  was  the  blood  pressure.  CO^  combining 
power  was  54  volumes  per  cent.  Plasma 
acetone  was  also  negative.  His  blood  su- 
gar on  admission,  taken  two  hours  after 
breakfast,  was  315  mg.  per  100  cc.  of 
blood.  Urinalysis  was  4+  for  sugar,  and 
negative  for  albumen. 

A diet  was  prescribed  and  the  patient 
was  placed  on  25  units  of  globin  insulin 
at  breakfast  time.  He  was  followed  in  the 
Diabetic  Clinic  at  the  hospital  and  the  in- 
sulin dose  adjusted  to  28  units  of  globin 
in  the  A.M.  and  12  units  at  supper  time. 
This  twin’s  weight  rapidly  increased,  and 
he  became  symptom  free.  No  urinalyses 
were  done  as  a routine  guide  for  therapy. 
The  therapy  was  carried  out  entirely  ac- 
cording to  the  compatible  hyperglycemia 
method  of  control  of  Anthony  Sindoni,'’ 
consultant  on  metabolic  disease  at  the  hos- 
pital. Blood  sugars  were  taken  weekly  un- 
til the  boy  was  stabilized  without  symp- 
toms, free  of  acetonemia  and  acetonuria, 
and  running  a tv/o  hour  post-prandial 
sugar  level  of  approximately  250  mg.  per 
100  cc.  of  blood.  Since  his  discharge  from 
the  hospital  he  has  had  a weight  gain  of 
17  pounds  in  18  months.  He  feels  well  on 
his  present  dose  of  insulin,  and  is  symp- 
tom free  of  diabetes  mellitus.  In  July,  1954 
a basal  metabolism  rate  was  found  to  be 
+ 4.  17-ketosteroid  excretion  in  24  hours 
was  12.4  mg.  Blood  cholesterol  was  261 
mg.  per  100  cc.  of  blood.  X-ray  of  the  sella 
turcica  was  negative.  The  boy  is  happy, 
well  adjusted,  and  is  a good  student  in 
high  school. 

His  diet  is  120  Protein  + 80  Fat  -I-  220 
CH  -t-  30  CH  at  night.  His  post-prandial 
blood  sugars  have  averaged  about  240  mg. 
per  100  cc.  of  blood  since  discharge  from 
the  hospital  in  April,  1953.  The  other  twin 
is  on  the  same  diet. 

Case  Report  of  Twin  No.  2 

John  was  admitted  to  the  Diabetic  Clin- 
ic at  St.  Francis  Hospital  in  July,  1953 
for  study  of  his  carborhydrate  metabol- 
ism. A fasting  sugar  of  165  mg.  per  100 
cc.  of  blood  was  obtained.  His  urinalysis 
was  negative  for  sugar.  It  was  decided  to 
follow  this  twin,  although  he  did  not  com- 


plain of  diabetic  symptoms.  Another  sugar 
was  done  two  hours  after  breakfast.  This 
post-prandial  reading  was  145  mg.  Since 
there  was  still  a doubt  as  to  the  diagnosis, 
an  Exton-Rose  glucose  tolerance  test  was 
done.  It  read  130  mg.  fasting,  214  mg. 
on  the  next  reading,  and  220  mg.  on  the 
last  reading.  Only  the  one  hour  urin- 
alysis was  positive  for  sugar.  The  weight 
gain  has  been  15  pounds  since  admission 
to  the  diabetic  clinic. 

An  X-ray  was  taken  of  the  sella  tur- 
cica : no  abnormality  was  demonstrated. 
Basal  metabolism  rate  was  — 2.  Blood 
cholesterol  was  219  mg.  17-ketosteroid 
excretion  in  24  hours  was  22.2  mg.  per 
100  cc.  of  blood.  X-ray  of  heart  and  lungs 
was  normal.  The  eye  grounds  were  per- 
fectly normal  for  his  age.  Wassermann 
and  Kahn  were  negative  in  both  twins. 
No  insulin  v/as  used  until  October,  1954. 

The  subsequent  course  of  the  disease 
was  of  a mild  nature.  No  symptoms  or 
signs  of  uncontrolled  diabetes  developed. 
The  blood  sugar  varied  from  116  mg.  post- 
prandially  to  187  mg.  in  September,  1953. 
No  sugar  values  over  200  mg.  were 
reached  by  this  method  of  control  until 
February,  1954,  when  212  mg.  was  ob- 
tained, two  hours  p.c.  Since  then,  read- 
ings of  214,  195,  and,  in  September  of 
this  year,  242  mg.  per  100  cc.  of  blood 
were  reached  in  a symptom-free  patient. 
However,  he  was  watched  very  closely  for 
symptoms  of  lack  of  control  which  would 
require  the  administration  of  insulin. 
Thirst  and  loss  of  weight  began  to  appear 
in  October,  1954,  and  he  was  put  on  10 
units  of  globin  insulin  daily.  The  boys’ 
parents  claim  that  the  twins  are  exem- 
plary patients,  and  follow  all  medical  ad- 
vice to  the  letter.  The  post-prandial  blood 
sugar  on  the  mother  was  90  mg.  per  100 
cc.  of  blood.  The  father’s  blood  sugar  was 
112  mg.  2 hours  post-prandially.  The 
father’s  brother  developed  diabetes  in  the 
summer  of  1954;  there  was  no  history  of 
any  other  diabetic  disease  in  the  rest  of 
the  family  for  two  generations.  John’s  in- 
telligence in  school  is  identical  with  his 
twin,  and  both  are  blood  group  Type  A, 
Rh  positive.  Their  fingerprints  are  some- 
what similar  but  of  course  not  identical. 
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The  similarity  meets  Newman’s-  criteria 
for  fingerprint  identification  of  identical 
twins. 

Similar  Twins 

The  study  of  identical  twins  is  fasci- 
nating and  often  humorous.  Ora  and  Ira' 
were  in  business  in  Jefferson  City,  Mo. 
The  law  arrested  Ora,  who  stepped  into  a 
back  room  and  sent  Ira  out  to  go  with 
the  police.  At  the  station,  Ira  told  the 
police  he  was  not  Ora,  but  they  did  not 
believe  him.  Ira  was  convicted  in  Circuit 
Court.  The  Supreme  Court  let  him  go  be- 
cause he  could  not  be  charged  for  the  of- 
fense; he  only  worked  for  Ora. 

Recently,  identical  twins  were  brought 
into  the  world  by  identical  twins.®  Pass- 
ports have  been  substituted  without  de- 
tection and  identical  twins  have  played 
on  the  same  football  team,  confusing  the 
other  team  to  a distressing  degree. 

Alvarez”  says  that  twins  pose  special 
behavior  problems,  claiming  the  mother 
must  be  careful  to  give  both  twins  exactly 
the  same  amount  of  attention  and  love. 
He  reports  twins  early  adopted  and  liv- 
ing apart.  Their  interests  were,  neverthe- 
less, alike.  Both  were  athletes  and  prize- 
fighters, although  at  the  time  neither  knew 
the  other  existed.  Galton,  according  to  Al- 
varez, says  identical  twins  often  die  with- 
in a few  weeks  of  each  other. 

The  case  of  Millar  and  George'"  is  a 
classical  one  of  identical  twins  reared 
apart,  after  being  separated  at  birth. 
When  re-united  at  18  years  of  age,  each 
had  like  personality  tests  and  a weakness 
in  mathematics  and  word  meanings.  In  al- 
most all  cases  where  a cavity  was  noted 
in  one  boy’s  tooth,  the  corresponding  tooth 
of  the  other  was  also  affected. 

Twins"  living  1,000  miles  apart  and  not 
known  to  each  other  worked  for  the  same 
telephone  company.  Each  had  a terrier 
dog  with  the  same  name,  “Trixie”.  They 
were  discovered  by  a third  person  work- 
ing for  the  same  company. 

Identical  twins  were  separated  at  birth 
in  Switzerland.'-  A single  birth  was  sent 
home  from  the  hospital  with  one  twin. 
Fortunately,  the  three  children  wci'c 
brought  up  in  the  same  town,  and  after 


seven  years  the  misplaced  similar  twin 
was  identified  as  a double  to  one  of  the 
two  children  reared  as  fraternal  twins. 
Suspicion  was  then  aroused  that  the  three 
babies  had  been  mixed  up  in  the  hospital. 
Eventually  the  following  similarities  v/ere 
noted.  Phillipe  had  only  two  incisors  in 
his  lower  jaw  instead  of  four.  Ernstle  had 
the  same  number.  The  children  were  stud- 
ied for  two  weeks  at  a medical  clinic,  and 
the  pattern  of  the  retina  of  the  eyes  was 
identical,  left  to  left,  and  right  to  right. 
The  irises  of  the  left  eyes  were  more  sim- 
ilar to  each  other  than  to  their  own  right 
eyes.  Both  were  color  blind.  Skin  grafts 
took  immediately  on  the  real  twins,  but 
were  sluggish  and  crusty  on  the  mistaken 
twin.  X-ray  plates  of  their  left  hands 
shov/ed  three  missing  carpal  bones  in 
each  case.  After  the  children  were  togeth- 
er for  a while  they  were  both  found  suck- 
ing the  right  thumb. 

The  incidence  of  identical  twins  is  25% 
of  twin  births,  which  occur  1 in  87  total 
births.  One  often  wonders  why  many  hun- 
dreds of  births  go  on  in  some  hospitals 
before  twins  are  born.  The  reason  may 
be  that  twinning  families  live  in  the  same 
town,  or  neighborhood.  Twins  beget  twins. 
In  Delmar,  near  Wilmington,  three  sets 
of  twins  were  born  in  August,  1954,  at 
the  Peninsula  General  Hospital.  In  Sep- 
tember, 1954,  in  Overlook  Hospital  in 
Summit,  N.  J.,  the  birth  of  three  sets  of 
of  twins  in  an  18-hour  period  was  report- 
ed in  the  Journal-Every  Evening,  the  Wil- 
mington evening  newspaper. 

Identical  twins  have  as  differences  only 
those  traits  developed  due  to  environment. 
They  are  always  of  the  same  sex  and  com- 
plexion. Their  eyes  are  of  the  same  color, 
as  is  their  hair,  and  blood  type.  They  us- 
ually develop  to  the  same  height  and  build. 
Some  differences  appearing  before  as  well 
as  after  birth  can  be  traced  to  environ- 
ment. Newman,  Freeman,  and  Holzinger'® 
studied  twins  reared  together  and  reared 
apart,  and  found  little  difference  except 
that  due  to  environment.  Height  was  less 
affected  than  weight,  which  is  modified 
more  easily.  This  does  not  meati  that 
weight  is  not  subject  to  hereditary  iullii- 
ence.  Newman  describes  another  interest- 
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ing  observation  about  identical  tv, 'ins.  One 
had  a criminal  record  and  the  other  was 
also  in  prison.  They  were  living  far  apart 
from  each  other. 

Battista’^  supplies  us  with  the  follow- 
ing information  about  twins : “There  are 
3,000,000  in  the  United  States;  800,000 
are  identical.  Cases  are  on  record  in  which 
the  mothers  have  made  the  mistake  of 
feeding  the  same  child  twice,  only  to  be 
bewildered  by  the  uncompromising  be- 
havior of  the  neglected  and  very  hungry 
child. 

“On  the  basis  of  hereditary  studies,  the 
fathers’  hereditary  background  appears 
to  determine  the  arrival  of  identical  twins, 
whereas  the  mothers’  hereditary  history 
influences  the  arrival  of  fraternal  twins. 
Identical  twins  think  of  themselves  as  a 
unit  and  feel  incomplete  when  separated. 
They  often  marry  and  have  children  at 
the  same  time.  Simultaneous  thoughts  or 
statements  often  occur.” 

Diabetes  Mellitlis  in  Twins 

Diabetes  is  but  one  of  many  diseases 
occurring  in  twins.’®'-®  ''  Any  disease  is 
more  likely  to  occur  concurrently  in  sim- 
ilar than  in  dissimilar  twins.  Similar  twins 
are  monozygotic.  They  have  a tendency 
to  be  identical  in  the  shaping  of  their 
lives,  both  as  to  vocation  and  disease. 
Uniovular  twins  have  been  reported  with 
concordant  multiple  sclerosis.’ Severe 
megaloblastic  anemia’®  was  reported  in 
girl  twins  10  months  old.  Duodenal  ulcer” 
occurred  simultaneously  in  twin  brothers. 
Carcinoma  of  the  cervix  uteri’®  in  iden- 
tical twins  was  reported  by  Stocking  in 
1950.  Tuberculosis  in  identical  twins  in 
calcified  mesenteric  glands  was  found  on 
x-ray  by  Hoffstaedt.’”  Their  mother  had 
active  tuberculous  disease  of  the  lungs. 

Diseases  have  a tendency  to  occur  si- 
multaneously in  identical  twins.  Terry,-" 
quoting  White,  says  that  the  onset  of  dia- 
betes was  almost  simultaneous  in  10  out 
of  15  identical  twins.  In  the  other  5 pairs, 
there  was  an  interval  of  5 to  30  years.  In 
reporting  13  cases,  Curtis-’  found  that  12 
had  been  reported  with  diabetes  until 
1929.  His  report  made  the  13th.  10  of  the 
13  were  similar  twins,  two  dissimilar  and 


one  pair  doubtful.  Peck”-  reported  a case, 
and  mentioned  18  others  in  1933.  By  1933, 
20  cases  of  diabetes  were  reported  in  the 
medical  literature,  and  Watson”®  added 
another.  In  1948,  Terry”"  reported  iden- 
tical Negro  twins  with  diabetes  mellitus. 

Fischer”’  had  one  identical  twin  with 
diabetes  at  the  age  of  three  years  and 
nine  months,  following  an  attack  of  mea- 
sles. Her  twin  sister  had  measles  at  the 
same  time,  but  did  not  develop  the  disease. 
They  were  given  the  same  diet  for  psy- 
chological reasons.  16  out  of  33  sets  of 
similar  twins,  analyzed  by  Joslin”'®  were 
diabetic.  Dissimilar  tv, fins  were  diabetic  in 
the  ratio  of  2 out  of  63  pairs.  Five  case 
histories  of  otosclerosis  in  identical  twins 
have  been  reported  by  Fowler.”® 

Heredity  and  Environment 

It  is  known”’  that  many  of  our  human 
characteristics,  such  as  the  color  of  our 
eyes  and  the  character  of  our  blood  are 
hereditary  in  origin.  Other  traits,  as  lan- 
guage and  religion,  are  products  of  our 
environment. 

We  inherit  our  natures  about  equally 
from  both  parents.  However,  brothers  and 
sisters  have  different  genes,  and  respond 
in  different  ways  to  an  identical  environ- 
ment. Traits  determined  by  heredity  may 
be  modified  by  environmental  influences, 
but  these  modifications  are  not  passed  on 
to  succeeding  generations. 

We  cannot  consider  the  science  of  he- 
redity without  the  factor  environment 
which  influences  it.  It  is  also  a fact  that 
all  biological  species,  including  man,  which 
reproduce  sexually,  endow  each  offspring 
with  a different  hereditary  make-up.  Only 
identical  twins  receive  the  same  genes. 
Genes  are  passed  out  to  the  offspring  of 
all  species  according  to  the  lav'  of  Gregor 
Mendel,  who  published  his  findings  on  the 
cross-breeding  of  peas  in  an  obscure  med- 
ical journal  in  1865.  It  was  re-discovered 
34  years  later,  and  the  science  of  genetics 
was  born. 

Groups  of  people  resemble  each  other 
because  they  have  some  genes  in  common. 
Most  genes  stand  for  useful  qualities,  but 
some  stand  for  bad  ones,  and  even  dis- 
eases. The  number  of  gene  combinations  is 
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enormous,  each  individual  carrying  sever- 
al thousand  or  more.  Many  people  who  in- 
herit the  gene  of  diabetic  heredity  do  not 
develop  the  disease.  The  environment 
must  be  favorable  for  the  soil.-®  Theoretic 
genetic  ratios  are  incapable  of  fulfill- 
ment.Environments  can  be  created  for 
the  prevention  or  even  the  apparent  cure 
of  diabetes®"  or  other  diseases.  This  is  the 
foundation  of  the  modern  day  prevention 
and  cure  of  disease.  The  doctor  can  create 
an  environment  which  may  change  the 
course  of  not  only  a disease,  but  of  a per- 
son’s whole  existence.  Foreknowledge  of 
a hereditary  tendency  to  a disease  may  be 
an  invaluable  aid  to  the  physician  in  pre- 
venting its  development,  arresting  its 
progress  or  elTecting  a cure.®^  Diabetes 
mellitus  is  a disease  that  is  similar  to  gout 
in  the  environmental  influences  on  its  he- 
redity. As  Tweedie  stated  in  the  18th 
century,  “The  gout  in  many  instances  is 
hereditary,  but  it  commonly  arises  from 
luxury  and  indolence”. 

Physical  traits  such  as  body  length 
seem  to  be  influenced  to  a lesser  extent 
by  environmental  factors.  In  the  case  of 
twins,  about  half®®’®^  the  variance  is  due 
to  heredity,  approximately  half  to  seg- 
regation,* and  little  to  environment.®® 

Heredity  and  Diabetes  Mellitus 

Diabetes  mellitus  is  a recessive  Men- 
delian  trait,®®  and  tends  to  breed  out  of 
the  family  rather  than  to  multiply.  Each 
parent  must  contribute  a recessive  gene. 
Two  recessive  genes®'  are  required  to  pro- 
duce the  soil  for  the  development  of  the 
disease.  This  is  in  contrast  to  diabetes  in- 
sipidus®® which  traces  its  heredity  to  one 
dominant  gene. 

The  hereditary  factor  in  diabetes  mel- 
litus, if  capable  of  true  fulfillment,  would 
breed  100%  diabetic  children  from  two  di- 
abetic parents.  If  the  mother  or  father 
alone  has  diabetes  and  the  mate  is  not  a 
carrier  or  potential  diabetic,  the  child  will 
be  a carrier,  but  not  a diabetic.  Two  car- 
riers v/ill  breed  25%  diabetics  in  the  off- 
spring. A diabetic  marrying  a carrier  will 
breed  out  50%  diabetics. 

White®"  says  that  diabetic  children  who 
have  had  diabetes  20  years  or  longer  re- 

* Matinii’s  which  pi-oduce  definite  ratios  of  certain  hered- 
itary factors,  e.}X.,  albinism  (lack  of  pijgment  in  hair,  eyes, 
and  skin). 


port  the  incidence  of  heredity  as  high  as 
60%.  Harris*"  studying  over  1,200  dia- 
betics also  found  this  to  be  true.  Glucose 
tolerance  tests  reported  by  SherilP*  on  38 
offspring  of  23  diabetics  were  abnormal  in 
55.3%  of  cases.  Cammidge*®  found  a pos- 
itive family  history  in  396  out  of  1,000 
diabetics. 

At  St.  Francis  Hospital  we  are  now 
making  an  effort  to  contact  and  analyze 
the  post-prandial  blood  sugar  in  all  rela- 
tives of  diabetics.  These  people  are  more 
interested  in  the  disease  than  the  general 
population  and  are  more  willing  to  coop- 
erate in  any  diabetic  detection  program. 
The  post-prandial  blood  sugar  is  11% 
more  diagnostic  of  the  disease  than  the 
fasting  blood  sugar,*®’**'*®  *®  and  a better 
index  of  carbohydrate  tolerance  in  the 
treatment  of  the  disease.  The  value  of  the 
post-prandial*'  blood  sugar  and  compatible 
hyperglycemic  control  of  diabetes  mellitus 
is  now  being  appreciated  eight  years  after 
Sindoni’s  original  work  on  the  subject  was 
published.  This  acceptance  is  rapid  in 
comparison  to  some  other  discoveries  in 
medicine,  as  Mendel’s  law  of  genes**  and 
Semmelweis,  views  on  childbed  fever. 

Can  the  Life  Expectancy  of  Juvenile 
Diabetics  Be  Prolonged? 

The  life  expectancy  of  children  who  con- 
tact diabetes  during  the  age  group  10-19 
years  is  an  average  of  16.7  years  from 
onset.*®  This  figure  can  be  improved  by 
employing  more  preventive  care.  Nutri- 
tion should  be  as  good  or  even  better  than 
that  of  the  average  child,  because  of  the 
faulty  metabolism.  Insulin  is  required  in 
all  juvenile  diabetics.  Duncan*"  says  “all 
diabetic  children  and  thin  diabetics  re- 
quire insulin  to  grov/  or  gain  weight”. 
White®"  says  “all  children  need  insulin”. 
One  of  our  twins  has  only  recently  taken 
insulin.  His  diabetes  was  probably  still  in 
the  latent  stage  when  discovered.  It  is  in- 
teresting to  note  that  he  maintained  iden- 
tical nutrition  with  his  twin,  who  is  on 
both  diet  and  insulin,  until  October  1, 
1954,  when  he  developed  slight  thirst  and 
definite  loss  of  weight.  His  blood  sugar 
shot  up  suddenly  to  290  mg.  per  100  cc. 
of  blood  and  he  was  losing  an  increasing 

**First  jiublished  in  Journal  of  the  Society  of  Naturalists 
in  1866:  cited  by  Dunn.  L.  C.  and  Dobzhansky.  T.:  Hered- 
ity, Race  and  Society,  42,  1954, 
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amount  of  sugar  in  the  urine.  \Mien  Fig- 
ure 1 photograph  was  taken  twin  John 
(left)  had  just  begun  to  lose  weight. 

Prevention  of  accidents  in  our  diabetic 
children  is  as  important  as  in  the  non- 
diabetic children  and  will  prolong  their 
lives.  Accidental  death  in  children  is  three 
times  more  common  than  death  from 
heart  disease,  and  five  times  more  so  than 
from  poliomyelitis. The  percentage  of 
death  from  accidents  in  the  age  group 
from  1 to  9 years  is  about  35%  (1953)  as 
compared  with  10%  in  the  years  1930 
to  1934. 

Adolescent  medicine  has  come  into  its 
own  with  the  opening  of  the  adolescent 
unit  at  Children’s  Hospital  in  Boston. 
Gallagher’^  believes  they  need  a doctor  of 
their  own.  “We’re  concerned  with  what 
all  fields  of  medicine  can  do  for  this  age 
group.’’  He  disclaims  any  intention  to  cre- 
ate another  specialty  in  medicine. 

Children  comprise  only  10%  of  all  dia- 
betics, but  40%  of  coma  admissions  to  the 
George  Baker  Clinic  in  Boston  are  juve- 
niles. While  children  are  more  susceptible 
to  coma,  the  same  criteria  apply  in  pre- 
vention of  it,  that  is,  avoidance  of  infec- 
tions, severe  trauma  or  sunburn,  and  emo- 
tional upheavals.  Strict  adherence  to  in- 
sulin and  a well  balanced,  nutritious  diet 
are  of  utmost  importance. 

Significant  atherosclerotic  changes  ap- 
pear in  diabetic  children  much  sooner  than 
in  a non-diabetic  child.  Most  juveniles 
show  some  changes  in  the  retinae  or  kid- 
ney vessels  after  10  years  of  the  disease. 
Arterial  degeneration  has  been  found  to 
be  more  common  in  the  children  of  dia- 
betic mothers  than  in  a control  group 
without  diabetic  parents. 

The  pathology  of  the  diabetic  age  group 
we  are  discussing  is  believed  to  be  extra- 
pancreatic  in  type.’^'*  All  of  our  juvenile 
patients  are  being  currently  studied  for 
glandular  imbalance.  We  do  not  have  the 
problem  of  obesity  here,  but  vascular 
change  has  been  seen  in  the  conjunctiva 
in  children  of  diabetic  mothers.’’  Glucose 
tolerance  tests,  abnormal  growth  and  de- 
velopment, and  elevated  17-ketosteroid  ex- 
cretion were  definitely  correlated  by  these 


authors  with  the  conjunctival  findings. 
However,  they  admit  that  their  series  is 
from  too  small  a number  of  patients  to 
be  finally  conclusive.’^ 

Although  we  think  of  juvenile  diabetes 
as  extra-pancreatic,  there  has  been  a 
statement  made  recently  that  growth  hor- 
mone may  stimulate  glucagon  (HGF).” 
An  excess  of  the  latter  is  thought  to  be 
present  in  juvenile  diabetes.  It  is  produced 
in  the  islet  alpha  cells  and  its  chief  func- 
tion is  to  release  glucose  from  glycogen. 
Gerber’”  says  that  growth  hormone  stim- 
ulates the  pancreatic  islet  cells,  and  may 
be  responsible  for  some  cases  of  diabetes 
mellitus.  He  thinks  that  this  is  especially 
so  in  the  “teen-age’’  group  with  its  ex- 
plosive onset  and  unstable  course. 

Summary 

1.  Another  case  of  identical  twins  with 
diabetes  mellitus  is  reported. 

2.  The  variance  in  the  course  of  disease 
in  identical  twins  is  well  known.  This 
is  one  of  the  few  differences  in  iden- 
tical twins.  The  diabetes  developed  in 
the  same  season  of  the  year,  probably 
at  the  same  time. 

3.  The  twins  were  treated  by  the  com- 
patible hyperglycemia  method  of  con- 
trol established  by  Sindoni.”  Post- 
prandial blood  sugars  were  used  as  a 
guide  in  control  of  the  disease. 

4.  The  method  of  diagnosing  similarity 
in  twins  was  discussed.  Newman 
states  that  the  similar  appearance 
and  finger  prints  are  the  most  reliable 
of  ten  rules  he  requires  to  identify 
identical  twins.  In  the  finger  print 
patterns  the  main  lines  of  finger  and 
palm  prints  must  be  essentially  the 
same.  Our  twins  met  these  qualifica- 
tions. 

5.  The  influence  of  heredity  on  the  de- 
velopment of  diabetes  mellitus  and  its 
modification  by  environment  is  dis- 
cussed in  some  detail. 

6.  Means  of  improving  the  life  expect- 
ancy of  juvenile  diabetics  by  preven- 
tion of  non-diabetic  and  diabetic 
causes  of  death  are  discussed. 
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Conclusions 

1.  Diabetes  mellitiis  occurs  in  identical 
twins.  While  it  often  occurs  simul- 
taneously, it  does  not  have  to,  because 
environmental  factors  and  cytoplas- 
mic asymmetry®*  upset  the  law  of 
heredity.  Sometimes  only  one  identical 
twin  develops  the  disease. 

2.  The  effect  of  environmental  factors 
and  cytoplasmic  asymmetry  on  the 
liereditary  nature  of  diabetes  mellitus 
in  twins  is  such  that  the  disease,  if 
developed  in  both  twins,  may  not  run 
the  same  course.  In  this  case,  one  15 
year  old  twin  is  on  insulin  and  diet; 
the  other  on  diet  alone  for  18  months, 
is  now  on  insulin. 

3.  The  major  environmental  influence 
on  the  hereditary  tendency  in  adult 
diabetes  is  obesity.  Since  9 out  of  10 
diabetics  over  21  are  obese®*  at  the  on- 
set of  the  disease,  this  influence  can 
largely  be  eliminated  by  advising  the 
relatives  of  diabetics  to  lose  weight 
immediately. 

4.  Since  diabetes  tends  to  breed  out  of 
generations,  being  a recessive  gene, 
this  procedure  of  reducing  the  obese 
relative  if  followed  in  medical  prac- 
tice, could  greatly  reduce  the  inci- 
dence of  the  disease. 

5.  Many  other  diseases  have  concordant- 
ly  occurred  in  identical  twins.  This 
gives  the  medical  and  allied  sciences 
an  exceptional  opportunity  to  study 
the  factors  which  alter  the  hereditary 
tendency.  Traits  determined  by  hered- 
ity and  modified  by  environmental  in- 
fluences are  not  passed  on  to  succeed- 
ing generations. 

6.  Removal  of  the  environmental  factor 
of  obesity  in  nev/ly  discovered  dia- 
betics may  result  in  apparent  cure*” 
(at  least  in  so  far  as  the  hypergly- 
cemia is  concerned). 

7.  Considering  the  recent  studies  on  the 
prevalence  of  abnormal  glucose  toler- 
ance tests  in  relatives  of  diabetics  and 
the  findings  of  blood  vessel  disease  in 
the  conjunctiva  of  children  of  diabetic 
parents,  it  would  seem  to  be  advisable 
to  do  post-prandial  (2  hour)  blood 


sugars  on  all  relatives  of  diagnosed 
diabetics. 

8.  The  use  of  the  compatible  hypergly- 
cemia®" method  of  control  of  diabetes 
will  avoid  insulin  shock,  inspire  co- 
operation of  the  patient,  and  allow 
full  development  of  juvenile  nutrition- 
al needs.  If  it  is  used  in  conjunction 
with  the  avoidance  of  diabetic  coma 
and  other  diabetic  associated  condi- 
tions, plus  prevention  of  non-diabetic 
causes  of  death,  e.g.,  accidents,  the 
life  expectancy  of  juvenile  diabetics 
can  be  greatly  prolonged. 
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THE  COLLAGEN  DISEASES 


Allen  C.  Wooden,  M.D.,* 
Wilmington,  Del. 

Among  the  disorders  of  the  locomotor 
systems  the  rheumatic  diseases  are  the 
most  frequent.  Under  this  general  classi- 
fication are  included  the  disturbances  that 


produce  stiffness,  soreness,  and  pain  in 
some  part  of  the  musculoskeletal  system. 
In  addition  to  the  conditions  discussed  be- 
low, rheumatic  fever  and  the  rare  disor- 
ders, lupus  erythematosis,  periarteritis 
nodosa,  dermatomyositis,  and  scleroderma 
may  properly  be  included  among  the  rheu- 
matic disorders  because  they  are  all  char- 
acterized pathologically  by  a type  of  fibri- 
noid degeneration  of  collagen  which  is 
similar  to  that  seen  in  rheumatoid  arth- 
ritis.' 

The  collagen  diseases  are  characterized 
by  abnormalities  of  the  connective  tissue 
of  the  body.  Perhaps  it  would  be  better 
to  call  these  diseases  “the  sterile  inflam- 
mations,” since  they  have  both  sterility 
and  inflammation  in  common.  On  the 
other  hand,  these  diseases  may  involve 
tissues  not  of  mesenchymal  origin,  and 
collagen  is  by  no  means  the  only  element 
of  connective  tissue  they  affect. - 

Normal  and  Abnormal  Citemo-Physio- 

LOGY 

A review  of  the  normal  proliferation  of 
the  fibroblasts  of  clean  incised  wound 
healing  gives  some  hint  as  to  the  cause 
of  the  fibrinoid  degeneration  of  collagen. 

The  edges  of  the  wound  very  soon  sliow 
that  they  are  under  the  influence  of  a 
stimulant.  Two  types  of  cells  divide  ac- 
tively, the  connective  tissue  cell  and  the 
vascular  endothial  cell.  In  both  mitotic 
figures  may  be  seen,  particularly  in  the 
former.  The  connective  tissue  cell  or  fi- 
brocyte  of  adult  fibrous  tissue  is  little  more 
than  a narrow  nucleus  surrounded  by  a 
thin  layer  of  cystoplasm  and  wedged  be- 
tween dense  bundles  of  collagen  tigers, 
but  it  rapidly  changes  into  a plump  fusi- 
form cell  with  a large  nucleus  and  well- 
developed  cytoplasm,  which  may  end  in 
branching  processes.  The  sudden  change 
from  complete  quiescence  to  extreme  ac- 
tivity denotes  the  action  of  a powerful 
stimulant.® 

From  the  work  of  Dr.  Hans  Selye  and 
his  team  of  biologists,  at  the  Institute  of 
Experimental  Medicine  and  Surgery,  came 
the  discovery  that  the  animal  organism 
possesses  a general  defense  mechanism 
which  it  mobilizes  against  any  damage. 


'Assistant  in  Medicine.  St.  Francis  Hospital. 
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whatever  the  cause.  The  principal  agent 
of  the  mechanism  is  the  endocrine  sys- 
tem. The  pituitary  and  adrenal  glands, 
being  the  most  important,  send  their  hor- 
mones into  the  general  circulation  to  stim- 
ulate the  delicate  enzyme  and  coenzyme 
system  to  activate  the  proliferation  of  fi- 
broblasts (alarm  reaction) . 

A study  of  the  chemistry  of  the  blood 
of  patients  suffering  with  rheumatoid 
arthritis  and  rheumatic  fever,  the  two 
chief  collagen  diseases,  reveals  that  there 
is  a systematic  response  to  a stimulus 
whether  bacterial,  foreign  protein,  or 
stressor  condition. 

Russel  Cecil,  in  his  Text  Book  of  Medi- 
cine gives  the  following  abnormal  find- 
ings in  the  blood  of  these  patients.  They 
have  moderate  leukocytosis.  The  Schilling 
hemogram  frequently  shows  increase  of 
immature  cells;  the  sedimentation  rate  is 
increased,  and  also  the  albumin-globulin 
ratio  is  altered,  with  relative  increase  of 
globulin.^ 

M.  Bodansky®  has  shown  an  increase  of 
hyaluronic  acid  in  blood  of  patients  v/ith 
acute  and  active  rheumatic  fever  and 
rheumatoid  arthritis.  Kelly,  Good  and 
McQuarrie*^  observed  that  the  serum  of 
children  with  rheumatic  fever  contained 
increased  concentrations  of  mucoprotein, 
a compound  of  protein  and  polymerized 
hyaluronic  acid.  This  increased  hyaluronic 
acid  is  not  specific  for  rheumatic  infec- 
tions but  is  also  found  in  lipoid  nephro- 
sis, acute  poliomyelitis,  non-bacterial 
pneumonia. 

In  the  main  two  pathological  processes 
can  appear  in  a joint:  one  is  inflamma- 
tion, the  other  is  degeneration.  The  pro- 
totype of  the  first  is  the  pyogenic  joint,  or 
inflammatory  joint  due  to  unknown  cause, 
such  as  in  rheumatoid  arthritis.  The  pro- 
totype of  the  second  is  seen  in  degenera- 
tive joint  disease  associated  with  wear  and 
tear. 

When  inflammation  is  present  the  pro- 
tein content  of  the  fluid  is  increased. 
There  is  an  increased  connective  tissue 
growth  with  the  formation  of  scar  tissue. 
In  the  joint  the  scar  tissue  is  called  pan- 
nus  and  may  suffocate  the  cartilage  by  in- 
terfering with  its  nutrition  from  above 


and  from  below.  The  scarring  may  lead 
to  fibrous  ankylosis,  and,  if  cartilage  is 
completely  destroyed,  to  bony  ankylosis  as 
well.' 

In  the  rheumatoid  arthritic  patient  the 
synovial  fluid  is  increased  as  well  as  the 
hyaluronic  acid  content.  The  studies  of 
Meyer®  and  his  co-workers  have  shown 
that  mycin  is  a hyaluronic  acid  and  is 
largely  responsible  for  the  high  viscosity 
of  the  synovial  fluid. 

Ragan®  and  his  associates  have  shown 
that  the  ratio  of  the  logarithm  of  the  rel- 
ative viscosity  to  the  concentration  of  hy- 
aluronic acid  in  the  joint  fluid  ranged  be- 
tween 10.4  and  20.9  in  13  normal  fluids. 
In  the  fluids  from  patients  with  rheuma- 
toid arthritis  the  ratio  ranged  from  4.2 
to  13.8,  with  most  values  below  8.1.  There 
is  a correlation  between  the  value  of  the 
ratio  and  the  severity  of  the  arthritis.  Pa- 
tients with  ratios  below  8.1  had  some  evi- 
dence of  acute  illness. 

The  amount  of  fluid  in  the  knee  joint 
of  patients  with  active  disease  was  usu- 
ally about  50-70  cc.,  as  contrasted  with 
2-5  cc.  in  a normal  knee  joint.  It  would, 
therefore,  appear  that  in  rheumatoid  arth- 
ritis there  is  an  increased  production  of 
hyaluronic  acid,  but  such  hyaluronic  acid 
is  less  polymerized  than  that  from  the 
synovial  fluid  of  normal  individuals.^® 

The  elevated  hyaluronic  acid  in  the 
joints  of  patients  suffering  v/ith  rheuma- 
toid arthritis  is  of  great  significance.  The 
fact  that  much  of  the  elevated  hyaluronic 
acid  is  polymerized  or  denatured  is  evi- 
dence of  an  active  response  of  the  body 
to  overcome  the  harmful  effect  of  hyalu- 
ronidase.  The  elevated  hyaluronidase  of 
inflamed  rheumatic  tissue  is  an  enzyme 
that  weakens  or  dissolves  intercellular  ce- 
ment to  permit  swelling,  edema  and  re- 
duced circulation  by  dispersing  or  dis- 
aggregating hyaluronic  acid.”  Since  work- 
ing along  chemical  lines,  Meyei”-  and  his 
associates  showed  hyaluronidase  is  hydro- 
lyzed hyaluronic  acid. 

There  has  long  been  a search  for  a 
natural-occurring  antagonist  of  hyaluron- 
idase. Hartmann”'  and  his  associates 
show('d  that  glucuronic  acid,  whicli  lias 
been  found  to  be  deficient  in  rheumatic 
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disorders,  inhibits  hyaluronidase ; a con- 
nective tissue  deteriorating  enzyme  show- 
ing increased  activity  in  the  serum  of 
rheumatic  patients.’^  This  little  known 
glucuronic  acid  is  one  of  the  intermediate 
products  of  sugar  metabolism.  It  has  defi- 
nite detoxicating  powers  and  has  shown 
promise  in  arresting  arthritic  changes.’’ 

To  go  a step  further  into  the  abnormal 
chemophysiology  of  rheumatoid  arthritis 
we  must,  in  all  honesty,  mention  the  re- 
lation between  hyaluronic  acid  and  the 
collagen  fibrils.  From  all  available  sources, 
apparently  the  fibrils  and  hyaluronic  acid 
work  in  close  association  to  form  the  in- 
terstitial matrix  or  cement  material  which 
holds  the  extra-cellular  fluids  in  a delicate 
balance  to  prevent  edema  formation.  The 
electronic  microscope  has  opened  an  en- 
tirely new  world  of  the  internal  structure 
of  the  collagen  fiber;  by  the  use  of  this 
instrument  and  proper  technique  and 
staining  methods  the  propagation  and 
synthesis  of  the  fibril  has  been  studied.’*’ 

The  current  theory  as  to  the  formation 
of  these  mysterious  fibers  is  summarized 
as  follows : the  fibroblasts  elaborate  cer- 
tain proteins  or  enzymes  necessary  for 
collagen  formation.  While  collagen  fibrils 
may  form  within  the  body  of  the  fibro- 
blasts, they  can  probably  also  form  out- 
side of  it.  As  the  collagen  is  elaborated 
from  precursors  fine  filaments  are  formed 
which  unite  longitudinally,  and  laterally, 
to  produce  the  fibrils  somewhat  after  the 
manner  of  crystal  formation.  The  com- 
ponent filaments  of  the  fibril  appear  to 
line  themselves  up  in  register  so  that  the 
cross  bands  extend  the  full  width  of  the 
fibril.  This  phenomenon  also  occurs  when 
fibrils  unite  to  form  a fiber. 

Summary 

The  collagen  disorders  are  of  a system- 
ic nature,  and  do  not  involve  just  one  par- 
ticular organ  system.  The  chemical  study 
of  the  blood  serum  of  patients  suffering 
from  these  diseases  would  logically  lead 
one  to  believe  that  the  liver,  through  its 
altered  metabolism,  directly  contributes  to 
the  production  of  pathological  manifesta- 
tions of  these  disorders.  To  review  the 
material  pi’esented : there.'  is  usually  an 


elevated  sedimentation  rate,  altered  albu- 
min-globulin ratio,  and  an  increase  of  hy- 
aluronic acid  — all  evidence  of  a hyper- 
function of  the  liver’s  protein  metabolism. 

During  severe  shock  many  of  the  he- 
patic enzymes  are  inactivated  and  this 
may  contribute  to  the  general  systematic 
damage.”  In  the  conversion  of  glucose  to 
glycogen  there  must  be  produced  gluco- 
ronic  acid,  to  conserve  energy  which  would 
otherwise  be  lost,  but  with  inactivation 
of  the  general  hepatic  enzyme  system  this 
cannot  take  place,  hence  there  is  a deple- 
tion of  the  body’s  available  glucoronic 
acid.  Also  the  glucoronic  acid  that  is  pro- 
duced is  partially  inactivated  by  B-gluco- 
ronidase,  which  is  increased  in  a stressor 
state.  Various  toxic  substances  increase 
B-glucoronidase  activity  in  the  liver  and 
other  organs.  Since  this  is  true  even  after 
treatment  with  substances  unlikely  to 
form  glucoronides,  the  response  has  been 
considered  to  be  related  with  non-specific 
tissue  injury  or  repair.’* 

Conclusion 

In  conclusion,  it  may  be  stated  that  the 
collagen  diseases  are  systematic  in  nature ; 
that  the  liver  through  its  altered  protein 
metabolism  influences  the  production  of 
protein  substances  which  give  rise  to  the 
characteristic  pathologic  processes  of  col- 
lagen disorders;  and  that  glucoronic  acid, 
given  in  large  enough  doses  intramuscu- 
larly, may  possibly  inhibit  or  reverse  the 
harmful  effect  of  the  spreading  factor  hy- 
aluronidase, hyaluronidase  appearing  to 
be  the  enzyme  responsible  for  the  produc- 
tion of  the  collagen  changes  seen  in  these 
diseases. 
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CLINICAL  EVALUATION 
OF  APPETITE  DEPRESSANTS 

Charles  A.  Brusch,  M.D.,'* 
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Frank  A.  Straccia,  M.D.,'^ 
Bernard  S.  Henken,  M.S.,^ 
Clarence  A.  Wood,  Ph.D.,^ 
and 

Lewis  A.  Grasse,  M.D.,f 
Cambridge,  Mass. 

Obesity  and  its  complications  are  recog- 
nized as  important  problems  affecting  the 
health  of  a large  segment  of  our  popula- 
tion. 

Among  insured  persons,  Dublin  and 
Marks^  found  a marked  increase  in  mor- 
tality in  those  who  were  overweight. 
While  it  is  true  that  a large  number  of 
the  obese  are  attempting  some  dietary  re- 
striction, either  for  medical  or  esthetic 
reasons,  only  a small  number  will  lower 
their  weight  to  near  the  normal  range. 

Emotional  or  metabolic  factors^  un- 
doubtedly play  a role  in  many  cases,  but  it 
is  generally  agreed  that  the  average  over- 
weight person  can  reduce  if  the  caloric  in- 
take is  below  their  energy  requirements. 
This  would  seem  to  offer  a simple  and 
ideal  solution  to  the  problem,  but  the  num- 
erous failures  so  frequently  encountered 
point  up  the  difficulties  experienced  by 
those  who  diet. 

Hunger,  often  in  proportion  to  previous 
habits  of  overeating,  presents  a major  ob- 
stacle for  those  who  desire  to  lose  weight. 
For  this  reason,  various  types  of  appetite 

a — Medical  Director,  Brusch  Medical  Center,  Cambridge, 
b — Chief,  Department  of  Gastroenterology,  Boston  City  Hos- 
pital. 

c — Instructor  in  Medicine,  Tufts  College  School  of  Medicine, 
d — Visiting  Psychologist,  Massachusetts  General  Hospital, 
e — Psychologist,  Massachusetts  Department  of  Public  Health. 
f--Brusch  Medical  Center,  Cambridge,  Massachusetts. 


depressants  are  prescribed  by  the  physi- 
cian or  purchased  by  the  public.  The  pres- 
ent study  was  undertaken  to  determine 
the  efficacy  and  safety  of  some  of  the  ap- 
petite depressants  currently  employed  as 
adjuncts  to  weight  reducing  diets. 

Generally  speaking,  four  types  of  sub- 
stances are  employed  namely: 

1.  Bulk,  such  as  methyl  cellulose 
wafers 

2.  Dextro-amphetamine  alone  or  in 
combination  with  bulk. 

3.  Lozenges  containing  vitamins  and 
minerals. 

4.  Low  calorie  candy  containing  vita- 
mins and  minerals. 

Procedure 

The  present  investigation  included  240 
overweight  individuals  approximately 
equally  divided  into  six  groups  according 
to  age,  sex,  activity,  and  degree  of  over- 
weight. 

Initially  there  were  16  more  cases  under 
study  which  were  lost  sight  of  during  the 
60  day  period.  Before  inclusion  in  the 
study  a psychological  test  was  given  to  all 
subjects  in  order  to  exclude  if  possible 
“compulsive  eaters.”  Also,  those  with  or- 
ganic disease  and  persons  under  20  years 
of  age  were  excluded.  At  the  initial  exam- 
ination the  patients’  history,  family  traits, 
physical  examination,  B.  M.  R.,  C.  B.  C., 
and  urinanalysis  were  completed.  Each 
individual  was  re-examined  at  two  week 
intervals  during  the  test.  The  six  groups 
were  placed  on  the  following  regimes: 

A.  1200  calorie  diet  and  dextro-am- 
phetamine 5 mg.  tid  1/2  hr.  a.c. 

B.  1200  calorie  diet  only. 

C.  1200  calorie  diet  and  lozenges  1-2 
tid  1/2  hr.  a.c. 

D.  1200  calorie  diet  and  methyl  cellu- 
lose wafers  1-2  tid  1/2  hr.  a.c. 

E.  1200  calorie  diet  and  caramel  type 
low  calorie  candy,  1-2  tid  1/2  hr. 
a.c.  with  warm  water. 

F.  No  diet,  i.e.,  advised  to  generally 
curtail  food  intake,  and  caramel 
type  low  calorie  candy  1-2  with 
warm  water  tid  1/2  hr.  a.c. 

In  each  of  the  above  the  appetite  re- 
ducing aids  were  given  according  to  the 
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recommendations  of  the  manufacturers. 

The  following  tables  give  the  numbers, 
age,  and  sex  distribution  of  the  six 
groups : 


Table  1 


M 

F 

Total 

Age  under  40 

16 

52 

68 

Age  over  40  . . 

34 

138 

172 

Total  .... 

50 

190 

240 

F 

Total 

Less  than  30% 

overweight 

34 

153 

187 

IMore  than  30% 

overweight 

16 

37 

53 

Total  .... 

50 

190 

240 

In  the  six 

groups  the  division  was  as 

follows : 

Table 

O 

Age 

Age 

Sex 

Sex 

Number  under  40  over  40 

M 

F 

A.  41 

11 

30 

8 

32 

B.  39 

12 

27 

7 

33 

C.  40 

11 

29 

7 

33 

D.  40 

10 

30 

9 

32 

E.  38 

13 

25 

9 

28 

F.  42 

11 

31 

10 

32 

240 

68 

172 

50 

190 

At  each  examination 

the 

patients 

w'ere 

questioned  regarding  their  adherence  both 
to  the  diet  and  to  the  schedule  of  appetite 
depressant. 

Results 

There  was  a rather  wide  variation  in 
the  results  observed  in  the  various  groups 
after  60-64  days.  No  correlation  could  be 
established  relative  to  loss  according  to 
age,  sex,  or  degree  of  physical  activity. 
Within  the  groups  wide  variations  also 
were  found  w'hich,  on  close  examination, 
were  related  to  the  persistence  in  follow- 
ing the  prescribed  regime. 

The  following  table  gives  the  average 
weight  loss  in  each  of  the  groups : 

Table  3 


A. 

7.31 

lbs 

B. 

4.90 

lbs 

c. 

5.48 

lbs 

D. 

6.30 

lbs 

E. 

13.70 

lbs 

F. 

5.92 

lbs 

In  groups  A,  B,  C,  U,  E,  and  F the  vari- 
ations in  weight  loss  or  failure  to  lose 
weight,  may  be  attributed  to  four  factoi’s : 

1.  IJnv/illingness  to  follow  the  pr(>- 
scribed  diet. 


2.  Insatiable  appetite  due  to  failure  of 
the  depressant  to  partially  suppress 
hunger. 

3.  Possible  intrinsic  metabolic  factors. 

4.  Emotional  factors  v.'hich  play  a 
large  role  to  be  calculated  and  re- 
ported at  a later  date. 

Group  F,  on  a liberal  diet,  lost  more 
weight  than  did  the  1200  calorie  groups, 
due  to  many  failures  in  these  latter  groups 
because  of  insatiable  appetite. 

In  the  first  five  groups  the  maximum 
loss  by  5 persons  was  approximately  the 
same,  and  double  the  average  loss  for  the 
group.  Some  individuals  actually  gained 
weight  during  the  test;  others  after  a sat- 
isfactory initial  loss,  regained. 

Among  those  who  failed  to  lose  weight 
it  was  found  that  objection  by  the  subject 
to  one  element  of  the  program  was  the 
controlling  factor.  In  most  instances  this 
was  related  to  a dislike  of  the  depressant, 
either  because  of  taste  or  of  side  effects. 
Acquired  dislike  or  appearance  of  side 
effects  coincided  with  failure  to  lose  more 
weight,  or  with  a subsequent  gain. 

The  following  table  gives  the  number 
and  reason  for  rejection  of  the  depressant. 


Group 

Table  4 

Discontinued  Taste 

Side  Effects 

A. 

9 0 

9 

C. 

13  11 

2 

D. 

8 6 

2 

E. 

3 3 

0 

F. 

2 2 

0 

— — 

— 

Total 

35  21 

14 

Note — No  depressant  was  used  in  group  B. 

In  group  A,  receiving  dextro-ampheta- 
mine,  nine  discontinued  because  of  nerv- 
ous symptoms  in  the  following  order  of 
frequency : nervousness,  sleeplessness,  and 
tremor. 

In  the  remainder,  taste  factors  were 
principally  involved.  The  digestive  dis- 
turbances reported  were  of  a mild  nature 
and  possibly  psychosomatic  in  origin.  The 
depressant  employed  in  groups  E and  F 
contained  more  calories,  thereby  increas- 
ing intake  by  100-1 50  calories  per  day. 
It  is  possible  that  the  sugar  content  of 
this  depressant  may  have  partially  over- 
come the  “metabolic  hypoglycemia  in  some 
of  th(“S(‘  subjects’’.'’ 

(Concluded  on  page  298) 
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The  1954  Meeting 

The  165th  Annual  Session  of  the  Med- 
ical Society  of  Delaware  was  held  ai 
Dover,  October  11-13,  1954,  Presideni 
Hewitt  W.  Smith,  of  Harrington,  presid- 
ing. 

A meeting  of  the  Council  was  held  in 
Wilmington  on  September  27th,  which 
passed  on  many  routine  matters,  thus 
making  it  possible  for  the  meeting  of  the 
House  of  Delegates  to  proceed  more  quick- 
ly and  more  efficiently.  The  most  impor- 
tant items  considered  had  to  deal  with 
legislation  and  appropriations.  The  full 
transactions  will  be  printed  in  the  Decem- 
ber issue  of  The  Journal. 

The  scientific  meetings  proceeded  exact- 
ly as  printed  in  the  September  Journal. 
These  papers  were  all  of  a high  order  and 
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were  well  received  and  adequately  dis- 
cussed. 

The  elections  for  the  year  1955  resulted 
as  follows: 

President,  Lewis  B.  Flinn Wilmington 

President-elect,  Glen  M.  Van  Valkenburgh, 

Georgetown 

Vice-President,  E.  Harold  Mercer Dover 

Secretary,  Norman  L.  Cannon Wilmington 

Treasurer,  Charles  Levy Wilmington 

Rep.  to  D.A.M.,  W.  Oscar  LaMotte. . .Wilmington 

The  Woman’s  Auxiliary  met  at  the 
same  time  under  the  Presidency  of  Mrs. 
Allan  R.  Crutchley  of  Middletown.  The 
following  officers  for  1954-55  were  elected 
and  installed: 

President,  Mrs.  Gerald  A.  Beatty ....  Wilmington 
Pres. -Elect,  Mrs.  Richard  W.  Comegys . . . Clayton 

Vice-Pres.,  Mrs.  Charles  M.  Moyer Laurel 

Record.  Sec’y,  Mrs.  I.  Lewis  Chipman,  Jr., 

Wilmington 

Corr.  Sec’y,  Mrs.  Stephen  W.  Bartoshesky, 

Wilmington 

Treasurer,  Mrs.  Harold  J.  Laggner Smyrna 

The  social  events  of  the  Society  and  the 
Auxiliary  were  held  according  to  schedule, 
and  were  enjoyed  by  large  audiences  at 
each.  The  main  event  was  the  reception 
and  dinner  on  October  12th,  followed  by 
a very  interesting  address  by  U.  S.  Sena- 
tor J.  Allen  Frear,  Jr. 

The  technical  exhibits  were  all  good, 
and  reached  a new  high  for  income  at 
Dover.  The  Society  is  grateful  to  them 
for  their  financial  assistance  to  our  meet- 
ing. Ours  is  a small  Society  and  an  occa- 
sional comparison  with  a large  one  is  il- 
luminating. The  Pennsylvania  Society 
held  their  103rd  session  at  Harrisburg, 
September  21-24,  1953,  v.dth  13.9%  of 
their  membership  registered.  We  give  be- 
low the  registration  figures  from  our 
meeting  this  year : 


Members  10:i 

Guests,  Visitors  38 

Internes,  Students V 

Exhibitors  38 

Woman’s  Auxiliary 78 

Total  2d4 

Membership  374 

% Registered 27.5 
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We  were  informed  a couple  of  years  ago 
that,  throughout  the  U.  S.,  the  average 
state  medical  meeting  showed  30-35  of 
their  membership  in  attendance.  We  be- 
lieve this  figure  is  much  too  high. 

So  passes  into  history  the  1954  Session. 
Now  let  us  turn  our  faces  towards  Wil- 
mington, in  1955,  and  make  the  next  Ses- 
sion an  even  better  one. 


Clinical  Evaluation 

(Concluded  from  page  296) 

In  group  B,  receiving  no  depressant,  it 
is  computed  that  more  than  1 3 of  the 
members  failed  to  follow  the  dietary  re- 
strictions imposed.  Those  who  did  remain 
on  the  diet  without  a dietary  aid  were 
found  for  the  most  part  to  be  psycholog- 
ically unhappy  and  disturbed  throughout 
the  study. 

Summary 

The  present  study  on  240  subjects  was 
undertaken  to  assess  the  value  of  appetite 
depressants  as  an  aid  to  a standard  1200 
calorie  diet.  In  one  group  — F — no  diet 
was  prescribed.  The  group  was  advised 
to  generally  curtail  food  intake  and  to  use 
a low  calorie  candy  type  depressant. 
Results  indicate  that: 

1.  Appetite  depressants  are  of  definite 
assistance  in  achieving  weight  loss 
in  overweight  adults. 

2.  Acceptability  and  absence  of  side 
effects  of  those  substances  are  im- 
portant factors  in  securing  patient 
cooperation. 

3.  In  the  present  study  a low  calorie — 
vitamin-mineral  caramel-type  can- 
dy* gave  the  best  overall  results. 

♦A YDS,  furnished  by  the  Campana  Coiporation,  Batavia.  III. 
REFERENCES 
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A REQUEST 

In  order  that  the  State  Board  of  Health 
may  act  as  a source  of  information  con- 
cerning numbers  of  abnormal  infants  born 
in  the  state  of  Delaware,  it  is  requested 
that  physicians  be  reminded  to  fill  in  all 
abnormalities  noted  at  birth  in  the  space 
provided  on  the  present  birth  certificate. 

If  physicians  performing  deliveries  co- 
operate in  this  matter  it  will  be  a great 
help  to  the  Commission  for  Feeble  Minded. 


Edward  M.  Vaughan,  M.D. 

Dr.  Edward  M.  Vaughan  died  at  his 
home  in  Middletown  on  October  5,  1954, 
aged  81  years.  The  son  of  Edward  Mitch- 
ell Vaughan  and  Eliza  Ann  Evans,  he 
was  born  in  Milton,  April  22,  1873,  and 
attended  public  schools  in  that  community. 

He  was  well-known  as  a medical  man  in 
the  community,  and  was  a leading  figure 
in  the  medical  selective  service  system  of 
the  draft  during  World  Wars  I and  II. 
Dr.  Vaughan  was  also  a registered  pharm- 
acist and  a medical  doctor,  having  gradu- 
ated from  the  National  Institute  of 
Pharmacy  in  1900.  He  received  his  med- 
ical degree  from  Jefferson  Medical  Col- 
lege, Philadelphia,  in  1905. 

Dr.  Vaughan  was  a vestryman  and 
treasurer  of  St.  Anne’s  Church,  and  a 
former  president  of  Middletown  Board  of 
Health. 

Survivors  include  his  wife,  Mrs.  Eva  C. 
Vaughan;  a son,  Henry,  and  several 
grandchildren,  of  Radnor,  Pa. 

Funeral  services  were  held  on  October 
7th  at  St.  Anne’s  Episcopal  Church,  con- 
ducted by  the  Rev.  Walden  Pell  II,  head- 
master of  St.  Andrew’s  School,  and  the 
Rev.  Percy  L.  Donaghay,  rector  emeritus 
of  the  church.  Internment  was  in  St. 
Anne’s  Cemetery. 
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Control  of  Gastric  Motility  and  Spasticity 
in  Peptic  Ulcer  with  Banthine® 


“The  need^  for  suppressing  gastric  motility 
and  spastic  states  is  . . . fundamental  in 
peptic  ulcer  therapy.  Since  the  cholinergic 
nerves  are  motor  and  secretory  to  the 
stomach  and  motor  to  the  intestines,  agents 
capable  of  blocking  cholinergic  nerve  stim- 
ulation are  frequently  used  to  lessen  motor 
activity  and  hypermotility.” 

Banthine^  “has  dual  effectiveness ; it  in- 
hibits acetylcholine  liberated  at  the  post- 
ganglionic parasympathetic  nerve  endings 
and  it  blocks  acetylcholine  transmission 
through  autonomic  ganglia.” 

It  has  been  shown^  to  diminish  gastric 
motility  and  secretion  significantly  as  well 
as  intestinal  and  colonic  motility. 

The  usual  schedule  of  administration  in 
peptic  ulcer  is  50  to  100  mg.  every  six 


hours,  day  and  night,  with  subsequent  ad- 
justment to  the  patient’s  needs  and  toler- 
ance. After  the  ulcer  is  healed,  mainte- 
nance therapy,  approximately  half  of  the 
therapeutic  dosage,  should  be  continued 
for  reasonable  assurance  of  nonrecurrence. 

Banthine®  (brand  of  methantheline  bro- 
mide) is  supplied  in:  Banthine  ampuls,  50 
mg. — Banthine  tablets,  50  mg. 

It  is  accepted  by  the  Council  on  Phar- 
macy and  Chemistry  of  the  American 
Medical  Association.  Searle  Research  in 
the  Service  of  Medicine. 

1.  Zupko,  A.  G.:  Pharmacology  and  the  General 
Practitioner,  GP  7:55  (March)  1953. 

2.  McHardy,  G.  G.,  and  Others:  Clinical  Evalu- 
ation of  Metlianthcline  (lianthinc)  Bromiric  in  Gas- 
troenterology, J.A.M.A.  747:1620  (Dec.  22)  1951. 
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with  seborrheic  dermatitis 
of  the  scalp 


Hare  you  prescribed  Selsun  for  them  yet? 
Here  are  the  results  you  can  expect:  com- 
plete control  in  81  to  87  per  cent  of  all 
seborrheic  dermatitis  cases,  and  in  92  to 
95  per  cent  of  common  dandruff  cases. 
Selsun  keeps  the  scalp  scale-free  for  one  to 
four  M’ceA'S— relieves  itching  and  burning 
after  only  two  or  three  applications. 

Selsun  is  applied  and  rinsed  out  while 
washing  the  hair.  It  takes  little  time,  no  com- 
plicated procedures  or  messy  ointments. 
Ethically  advertised  and  dispensed  only  on 
your  prescription.  In 
4-fluidounce  bottles. 


(X(j&Tytt 


prescribe  . . . 


SULFIDE  Suspension 


(Selenium  Sulfide,  Abbott) 
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WEST  CHESTER,  PA. 


• A recognized  private  psychiatric  hos- 
pital for  the  treatment  of  all  nervous 
and  mental  illness,  including  alcoholism 
and  senility.  Complete  facilities  for  elec- 
troshock therapy,  insulin  therapy,  psy- 
siotherapy,  hydrotherapy  and  a well  or- 
ganized program  of  occupational  and  so- 
cial therapy  under  a certified  therapist. 
Referring  physicians  may  retain  super- 


vision of  patients.  Located  on  a beautiful 
28-acre  tract  . . . buildings  are  well 
equipped  and  attractively  appointed. 
Capacity:  75  beds,  single  room  occu- 
pancy. Complete  information  upon  re- 
quest. 

Apply — Superintendent 

DARLINGTON  SANITARIUM.  INC. 
WEST  CHESTER.  PENNSYLVANIA 
Telephone:  West  Chester  3120 
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PARKE 

• 

COFFEE  TEAS 
SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street  Manor  Park 
WILMINGTON,  DELAWARE 


A Store  for  . . . 

- //fit f/fr/ 

/t<i  ^y/ie 

LEIBOWITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


HEARING ; V their  business! 


WILMINGTON 
Audiophone  Company 
Delaware  Trust  Arcade 

BALTIMORE,  MARYLAND 
Audiophone  Company 
205  West  Saratoga  Street 
Tel:  Mulberry  5-0495 

PHILADELPHIA,  PENNSYLVANIA 
Audiophone  Company 
1411  Land  Title  Building 
1406  Chestnut  Street 
Tel:  Rittenhouse  6-8966 


audivox 


TRADE  -/MARK 


SUCCESSOR  TO 


Western  E/ectric 


HEARING  AID  DIVISION 
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pedigree 

Only  a flawless  pedigree  — a long  and  illus« 
trious  ancestry  of  purebreds  — can  produce 
a champion  show  dog. 

Only  audivox  in  the  hearing  aid  field  can  trace  an  an- 
cestry that  includes  both  Western  Electric  and  Bell  Tel- 
ephone Laboratories,  audivox  lineage  springs  from 
the  pioneer  experiments  of  Dr.  Alexander  Graham  Bell, 
which  were  furthered  by  the  development  of  the  hearing 
aid  at  Bell  Telephone  Laboratories,  brought  to  fruition 
by  Western  Electric  and  audivox  engineers. 

Pedigreed  in  its  field,  audivox  successor  to  Western 
Electric  Hearing  Aid  Division,  brings  the  boon  of  better 
hearing,  and  its  enrichment  of  living,  to  thousands.  With 
the  magical  modern  transistor,  with  scientific  hearing 
measurement  and  scientific  instrument-fitting,  serviced 
by  a nation  wide  network  of  professionally-skilled  deal- 
ers, audivox  moves  forward  today  in  a proud  tradition. 


AuJivox  new  all*tran$i$tor 
model  71  hearing  aid 


Successor  to  Electric  Hearing  Aid 


Alexander 

Graham 

Bell 


IVOX 


TO  THE  DOCTOR:  Send  your  patient  with  a hear- 
ing problem  to  a career  Audivox  and  Micronic 
dealer,  chosen  for  his  interest,  integrity  and  abil- 
ity. There  is  such  an  Audivox  dealer  in  every 
major  city  from  coast  to  coast. 
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W^ine... 

a Nutrient  Beverage 

for  the  Convalescent  and 
the  Aging  Patient 

IN  A NEW  and  engaging  book,  the  history  of  the  medical  uses  of 
wine  has  been  traced  in  scholarly  fashion  from  biblical  times  to 
the  present.* 

It  IS  clear  that  some  of  the  virtues  formerly  ascribed  to  wine  have 
been  based  on  tradition  or  empiricism,  but  many  can  now  be  sup- 
ported by  modern  and  well-controlled  research.** 

tne — (o  Stimidaic  Appetite,  Aid  IhgeAion — VVe  know  now  why 
wine  plays  such  a valuable  role  as  a stimulant  to  appetite  In  the 
anore.xia  of  old  age  or  convalescence.  Two  to  three  ounces  ot  dry 
table  wine  have  been  found  to  markedly  increase  olfactory  acuity. 

Moreover,  wine  aids  digestion  by  increasing  not  only  the  volume 
but  the  proteolytic  power  of  gastric  juice. 

II  me — to  Overcome  Insomnia,  Combat  Hypochromic  Anemia — A 
small  amount  of  Port  or  Sherry  taken  at  bedtime  is  gently  sedati\  e 
and  sleep-|u’oducing' — frequently  obviating  the  need  for  medication. 

Hematopoietic  substances  in  natural  wines  can  aid  in  combating 
the  hypochromic  anemia  so  often  present  in  both  the  aged  and  the 
convalescent. 

Add  ‘Kleyance’  and  Taste-Appeal  to  the  Stek-Tray — There’s  antici- 
pated delight  when  the  patient  sees  an  appetizing,  colorful  glass  of 
wine  on  the  table  or  tra_\ — wine  adds  that  touch  of  ‘elegance’ 
which  gives  a psychological  lift  at  a time  it  is  most  needed — when 
meals  might  otherwise  look  dull  and  uninviting. 

The  Flaoorsome  Fine  H ines  of  Calijornia — The  fine  wines  of  Cali- 
fornia are  delicious,  and  the  variety  is  so  wide  that  a wine  can  be 
found  to  suit  each  taste. 

Here  in  the  land  of  rich  sods  and  sunshine,  each  grape  variety 
comes  to  perfect  ripeness  under  ideal  conditions — and  the  high 
quality  standards  of  California  wines  are  controlled  by  modern 
scientific  methods.  There’s  Port,  Sherry,  Muscatel,  Burgundy,  Sau- 
terne,  Zlnfandel,  Rhine  W’ine,  all  at  reasonable  prices.  Wine 
Advisory  Board,  717  Market  Street,  San  Francisco  3,  California. 

*Lucia,  S.  P. : W'ine  as  Food  and  Medicine,  New  York,  The  Blakiston 
Company.  Inc.,  1954. 

**Research  information  on  wine  is  available  upon  request. 
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rOLlA, 


Phone:  LA  4-7695 


• Collected  for 
members 
of  the 
STATE 
MEDICAL 
SOCIETY 
230  W.  41st  ST. 
NEW  YORK 


FRAIM’S  DAIRIES 

Qlua/il^  &aei^  0*ioe/ucl(i 
i^ince  'J900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del,  Phone  6-8225 


JOHN  G.  MERKEL 
& SONS 

SBaAoiafoi^ — &^M/i/i/ie4 


PHONE  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 


Service 

Station 


0^lowers  . . . 

Geo.  Carson  Boyd 


at  216  West  lOtli  Street 

Phone  8-4388 


e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

CAPPEAU’S 

Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 

Dial  6-8537 
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SPECIFIC  BENEFITS  also  for  loss  of  sight. 

LIMB  OR  LIMBS  FROM  ACCIDENTAL  INJURY 

HOSPITAL  INSURANCE  also  for  our  Members 
and  their  Families 


$4,000,000  Assets 
$20,000,000  Claims  Paid 
52  Tears  Old 

Physicians  Casualty  & Health  Ass’ns. 

Omaha  2,  Nebraska 


coffee 

tastes 

better 

with 


CREAM 


SEE  a circus 


every  Sat.  on 

TV 


Sealtest  Big  Top 


12:00  NOON,  CHANNEL  10 

LOOK  FOR  THE  SEALTEST  TRADEMARK 
AND  THE  BLUE  TILE  PATTERN 


Something  NEW 
i$  Cooking 


m/ie  mmcE  now  avaiiabu 


HOW  THESE  AMOUNTS 
WOULD  HELP  IN  PAYING  ESTATE  TAXES  IN 
CASE  YOU  ARE  ACCIOENTALLY’ KILLED .. . 


tJy  i 


e,the<  t'o"’  : ; 

^ 

^ ^ 
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Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  Yau  The 
High  Costs  Of  Litigation. 

The  Only  Plan  W'hich  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 
If  it’s  insurable  we  can  insure  it 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

I 61380  I 

6-1380  is  Brittingham’s  unlisted  telephone  number  for 
the  use  of  doctors  only  . . . Phone  your  prescriptions  to 
us  and  we  will  deliver  them  by  fast  motorcycle  to  any 
point  in  the  city  or  suburbs  . . . No  charge,  of  course! 

BRITTINGHAM’S 

PHARMACY 


MEDICAL  ARTS  BUILDING 
FAIRFAX  SHOPPES 


DELAWARE  TRUST  BUILDING 
EDGEMOOR 
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Bayiiard  Optical 
Company 

Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
ILMINGTON,  DELA\^  ARE 


about  ^ 

46  CALORIES  J} 

per  1 8 gram  slice 


bread 


INGREDIENTS 


WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


I 


Under  License  By  Notionol  Bakers  Services,  Inc.,  Chicago 


Enjoy  instant^  plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you're  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing,  laundering  and 
Besides,  you  save  time  and 
worry,  for  you’re  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


many  other  uses. 


OEIAWASE  POWER  CUGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 
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in  biliary  stasis*., 
therapeutic  bile' 


“Medical  treatment  should  be  tried  before  stones 
and/or  irreparable  inflammation  have  occurred.”* 
“Biliary  tract  disease  comprises  an  important  cause 
of  intra-abdominal  syndromes. . . . Medical  man- 
agement is  the  accepted  treatment  for  functional 
disorders. 


Decholm^and  Decholin  Sodium^ 

(clehydrocholic  acid,  Ames)  (sodium  dehydtocholate,  Ames) 

“.  . . increase  the  volume  output  of  a bile  of  rela- 
tively high  water  content  and  low  viscosity.”^ 


Decholin  Tablets,  3%  gr.  (0.25  Gm.),  bottles  of  100,  500, 
1000  and  5000.  Decholin  Sodium,  20%  aqueous  solution, 
ampuls  of  3 cc.,  5 cc.  and  10  cc.;  boxes  of  3,  20  and  100. 

1.  Segal,  H.:  Postgrad.  Med.  7.?:81,  1953.  2.  O’Brien,  G.  F.,  and 
Schweitzer,  i.  L.:  M.  Clin.  North  America  37:155,  1953.  3.  Beck- 
man, H.:  Pharmacology  in  Clinical  Practice,  Philadelphia,  W.  B. 
Saunders  Company,  1952,  p.  361. 

AMES  COMPANY,  INC. 

Elkhart,  Indiana 
Ames  Company  of  Canada,  Ltd., Toronto 


DEXTRItMALTOSE 


provide  important 
physiologic  safeguards 


SPARING  EFFECT  OF  ADDED 


CARBOHYDRATE  (DEXTRI  MALTOSE)  ON 
RENAL  WATER  REQUIREMENTS  * 


OSMOLOR  CONCENTRATION  OF  THE  URINE 
* Data  o<  Pratt  & Snyderman  Pediatrics  1 1;  65.  1953 


Added  renal  safety.  When  the  effective 
carbohydrate,  Dextri-Maltose®,  is  added  to  cow’s  milk 
formulas,  the  infant’s  water  requirements  are 
reduced.  This  provides  an  added  margin  of  safety 
against  dehydration.  In  addition,  the  load  on  the 
water  excretory  capacity  of  the  infant’s  immature 
kidneys  is  reduced.^'" 

The  margin  of  renal  safety  is  especially  important 
since  various  stresses  and  handicaps  have  been 
shown  to  influence  the  infant’s  fluid  balance 
and  renal  capacity. 


Better  nitrogen  retention.  The  addition 
of  adequate  carbohydrate  (Dextri-Maltose)  to 
cow’s  milk  formulas  increases  the  infant’s  nitrogen 
retention  and  promotes  the  efficient  use  of  nitrogen 
for  growth,"  causing  a reduction  in  the  excretion  of 
urea  and  lightening  the  load  on  the  infant’s  kidneys. 

Ample  carbohydrate  is  provided  in  a milk  and  water 
mixture  by  inclusion  of  4 to  5%  of  Dextri-Maltose— 
or  1 tablespoonful  to  each  5 or  6 fluid  ounces 
of  formula. 


With  a record  of  forty-three  years  of  outstanding 
clinical  success,  no  other  carbohydrate  has  earned 
such  world-wide  acceptance  and  confidence  in  its 
constant  dependability  as  Dextri-Maltose. 

1.  Pratt  & Snyderman:  Pediatrics  11:  65,  1953;  2.  Calcagno  & Rubin: 
Pediatrics  (in  press);  3.  Calcagno,  Rubin  & Weintroub:  J.  Clin.  Invest!* 
gation  33:  91,  1954;  4.  Cooke,  Pratt  & Darrow:  Yale  J.  Biol.  & Med. 
22:  227,  1950;  5.  Gamble:  J.  Pediat.  30:  488,  1947;  6.  Rappoport: 
Am.  J.  Dis.  Child.  74:  682,  1947. 

DEXTRI-MALTOSE 

the  carbohydrate  of  choice  for  infant  formulas 
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from  the  literature 


• • • 


“The  value  of  CHLOROMYCETIN  in  the  treatment  of  infec- 
tions due  to  most  bacteria,  the  pathogenic  rickettsiae,  and 
many  of  the  large  viruses  has  now  been  well  established.”^ 


in  typhoid  fever 

“Our  experience . . . and  many  others  all  show  that  chloram- 
phenicol [CHLOROMYCETIN]  has  an  established  place  in 
the  treatment  of  typhoid  fever.”^ 


in  meningitis 

“At  the  present  time  chloramphenicol  [CHLOROMYCETIN] 
is  recognized  as  a potent  antibiotic  whose  ease  of  adminis- 
tration and  prompt  diffusion  into  serum  and  spinal  fluid 
makes  it  a particularly  useful  agent  in  the  treatment  of  many 
forms  of  purulent  meningitis.”^ 


Chlorc 


(1)  Yow,  E.  M.;  Taylor,  E M.;  Hirsch,  J.;  Frankel,  R.  A.,  & Carnes,  H.  E.: 
/.  Pediat.  42:151,  1953.  (2)  Dodd,  K.:  J.  Arkaiisas  M.  Soc.  10:174,  1954. 
(3)  Hanbery,  J.  W.:  Neurology  4:301,  1954.  (4)  Miller,  G.;  Hansen,  J.  E.,  & 
Pollock,  B.  E.:  Ain.  Heart  J.  47:453,  1954.  (5)  Keefer,  C.  S.,  in  Smith,  A., 
& Wermer,  E L.:  Modern  Treatment,  New  York,  Paul  B.  Hoeber,  Inc., 
1953,  p.  65. 


in  bacterial  endocarditis 

“Within  ten  days  [after  therapy  with  CHLOROMYCETIN  was 
begun]  there  was  a dramatic  improvement  in  the  patient’s 
clinical  appearance  and  the  sedimentation  rate  and  temper- 
ature became  normal.”^ 


in  rickettsial  diseases 

“Chloramphenicol  [CHLOROMYCETIN]  has  been  used  with 
striking  success  in  patients  with  scrub  typhus,  murine  typhus, 
Rocky  Mountain  spotted  fever,  and  epidemic  typhus.”^ 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  be- 
cause certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately  or  for 
minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient 
requires  prolonged  or  intermittent  therapy. 


PARKE,  DAVIS  & COMPANY 

DETROIT  3 2,  MICHIGAN 
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Upper  Respiratory 
Tract 


THE  NASAL  CAVITYs 

The  main  functions  of  the  nasal  cavity  are  conditioning  and  exchanging  air 
between  the  atmosphere  and  the  lungs,  as  well  as  smelling.  Gross  impurities 
are  removed  by  the  fine  nostril  hairs,  and  finer  impurities  are  enveloped  in  the 
mucous  secretion  of  the  intranasal  lining  and  carried  away  by  ciliary  action. 
The  air  is  warmed  to  a degree  approaching  body  temperature  and  humidified. 
About  500  cc.  of  air  are  taken  in  during  an  ordinary  inspiration,  totaling 
12,000,000  cc.  daily. 

In  the  common  cold  . . . when  hypersecretion  and  mucosal  swelling 
interfere  with  the  normal  aeration  pattern,  when  abnormal  mouth  breathing 
is  resorted  to  as  a distress  measure,  relief  can  be  obtained  promptly  with  topi- 
cal application  of  Neo-Synephrine  hydrochloride.  This  potent  vasoconstrictor 
is  usually  well  tolerated  — produces  practically  no  sting  or  irritation  on  appli- 
cation to  mucous  membranes  — even  in  infants. 


N EO-SYN  EPH 


New  Yosk  18,  N.  Y.  WiNDSOH,  Our 


0.25%  Solution 

0.5%  Solution 

0.25%  Solution  (Aromatic) 

1%  Solution 

0.5%  Jelly 

0.25%  Emulsion 


Rl  N E® 


Nasal  Spray 
Plastic,  unbreakable, 
leakproof  squeeze  bottle; 
delivers  fine  even  mist. 


Neo-Synephrine  (brand  of  phenylephrine),  trademark  reg.  U.  S.  Pat.  Off. 
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Intact,  "complete"  protein 
completely  palatable 

(virtually  fat  and  sodium  free) 

Piotinal 

,,  , A.M.A.  COUNCIL-ACCEPTED 

Micro-pulverized  protein-carbohydrate  powder 


FOR  PATIENTS  OF  ALL  AGES 


PROTlNALpowder  is  concentrated,  intact 
casein  (61.25%)  — a "complete”  pro- 
tein of  the  highest  nutritive  value — 
protected  by  carbohydrate  (30%)  for 
maximal  anabolic  efficiency. 

It  is  deliciously  flavored  for  prolonged 
administration  during  convalescence, 
pregnancy  and  lactation,  chronic  ill- 


ness, in  peptic  ulcer,  and  in  hypo- 
proteinemia  at  any  age. 

Virtually  free  of  sodium  (only  0.03%) 
and  fat  (less  than  1%),  Protinal  pow- 
der provides  about  110  calories  in  each 
dose  (2  tahlespoonfuls;  30  Gm.). 
Vanilla  or  chocolate  flavor;  bottles  of 
8 oz.,  1 lb.,  5 lb.,  and  25  lb.  containers. 


THE  NATIONAL  DRUG  COMPANY  Philadelphia  44,  Pa. 


STJPi:moR 

QUALITY  Schering’s  high  standards  and  quality  con- 
trol assure  products  of  uniform  action  and  clinical  efficacy, 

MINIMUM 

COST  With  hormones  produced  by  Schering,  the 
physician  is  certain  of  unquestioned  quality  at  minimum  cost. 


SCHERIIVG  HORMONES  C-S 
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New... 


Uses  of  Wine  in  Medical  Practice  [a  Summary]” 

“puLlisliecl  Ly  tlie  Wine  Advisory  Board,  California 

Jraised  through  the  ages  for  its  tonic  effect,  wine — 
the  classic  beverage  of  moderation — has  been  the  ob- 
ject of  intensive  physiologic  and  pharmacologic  study 
during  the  past  15  years. 

Much  of  this  research,  which  is  still  in  progress,  has 
been  instituted  in  various  centers  by  the  Wine  Ad- 
visory Board  of  California  in  an  effort  to  separate  fact 
from  folklore  and  so  evaluate  the  true  place  of  wine 
in  medical  practice. 

Aside  from  the  psychobiologic  effects  of  wine,  a 
phase  of  research  very  difficult  of  objective  proof, 
there  is  rapidly  accumulating  a definite  literature  cov- 
ering the  precise  effects  of  wine  on  the  human  host. 

A cross-section  of  highly  interesting  research  find- 
ings have  been  summarized  briefly  in  this  new 
brochure  intended  for  distribution  to  the  medical 
profession. 

The  table  of  contents  Includes  chapters  on — 
“Chemical  Constituents  oj  JFine” 

“JFine  in  Gastroenterology” 

“IF me  in  Pharmacy” 

“JFine  and  Nutrition” 

“JFine  in  Geriatrics  and  the 
Treatment  of  the  Convalescent” 

It  will  be  noted  that  many  of  the  important  physio- 
logical properties  of  wine  differ  significantly  from  those 
of  plain  alcohol.  For  a few  cents  a day  your  patients 
can  have  the  appetite-stimulating,  relaxing  properties 
of  wines  produced  from  the  world's  finest  grape  var- 
ieties grown  in  an  ideal  climate  and  processed  with 
modern  wine-making  skill. 

We  believe  you  will  find  "Uses  of  Wine  in  Medical 
Practice”  a valuable  addition  to  your  files.  A copy  is 
available  to  you,  at  no  expense,  by  writing  to: 

Wine  Advisory  Board,  717  Market  Street,  San 
Francisco  3,  California. 
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WHEN  SYMPTOMS  ARE  DISTRESSING 
I 

S BUT  DISGUISED  . . . 


A- :raaeg, 


“It  is  strange,”  Malleson  says,  “how  little  clinical  recognition”  has  been  given 
to  the  “negative  behavior”  or  “endogenous  misery”  of  the  woman  with  endocrine 
imbalance.  Largely  accountable  for  this,  of  course,  is  the  patient’s  own  reluctance 
to  discuss  these  symptoms  with  her  physician  until  she  actually  suffers  from  some  of 
the  more  obvious  menopausal  symptoms  such  as  hot  flushes.  Even  then  she  may  become 
so  accustomed  to  her  change  in  feeling  she  can’t  remember  what  it’s  like  to  feel  well.' 


Changes  in  the  mood  pattern  are  just  a few  of  the  many  distressing  symptoms 
of  declining  ovarian  function  which  are  so  often  disguised  because  they  do  not  always 
coincide  with  cessation  of  menstruation,  and  at  times  will  occur  long  before,  and  even 
years  after.  Other  good  examples  are  insomnia,  headache,  easy  fatigability,  arthralgia 
— and  understandably  so,  when  one  considers  that  the  loss  of  ovarian  hormone  “with- 
draws one  of  the  most  important  metabolic  regulators  of  the  organism.”" 


“Premarin”  is  a preparation  of  choice  for  the  replacement  of  body  estrogen. 
“Premarin”  presents  a complete  equine  estrogen-complex  and  all  the  components 
of  this  complex  are  meticulously  preserved  in  their  natural  form.  This  largely  explains 
why  “Premarin”  not  only  produces  prompt  symptomatic  relief  but  also  imparts  an 
important  “plus”  — the  distinctive  ''sense  of  well-being”  that  patients  And  so  highly 
gratifying.  These  benefits  of  “Premarin”  have  made  it  a natural  estrogen  widely 
prescribed  by  physicians  . . . and  often  preferred  by  patients. 


5 “PREMARIN” 


has  no  odor 
. . . imparts  no  odor 


Estrogenic  Substances  ( water-soluble),  also  known  as  conjugated 
estrogens  ( equine),  available  in  both  tablet  and  liquid  form 


1.  Malleson,  J.:  Lancet  2:158  (July  25)  1953.  2.  Colclzieher,  M.  A.,  and  Goldzieher,  J.  W.:  Endocrine 
Treatment  in  General  Practice,  New  York,  Springer  Publishing  Company,  Inc.  1953,  p.  23. 


NEW  YORK,  N.  Y. 


MONTREAL,  CANADA 


2 ci.]?o]ps 


0]peia 

irL  2 iM-in.u.tess 


Rapid  vasodilating  action  of  Privine 
relieves  nasal  congestion  in  a minute  or 
two— effect  lasts  for  hours. 


No  interference  with  ciliary- 
activity  or  other  mucosal  function. 

Isotonic,  pH  compatible  with  nasal  fluids. 

No  epinephrine-like  excitation. 

Privine  0.05%  Solution  in  1-oz. 
bottles  with  droppers  and  in  pints. 

Privine®  hydrochloride 
(naphazoline  hydrochloride  ciba) 


HYPERTENSIVE  ISCHEMIC 
ULCER  of  right  leg  in  patient 
age  65.  Ulceration  refractory  to 
treatment  for  9 months,  with 
patient  complaining  of  severe  pain. 
Treated  with  oral  Priscoline, 

50  mg.  four  times  daily  for  four 
days  and  50  mg.  every  four 
hours  thereafter.  Healing  began 
with  onset  of  Priscoline  therapy 
and  was  complete  in  10  weeks. 


BILATERAL 
ARTERIOSCLEROTIC 
ULCERATION  in  patient  age  65. 
At  start  of  Priscoline  therapy; 
ulcer,  right  leg,  1%"  x IVi"; 
ulcer,  left  leg,  Vi"  x Vi". 

With  oral  Priscoline,  25  mg.  four 
times  daily  for  one  week 
and  25  mg.  every  three  hours 
thereafter,  there  was  marked 
improvement  in  2 weeks 
and  healing  within  6 weeks. 

No  other  medication  given. 


Increases  blood  flow  to  the  extremities 
through  a direct  vasodilating  effect 
on  vessel  wall,  a sympathetic  blocking 
effect,  and  an  adrenolytic  effect— 

A valuable  aid  in  the  treatment 
of  peripheral  ischemia  and  its  sequelae— 
pain,  loss  of  function,  ulceration, 
gangrene,  and  other  trophic  manifestations— 


Priscoline  hydrochloride  available  as 
25-mg.  tablets  (scored),  bottles  of  100  and 
1000;  elixir,  25  mg.  per  4 ml.,  in  pints; 

10-ml.  multiple-dose  vials,  25  mg.  per  ml. 

Priscoline®  hydrochloride  (tolazoline  hydrochloride  ciba) 


PHOTOGRAPHS  AND  CLINICAL  DATA 
BY  COURTESY  OP  R.  I.  LOWENBERG,  M.O., 
CONSULTANT  IN  VASCULAR  SURGERY, 
CONNECTICUT  STATE  HOSPITAL, 

MIDDLETOWN,  CONNECTICUT. 


CIBA 
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say  "Thanks  ’’You, 
has  helped  establish  our 
Viceroy  now  outset 
filter  tip  cigarettes! 


985  doctors  who  have 
>roy  exhibits  at  medical 
s ...  and  to  those  who 
recommend  Viceroy  . • • 


NEW  VICEROY  GIVES  SMOKERS 


20,000  FILTERS 

in  every  Viceroy  Tip 


Only  Viceroy  has  this  new- type 
filter.  Made  of  a non-mineral 
cellulose  aeetate — it  gives  the 
greatest  filtering  action  possible 
without  impairing  flavor  or  im- 
peding the  flow  of  smoke. 


Smoke  is  also  filtered  through 
Viceroy’s  king-size  length  of  rich 
costly  tobaccos.  Thus,  Viceroy 
smokers  get  double  the  filtering 
action  . . . for  only  a penny  or  two 
more  than  brands  without  filters. 


WORLD’S  LARGEST-SELLING  FILTER  TIP  CIGARETTE 


^^.ityiCEROY 

ONLY  A PENNY  OR  TWO  MORE  THAN  CIGARETTES  WITHOUT  FILTERS 


Viceroy 

‘filter  ^ip 

CIGARETTES 

king-size 
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. . the  gastric  secretion  is  the  immediate  agent  of  mucosal 
tissue  digestion. . . . Opposed  to  this  stands  the  defensive  factor 
. . . the  tivo-component  mucous  harrier'^  {the  protecting  layer 
of  mucus  and  the  mucosal  epithelium]. 


Rotational  gastroscopic  views  showing  coating  effect  1^2  hours 
after  administration  of  Amphojel? 

Causation  — key  to  treatment  in  peptic  ulcer 


Through  topical  action  alone,  Amphojel 
contends  with  the  local  causes  of  ulcer — 
aggressive  acidity  coupled  with  impairment 
of  the  wall  defenses.  Providing  a dual  ap- 
proach, Amphojel  combines  two  aluminum 
hydroxide  gels,  one  reactive,  one  demul- 
cent. The  reactive  gel  combats  the  attack- 
ing factor  in  ulcer  by  promptly  buffering 
gastric  acid.  The  demulcent  gel  promotes 
healing  of  the  denuded  mucosa  by  forming 
a viscous,  protective  coagulum. 

Amphojel — nonsystemic,  nontoxic — pro- 
vides time-proved  fundamental  therapy  in 
peptic  ulcer. 


AMPHOJEH 

ALUMINUM  HYDROXIDE  GEL 


Supplied:  I-imiid,  bottles  of  12  fluidounces 

Taldets,  5 grain,  boxes  of  30,  bottles  of 
100;  and  10  grain,  boxes  of  60  and  1000 

References:  1.  Hollander,  F.:  Arch.  Int.  Med.  95;  107  (Jan.)  1954 
2.  Deutsch,  E.:  Scientific  Exhibit,  Gastroscopy, 
Clinical  Meeting  A.M.A.,  St.  Louis,  December,  1953 
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“These  tablets 
keep  the  swelling  down 
all  day  long.” 


I . 

I 

TABLET  ^ 


NEOHYDRIN 

BRAND  OF  CH LOR M E POOR  I N 

NORMAL  OUTPUT  OF  SODIUM  AND  WATER 


Individualized  daily  dosage  of  KEOHYDRIN — 1 to  6 tablets  a day  as  needed  — 

prevents  the  recurrent  daily  sodium  and  water  reaccumulation  which  may  occur 

with  single-dose  diuretics.  Arbitrary  limitation  of  dosage  or  rest  periods  to 

forestall  refractivity  are  unnecessary.  Therapy  with  NEOHYDRIN  need  never 

be  interrupted  or  delayed  for  therapeutic  reasons.  Because  it  curbs  sodium 

retention  by  inhibiting  succinic  dehydrogenase  in  the  kidney  only,  NEOHYDRIN 

does  not  cause  ^^R^^^side  actions  due  to  widespread  enzyme  inhibition 

in  other  organs.  . , , , ^ ^ , 

Prescribe  NEOHYDRIN  m bottles  of  50  tablets. 

There  are  18.3  mg.  of  3-chloromercuri-2-methoxy- 

propylurea  in  each  tablet. 


Leadership  in  diuretic  research 
LAKESIDE  LABORATORIES,  INC 


MILWAUKEE  1,  WISCONSIN 


I 

I 


because  the  neiv  coating  dissolves  this  fast 


Strip  of  timed  photographs  shows  action  of  new  Filmtab 
Erythrocin  Stearate  in  human  gastric  juice.  Within  30 
seconds,  the  Filmtab  coating  actually  starts  to  dissolve. 
And  within  45  minutes  the  tablet  is  completely  dis- 
integrated. Because  of  this  swift  disintegration, 
Erythrocin  Stearate  is  absorbed  sooner,  gives  blood 
levels  earlier  than  the  enteric-coated  erythromycin. 


your  patients  get  high  blood  levels  in  2 hours  or  less 


(ERYTHROMYCIN  STEARATE, 


STEARATE 

ABBOTT) 


disintegrates  faster  than  enteric-coated 


erythromycin 


filiTi^ah*  E^ythrOCin  . . . for  faster  absorption 

New  tissue-thin  Filmtab  coating  (marketed  only  by  Abbott)  starts  to 
disintegrate  within  30  seconds — makes  Erythrocin  Stearate 
available  for  immediate  absorption.  Tests  show  Stearate  form 
definitely  protects  drug  from  stomach  acids. 

filmtab*  Erythrocin  ...  for  earner  blood  levels 

because  there’s  no  delay  from  an  enteric  coating,  patients  get  high, 
inhibitory  blood  levels  of  Erythrocin  in  less  than  2 hours — instead 
of  4-6  as  before.  Peak  concentration  is  reached  at  4 hours,  with 
significant  levels  for  8 hours. 


filmtab*  Erythrocin  . . . for  your  patients 

Filmtab  Erythrocin  Stearate  is  highly  effective  against  coccic 
infections  . . . and  especially  useful  when  the  infecting  coccus  is 
resistant  to  other  antibiotics.  Low  in  toxicity — ids  less  likely  to  alter 
normal  intestinal  flora  than  most  other  oral  antibiotics.  Con- 
veniently sized  (100  and  200  mg.)  in  bottles  of  25  and  100.  CUMjott 

*TM  for  Abbott’s  film  sealed  tablets,  pat.  applied  for. 
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ELECTROPHORETIC  FRACTIONATION 
OF  SERUM  GLUCOPROTEINS 

0.  J.  POLLAK,  M.D.,* 

Dover,  Del. 

Recently  much  attention  has  been  fo- 
cused on  a group  of  somewhat  hetero- 
genous blood  components  spoken  of  as 
“acute  phase  reactants.”  Multiple  labora- 
tory tests  are  available  to  determine  the 
presence  or  increase  of  the  various  “reac- 
tants.” (a)  The  oldest  and  most  widely 
used  of  the  tests  is  the  blood  sedimentation 
rate  (BSR).  Its  accelleration  is  variously 
attributed  to  increased  fibrinogen,  alphao- 
globulin,  gamma-globulin,  all  three  of 
these  protein  fractions,  or  to  a host  of 
other  plasma  constituents,  (b)  The  use  of 
C-reactive  protein  antiserum  (CRPA)  for 
demonstration  of  C-reactive  protein 
(CRP)  is  being  popularized.  This  protein 
is,  supposedly,  an  alpha-globulin.  It  forms 
a precipitate  with  somatic  C-polysacchar- 
ide  of  the  pneumococcus.  So  far,  it  has 
never  been  found  in  blood  serum  of  a 
healthy  person,  (c)  The  assay  of  carbo- 
hydrates, (d)  of  the  poorly  studied  pro- 
tein-bound carbohydrates  which  often  are 
simply  called  glucoproteins  (GP),  (e)  of 
the  even  less  well  defined  complex  muco- 
polysaccharides, or  (f)  mucoproteins,  and 
(g)  of  hexosamine  is  feasible.  Since  the 
various  photometric  methods  are  elaborate 
and  tedious  they  are  rarely  practiced.  The 
same  is  true  for  assay  of  (h)  antihyaluro- 
nidase. 

Discussion  of  all  the  tests  and  “reac- 
tants” as  if  they  were  a well  delineated 
group  should  be  avoided.  Surely,  not  all 
of  these  reactants  are  known,  (i)  Lipo- 
proteins (LP),  namely  beta-lipoproteins, 
should  be  added  to  the  list,  since  they  in- 
crease in  the  blood  serum  under  conditions 
which  influence  the  other  substances  listed 
above. 

By  comparison  with  the  simplest  of  the 
tests,  the  blood  sedimentation  rate,  all 

This  study  was  made  possible  by  a grant  from  the  Dela- 
ware Heart  Association. 

■•Pathologist,  Kent  General,  Milford  Memorial,  and  Beebe 
Hospitals. 

With  the  technical  assistance  of  W.  George  Chubaty, 
B.S.,  Irene  R.  Mazer,  B.S.,  and  Joyce  S.  Evans,  B.S.,  re- 
search technicians. 


other  procedures  are  more  specific  and 
more  sensitive:  they  become  “positive” 
earlier  and  stay  “positive”  longer  than  the 
sedimentation  rate,  and  their  range  is  not 
quite  as  wide  as  that  of  the  sedimentation 
rate.  Serum  polysaccharide  levels  reflect 
the  presence  and  degree  of  inflammation. ^ 
Non-glucosamine  serum  polysaccharide 
linked  with  albumin  appears  in  the  serum 
of  patients  with  benign  or  malignant  neo- 
plasm, arthritis,  and  infection.^  Hexosa- 
mine which  is  part  of  the  non-glucosamine 
complex  increases  in  the  serum  of  patients 
with  tissue  destruction  and  inflammation. 
Acid  mucoprotein  rises  in  the  blood  plas- 
ma of  patients  with  gastric  cancer.®  C-re- 
active-protein  appears  in  the  blood  with 
inflammation,  including  that  type  of  tissue 
reaction  found  in  rheumatic  diseases  and 
myocardial  infarction.^-®  Lipoproteins  rise 
in  the  blood  after  traumatic  injury  and 
burns.®-' 

Filter  paper  electrophoresis  is  now  a 
popular  tool  of  the  modern  laboratory. 
Serum  fractions  separated  by  paper  elec- 
trophoresis can  be  processed  in  different 
ways  to  demonstrate  proteins,  lipopro- 
teins, glucoproteins,  etc.  To  visualize  pro- 
tein-bound carbohydrates,  the  polysacchar- 
ides are  oxidized  by  periodic  acid  to  give 
polyaldehydes,  and  the  latter  yield  a 
purple  color  reaction  with  fuchsin-sulfite, 
the  so  called  Schiff  reagent. 

Materials  and  Methods 

Well  over  150  blood  samples  from 
healthy  persons  and  patients  with  various 
diseases  have  been  studied  by  electrophore- 
sis. All  blood  samples  were  obtained  in  a 
fasting  state.  Five  to  6 ml.  of  blood  was 
withdrawn  and  8 lambda  of  serum  applied 
to  each  of  three  filter  paper  strips.  Elec- 
trophoresis took  place  at  7-10°C,  for  14 
hours,  at  3.2  amperes  and  110  volts  D.C. 
A sodium  barbital-sodium  acetate  buffer 
of  pH  8.6  was  used.  Staining  procedures 
for  proteins,  protein-bound  lipids,  and  pro- 

299 


300 


Delaware  State  Medical  Journal 


December,  1954 


tein-bound  carbohydrates  were  modified 
for  our  purpose.  The  strength  of  color 
reactions  was  measured  in  a densitometer, 
reading  were  plotted  on  graph  paper, 
curves  were  drawn  and  areas  between  the 
peaks  of  curves  and  the  base  line  were 
measured  with  a planinieter.  Absolute  and 
relative  amounts  of  the  various  serum 
fractions  were  calculated  from  the  meas- 
urements and  chemical  assays  of  protein. 

The  total  amount  of  glucoproteins 
equals  but  10-30  per  cent  of  the  total 
quantity  of  protein.  Thus,  if  one  uses 
equal  amounts  of  serum  for  fractionation 
the  curve  for  glucoproteins  is  much  lower 
than  the  curve  for  proteins  and  the  areas 
beneath  the  curves  differ,  accordingly. 
This  may  be  seen  in  Fig.  1. 


' FIG.  1 


Three  parallel  elpherograms.  Upper  curve  and 
strip  — proteins;  middle  curve  and  strip  — 
lipoproteins,  lowest  curve  and  strip  — gluco- 
proteins. 

On  the  basis  of  our  studies,  we  arrived 
at  the  following  normal  minimum,  aver- 
age, and  maximum  values  for  glucopro- 
tein  fractions: 


albumin 

alphai-plobulin 

alphaj-plobulin 

beta-slobulin 

gamma-plobulin 


jVIinimum 

Average 

Maximum 

5.6% 

6,8% 

11.2% 

18.2 

23.5 

28.4 

26.0 

31.0 

35.6 

18.6 

22.2 

28  9 

4.6 

14.3 

21.0 

Most  of  the  fractions  of  normal  blood 
serums  deviate  but  slightly  from  average 
values.  (These  figures  might  undergo  cor- 
rections with  accummulation  of  larger  ma- 
terial.) 


Results 

Seven  elpherograms  were  selected 
(Figs.  2-8)  to  provide  the  basis  for  dis- 
cussion. The  first  (Fig.  2)  tracings  are 
normal;  the  next  four  graphs  (Figs.  3-6) 
show  the  common  deviation  from  the 
norm,  namely  the  increase  in  alphaa- 
glucoproteins ; the  last  two  curves  (Figs. 
7 & 8)  show  uncommon  deviations  in  the 
glucoprotein  elpherogram. 

(1)  Tracings  in  Fig.  2 are  within  nor- 
mal limits.  The  probant  was  a healthy 
30  year  old  v^hite  man*!  (H.L.),  a blood 
donor. 


FIG.  2 — H.L.,  HEALTHY  BLOOD  DONOR 
Total  protein  (TP)  6.85  gm% 

Globulin  (G)  58.5  % 

Albumin  (A)  41.5 

Albumin  + alphuiglobulin  (Aa)*  50.4 

Cholesterol  (C)  185 

Lipoproteins  (LP) 

alpha  (a)  21.0 

beta  (b)  79.0 

Glucoproteins  (GP) 
albumin  (A) 

(a.) 

(a2) 

(b) 

(K) 


alphai 

alpha- 

beta 

gamma 


% 

% 

mg% 

% 

% 


10.4  % 

23.4  % 

26.0  7r 

26.0  % 

18-2  % 

*F'or  correlation  with  results  of  chemical  frac- 

tionation, alpha, globulin  has  to  be  added  to  al- 
bumin 

Solid  line,  protein  fractions 
Broken  line,  lipoprotein  fractions 
Dotted  line,  glucoprotein  fractions 
Abbreviations  used  in  Figs.  3-8 
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FIG.  3 — H.W.,  TUBERCULOSIS 
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b 

17.2  % 
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(2)  In  Fig.  3 the  peak  for  alphas-globu- 
lin  is  sharp  and  equals  19.1  per  cent  of  all 
protein.  This  increase  in  alphaa-globulin 
is  caused  by  a rise  in  alphaa-glucoglobulin 
which  amounts  to  37.8  per  cent  of  all  pro- 
tein-bound carbohydrate.  In  this  instance, 
the  elpherogram  aided  in  differential  diag- 
nosis. The  patient  (H.W.),  a 14  year  old 
white  boy,*’  had  indefinite  signs  and  symp- 
toms of  chest  disease.  On  x-ray  examina- 
tion a circumscribed  shadow  was  found 
but  it  could  not  be  determined  whether 
this  was  caused  by  a pleural  pocket  or  an 
intrapulmonic  defect.  The  significant  in- 
crease in  alphaa-glucoprotein  led  us  to  sug- 
gest the  presence  of  pulmonary  cavity. 
Three  days  later  tubercle  bacilli  were 
found  in  the  sputum. 

(3)  In  Fig.  4 we  have  a moderate  rela- 
tive increase  in  globulin  and  decrease  in 
albumin,  an  increased  amount  of  beta- 
lipoprotein  and  decreased  alpha-lipopro- 
tein, and  a marked  increase  in  alpha^- 
glucoprotein  amounting  to  46.4  per  cent 
of  total  protein-bound  carbohydrate.  The 
blood  serum  was  that  of  a 42  year  old 
white  man'’  (R.H.)  admitted  for  subster- 
nal  pain  radiating  to  the  left  shoulder. 
The  differential  diagnosis  rested  between 
angina  pectoris  and  myocardial  infarction. 
The  altered  elpherogram,  namely  increase 
in  alphaaglucoprotein,  pointed  toward  tis- 
sue destruction  and  infarction.  The  elpher- 

b.  Milford  Memorial  Hospital,  Milford,  Del. 
a.  Kent  General  Hospital,  Dover,  Del. 


ograms  illustrated  here  were  taken  on  the 
second  hospital  day.  On  that  day  blood 
sedimentation  was  normal;  it  became  ac- 
cellerated  four  days,  later. 

(4)  Tracings  in  Fig.  5 are  from  a blood 
serum  of  a 77  year  old  white  man"  (B.S.) 
with  senile  destruction  of  brain  tissue. 
There  is  marked  relative  hyperglobulin- 
emia  and,  conversely,  hypoalbuminemia ; 
there  is  a shift  in  the  alpha-beta  lipopro- 
tein spectrum,  a marked  rise  in  alpha>- 
glucoprotein  amounting  to  47.4  per  cent 
of  all  protein-bound  carbohydrate,  ac- 
companied by  a marked  drop  in  alphai- 
glucoprotein  to  but  5.3  per  cent.  There 
also  is  a hypocholesteremia  of  89  mg.  per 
100  ml.  of  blood.  All  these  findings  sup- 
ported the  clinical  diagnosis. 


FIG.  4 — R.H.,  myocardial  INFRACTION 
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FIG.  5 — S.B.,  SENILE  BRAIN  DAMAGE 
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c.  Boston  State  Hospital,  Boston.  Mass, 
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FIG.  6 — A.P.,  diabetes  & NEPHROPATHY 
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(5)  In  Fig.  6,  the  alterations  in  the 
blood  serum  of  a 55  year  old  white  man'> 
(A.P.)  are  shown.  This  man  was  hospital- 
ized for  diabetes  mellitus  and  nephropathy. 
His  fasting  blood  sugar  was  320  mg.  per 
100  ml.  and  the  blood  urea-nitrogen  was 
30  mg.  per  100  ml.  Besides  hyperglobulin- 
emia  and  hypoalbuminemia  there  is  a hy- 
poproteinemia  present.  There  is  a shift 
toward  beta-lipoproteins.  Alphao-globulin 
is  increased  and  equals  24.7  per  cent  of 
all  p r o t e i n.  Alpha^-glucoproteins  are 
markedly  increased  and  amount  to  45.0 
per  cent  of  all  glucoproteins.  The  findings 
supplemented  the  clinical  diagnosis.  Post- 
mortem diagnosis  was  diabetes  mellitus 
and  intracapillary  glomerulosclerosis. 


(6)  Tracings  in  Fig.  7 show  hypopro- 
teinemia,  hyperglobulinemia,  and  hypopro- 
teinemia.  The  blood  cholesterol  is  a low 
normal ; beta-lipoproteins  are  increased. 
There  is  a definite  rise  in  alpharglucopro- 
tein  amounting  to  39.7  per  cent  of  total 
protein-bound  carbohydrate.  Among  all 
our  cases  this  is  the  only  one  with  an  in- 
crease in  alpha, -glucoproteins.  This  alter- 
ation in  the  elpherogram  was  persistent 
and  was  found  in  all  nine  tracings  taken 
over  a period  of  four  weeks.  The  illus- 
trated graph  was  obtained  on  the  fourth 
day  of  illness,  but  elpherograms  taken  two 
days  before  were  very  similar.  The  pa- 
tient, a 74  year  old  white  man*'  (J.M.) 
was  hospitalized  for  rather  typical  acute 
myocardial  infarction. 

f],  Wilminjrton  General  Hospital,  Wilminjrton,  Del. 
e.  Beebe  Hosjiital,  Lewes.  Del, 


FIG.  7 — J.M.,  MYOCARDIAL  INFRACTION 
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(7)  The  curves  shown  in  Fig.  8 are 
strikingly  abnormal.  Total  protein  level 
is  normal  but  there  is  a severe  relative 
hvperglobulinemia  which  is  due  to  marked 
elevation  of  gamma  globulin  which  amount 
to  56.5  per  cent  of  all  serum  protein.  Cor- 
respondingly, there  is  relative  hypoalbu- 
minemia. Blood  cholesterol  is  elevated. 
The  lipoprotein  pattern  is  not  character- 
istic. In  this  instance,  beta-glucoproteins 
are  elevated  and  equal  45.4  per  cent  of  all 
protein-bound  carbohydrate;  alpha,-  and 
alpha^-glucoproteins  are  subnormal,  with 
16.7  and  18.2  per  cent,  respectively.  To 
this  date,  this  serum  was  the  only  one  in 
which  there  was  an  increase  of  beta- 
glucoproteins.  The  blood  came  from  a 17 
year  old  Negro  boy*’  (E.B.)  hospitalized 
repeatedly  because  of  nephritis  and  hepa- 
titis. At  autopsy  there  was  severe  liver 
cirrhosis  with  bile  stasis  which  micro- 
scopically proved  to  be  of  postnecrotic 
type. 

Discussion 

The  glucoprotein  elpherogram  is  altered 
in  many  pathologic  conditions.  The  com- 
mon denominator  for  all  these  conditions 
is  tissue  destruction.  There  is  no  devia- 
tion from  the  normal  elpherogram  in  se- 
rums from  patients  with  inflammation 
(where  C-reactive  protein  appears  persist- 

b.  Milford  Memorial  Hosiiital,  Milfoi-d,  Del. 
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FIG.  8 — E.B.,  POSTNECROTIC  CIRRHOSIS 
OF  LIVER 
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ently  in  the  blood).  Neither  can  the  ab- 
normal elpherogram  be  correlated  with  tis- 
sue repair  (when  serum  polysaccharired 
not  bound  to  protein  might  be  increased). 

As  a rule,  alphas-glucoprotein  rises  in 
the  blood  serum  of  patients  with  tissue 
destruction.  Apparently,  this  rise  is  due 
to  liberation  of  alphaa-glucoprotein  from 
the  destroyed  ground  substance.  One 
should  be  aware  that  we  are  referring  to 
glucoproteins  separated  at  pH  8.6,  and 
that  under  different  experimental  condi- 
tions other  observations  might  be  made. 

We  encountered  two  exceptions  to  the 
rule.  The  elevation  of  alphai-glucoprotein 
(Fig.  7)  is  puzzling  since  in  a fairly  large 
series  of  patients  with  myocardial  infarc- 
tion it  always  was  alphai-glucoprotein 
which  was  increased.  The  elevation  of 
beta-glucoproteins  in  another  patient  (Fig. 
8)  remains  unexplained.  We  had  no  other 
serum  of  a patient  with  liver  cirrhosis. 

Alphai-glucoprotein  increases  rather 
promptly,  within  48  hours  after  onset  of 
acute  illness.  This  altei’ation  is  often  seen 
before  the  blood  sedimentation  rate  is  al- 
tered. On  multiple  occasions  the  electro- 
phoretic pattern  was  found  abnormal 
prior  to  electrocardiographic  changes,  in 
patients  with  acute  myocardial  infarction. 

From  electrophoretic  fractionation  of 
glucoproteins  one  can  not  determine 


whether  tissue  destruction  involves  the 
brain,  heart,  kidneys,  lungs,  bones,  etc. 
However,  with  simultaneous  fractionation 
of  proteins  and  lipoproteins,  with  other 
chemical  tests,  and  with  the  aid  of  clinical 
data,  localization  is  feasible. 

The  height  of  alphaa-glucoproteins  par- 
allels the  degree  of  tissue  destruction.  Re- 
peated assays  will  aid  in  the  prognosis, 
especially  in  combination  with  elphero- 
grams  of  proteins  and  lipoproteins,  and 
with  other  blood  chemical  studies.  Thus, 
for  example,  lowering  of  the  peak  for 
alphas-glucoprotein  and  simultaneous  rise 
of  blood  cholesterol  represent,  in  a patient 
with  acute  myocardial  infarction,  a good 
prognostic  sign.  Subsequent  rise  in  alphaz- 
glucoprotein  and  drop  in  cholesterol  indi- 
cate recurrence. 

Gradually  proper  indications  and  limita- 
tions of  all  the  tests  for  “acute  phase  re- 
actants” will  be  established.  Electro- 
phoretic separation  of  serum  glucoprotein 
fractions  enables  us  to  detect  tissue  de- 
struction. Together  with  other  studies, 
electrophoretic  fractionation  of  protein- 
bound  carbohydrates  aids  in  differential 
diagnosis.  Periodic  assays  of  glucopro- 
teins have  prognostic  value. 


Summary 

On  the  basis  of  examples,  the  usefuless 
and  limitations  of  fractionation  of  protein- 
bound  carbohydrates  in  the  blood  serum 
by  paper  electrophoresis  are  discussed. 
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MAMMARY  CARCINOMA  WITH 
METASTASIS  TO  THE  CERVIX  UTERI 

Primitivo  T.  Cruz,  M.D.,* 

Lewes,  Del. 

It  is  common  knowledge  that  primary 
carcinoma  of  the  breast  usually  metasta- 
sizes to  regional  lymph  nodes.’  Metastasis 
to  distant  organs  is  being  mentioned  in 
medical  literature.  Gross  et  al.=  reported 
a case  of  malignant  breast  lesion  detected 
during  pregnancy,  with  multiple  meta- 
static nodules  found  in  the  placenta  at 
term.  Slaughter,-’  in  a satistical  study, 
wrote  that  10  per  cent  of  ovarian  carcin- 
oma were  secondai-y  to  primary  carcinoma 
of  the  stomach  or  the  breast.  In  the  same 
article  he  cited  the  work  of  Stone  who 
summarized  133  cases  of  ovarian  carcin- 
oma reported  in  the  literature,  25  of  which 
came  from  a primary  mammary  lesion. 
However,  genital  metastasis  from  mam- 
mary cancer  is  apparently  limited  to  the 
ovaries.  At  least,  no  other  sites  of  me- 
tastasis to  the  sex  organs  were  recorded. 

Our  case  study  deals  with  an  unusual 
case  of  mammary  carcinoma  with  metasta- 
sis to  the  cervix  uteri  detected  five  years 
after  radical  amputation  of  the  affected 
breast.  Aside  from  the  fact  that  it  is  a 
rarity,  the  secondary  growth,  by  its  local- 
ization and  symptomatology,  could  have 
easily  been  mistaken  for  a primary  neo- 
plasm of  the  cervix. 

Case  History 

E.L.  (Hospital  No.  44970,  Beebe  Hos- 
pital of  Sussex  County),  a 47  year  old, 
white  housewife,  was  admitted  for  gross 
hematuria  and  burning  sensation  on  urin- 
ation for  two  days.  She  had  a similar 
attack  three  months  prior  to  present  hos- 
pitalization, accompanied  by  a dull  ache 
over  the  left  costo-vertebral  angle.  A 
year  ago  this  patient  was  hospitalized  for 
menorrhagia.  At  that  time,  the  cervix 
uteri  was  normal  on  inspection.  Histo- 
logically (SB-53-158),  the  endometrium 
had  proliferative  character  and  the  cervi- 
cal tissue  was  normal. 

On  present  admission,  the  cervix  uteri 
was  hard  but  smooth.  Microscopically 
(SB-54-326),  cervical  biopsy  revealed  a 
neoplasm.  Routine  cystoscopy  was  nega- 
tive for  bladder  pathology.  An  intraven- 

♦Associate  in  Pathology,  Heebe  Hospital.  The  author 
wishes  to  thank  Dr.  Ervin  L.  Stambaugh  for  permission  to 
study  and  to  reuort  this  case. 


FIG.  1 


Relationship  of  metastatic  node  to  cervical  mu- 
cosa ( X 60 ) . 

ous  pyelogram  showed  partial  obstruction 
of  the  left  ureteropelvic  junction.  Red  and 
white  blood  cells  were  present  in  the  urine. 

Pathological  Report* 

Grossly,  the  submitted  cervical  tissue  is 
smooth  but  indurated.  It  measures  1.5  by 
1.0  by  0.8  cms.  Microscopically  (Figs.  1 & 
2),  the  ectocervix  is  intact  and  well  pre- 
served, with  normal  mucous  glands  in  the 
subepithelial  layer.  In  the  deeper  fibro- 
muscular  zone  there  is  a well  circum- 
scribed nodule  made  made  up  of  solid 
nests  of  round  to  oval  shaped  cells.  These 
cells  have  a large  hyperchromatic  nucleus 
and  scant  acidophilic  cytoplasm.  There  is 
moderate  nuclear  pleomorphism.  Several 
mitotic  figures  are  present.  The  nodule  is 
encapsuled  by  a thin  strip  of  fibrous  tis- 
sue. Multiple  sections  of  the  tissue  block 
at  various  levels  do  not  reveal  any  connec- 
tion with  the  cervical  epithelium. 

Discussion 

While  the  cervical  neoplasm  was  diag- 
nosed as  secondary  in  nature  the  localiza- 
tion of  the  primary  site  became  a matter 
of  speculation.  The  resemblance  to  mam- 
mary carcinoma  was  noticed  but  proper 
diagnosis  was  not  accomplished  until  ad- 
ditional data  from  the  case  history  were 
obtained. 

The  clinical  history  indicated  that  the 
patient  had  a painful  lump  in  her  right 
breast  in  1948  and  that,  after  the  growth 
was  diagnosed  as  carcinoma  by  biopsy  (G. 
G.-37A-48),  radical  mastectomy  was  per- 

♦Dr.  ().  J.  Poliak,  pathologist. 

♦Dr.  Douglas  Gay,  pathologist. 
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FIG.  2 

Architecture  of  metastatic  carcinoma  {x  300). 


formed.  Comparison  of  tissue  slides  from 
the  cervical  node  (1954)  with  those  from 
the  breast  tumor  (1948)  revealed  the 
identity  of  the  two  lesions. 

There  were  no  axillary  or  other  lymph 
nodes  palpable  during  the  recent  hospital- 
ization. Patient  was  discharged  and  is 
alive  at  the  time  of  writing  this  report. 

Summary 

An  unusual  case  of  primary  mammary 
carcinoma  with  metastasis  to  the  cervix 
uteri  detected  five  years  after  radical  mas- 
tectomy is  reported. 

The  extreme  rarity  of  such  occurence, 
in  comparison  with  other  unusual  sites  of 
secondary  breast  tumor  reported  in  the 
literature,  is  emphasized. 

Attention  is  called  to  the  possibility  that 
secondary  mammary  carcinoma  in  the  cer- 
vix uteri  may  mimic  primary  cervical  neo- 
plasm in  its  symptomatology  and  even  in 
some  of  its  morphologic  features. 
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(Concluded  from  page  322) 

President  Smith  : Is  there  anything-  further  to 
come  before  the  House?  If  not,  I declare  the 
meeting  of  the  House  of  Delegates  adjourned. 

(The  meeting  of  the  House  of  Delegates  there- 
upon adjourned  at  11:05  p.m.  o’clock.) 


TRANSACTIONS:  HOUSE  OF  DELEGATES 
OCTOBER  n,  1954 

The  Meeting  of  the  House  of  Delegates  of  the 
Medical  Society  of  Delaware  convened  at  8:45 
p.m.  at  the  Peoples  Church  Community  Hall, 
Monday,  October  11,  1954,  Hewitt  W.  Smith, 
President  of  the  Society,  presiding. 

President  Smith:  The  Meeting  of  the  House 
of  Delegates  will  please  come  to  order.  I now 
declare  the  meeting  of  the  House  of  Delegates  of 
the  165th  Annual  Session  of  the  Medical  Society 
of  Delaware  in  order,  for  the  transaction  of  busi- 
ness. 

The  first  order  of  business  is  the  roll  call  by 
the  Secretary. 

(Roll  call  was  taken  by  Secretary  Cannon) 

Mr.  Secretary,  do  we  have  a quorum? 

Secretary  Cannon  : There  are  21  members 
present;  15  is  a quorum. 

President  Smith  : The  next  ordei-  of  business 
is  the  minutes  of  the  last  session.  Inasmuch  as 
they  were  printed  in  the  December  Journal,  and 
if  there  are  no  corrections  or  additions,  the  min- 
utes will  stand  approved  as  printed. 

Report  of  the  President 

My  duties  as  your  President  in  this  year  of 
1954  have  been  relatively  light  and  prosaic,  large- 
ly because  1954  is  a so-called  “off”  year  in  which 
the  Legislature  of  the  State  of  Delaware  does 
not  meet;  consequently,  there  were  no  legisla- 
ture problems  to  be  resolved. 

I met  with  the  component  societies  of  Kent 
and  Sussex  and  explained  the  proposed  annual 
program  of  The  Medical  Society  of  Delaware, 
and  discussed  issues  of  national  importance  which 
at  that  time  were  being  decided  in  Washington 
by  the  lawmakers.  In  conjunction  with  this  pro- 
posed legislation,  I had  correspondence  with 
Senators  Frear  and  Williams  and  Repi'esenta- 
tive  Warhurton  detailing  the  views  of  organ- 
ized medicine  and  the  reasons  therefor,  followed 
with  a request  for  favorable  consideration  from 
the  physicians  viewpoint.  Due  to  the  combined 
efforts  of  the  members  of  organized  medicine, 
the  legislation  passed  at  the  83rd  session  of  Con- 
gress was  very  favorable  to  physicians. 

I attended  two  meetings  called  by  the  Chair- 
man of  the  Committee  on  Public  Laws,  dealing 
with  the  revision  of  the  Delaware  Code  entitled 
“Medicine,  Surgery,  and  Osteopathy.” 

It  was  my  privilege  to  be  a guest  of  the  Med- 
ical Society  of  New  Jersey  at  their  188th  An- 
nual Session  held  at  the  Haddon  Hall  Hotel  in 
Atlantic  City  last  May.  While  there  I addressed 
the  House  of  Delegates  and  extended  to  them 
a cordial  invitation  to  meet  with  us  at  our  An- 
nual Session.  I found  that  many  of  the  problems 
confronting  the  Medical  Society  of  New  Jersey 
are  similar  to  those  facing  us  here  in  Delaware. 

I attended  the  Annual  Session  of  The  American 
Academy  of  General  Practice  held  in  Cleveland 
last  March. 

Most  of  my  duties  as  your  Pi-esident  have 
been  routine,  such  as  appointment  of  committees, 
etc.  I have  endeavored  to  attend  promptly  to  all 
Society  business.  I wish  now  to  sincerely  thank  all 
members  who  have  accepted  committee  appoint- 
ments and  whose  efforts  have  contributed  in  no 
small  part  to  the  success  of  this  1954  annual 
meeting.  I especially  thank  Dr.  W.  Edwin  Bird 
for  his  patient  guidance  and  for  allowing  me  to 
participate  in  his  vast  store  of  knowledge  re- 
specting Society  business.  To  him  is  due  great 
credit  for  the  excellence  of  this  1954  Session. 

Respectfully  submitted, 
Hewitt  W.  Smith,  President 

(Motion  to  accept  the  Report  of  the  President 
was  seconded;  put  to  a vote  and  carried) 
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Presiiiext  Smith:  The  next  is  the  Report  of 
the  Secretary.  That  report  was  i-ead  to  the 
Council.  Being  routine,  the  Council  decided  it 
was  not  to  be  read  to  the  House  of  Delegates 
unless  someone  wishes  it  to  be  read.  If  there  is 
no  objection,  the  Secretary’s  Report  will  not  be 
read.  Hearing  none,  it  is  so  ordered. 

The  next  order  is  the  Executive  Secretary’s 
Report.  That  reiiort  is  to  be  read. 

Report  of  the  Executive  Secretary 

Your  Executive  Secretary  reports  that  the 
volume  of  work  for  the  year  just  passed  shows  a 
moderate  increase  over  the  previous  year.  The 
correspondence  and  other  work  is  on  a current 
basis. 

We,  together  with  the  officers,  made  an  official 
visit  to  the  Kent  and  Susse.x  Societies  in  the 
Spring,  which  meetings  were  very  enjoyable,  and 
we  hope  we  imparted  some  information  of  value. 

With  Di'.  Tarumianz,  we  attended  the  AMA 
Conference  of  Editoi's  and  Business  Managers 
in  Chicago  in  November  and  the  Fedei'ation  of 
State  Boards  in  Chicago  in  February. 

The  membership  of  the  Society  is  as  follows: 


New  Castle 

Kent 

Sussex 

Total 

October,  1953 

275 

25 

48 

348 

New  Members 

23 

1 

10 

34 

298 

26 

58 

382 

Losses 

Deaths 

5 

0 

2 

7 

Transfers 

0 

1 

2 

3 

October,  1954 

293 

25 

54 

372 

A gain  of  24, 

as  compared  with  13  for 

1953, 

and  7 for  1952. 

Our  exhibits  this  year  ai’e  slightly  smaller  in 
number  than  the  exhibits  in  Dover  in  1950,  but 
the  amou’^t  of  revenue  derived  is  slightly  larger, 
being  $885,  due  to  a slight  inci'ease  in  some  of 
the  rates. 

We  have  assembled  a program  for  this  Ses- 
sion which  we  hope  you  will  like.  Stress  has 
been  placed  on  the  general  practitioner. 

In  conclusion,  we  wish  to  thank  all  of  the 
officers  and  members  of  the  Society  and  of  the 
Auxiliary,  with  whom  we  have  had  official  busi- 
ness during  the  year.  Their  cooperation  has  been 
splendid  and  we  gratefully  acknowledge  it. 
Respectfully  submitted, 

W.  ErnviN  Bird,  Executive  Secretary 

President  Smith:  You  have  heard  the  Ex- 
ecutive Secretary’s  Report.  Are  there  any  ques- 
tions? If  not,  the  Chair  declares  the  Executive 
Secretary’s  report  accepted. 

Next,  the  report  of  the  Treasurei'. 

Report  of  the  Treasurer 

Cash  Balance — Januaiy  1,  1954 $ 120.27 

Receipts 

State  Dues  and  A.M.A.  Assessments  15,525.00 


State  Journal  1,600.00 

Dividends  316.64 

Exhibitors  645.00 

Miscellaneous  151.50 


Total  Receipts $18,358.41 

Total  Disbursements  15,271.10 


Cash  Balance  as  of  Septembei'  30,  1954.  .$  3,087.31 
Convention  and  other  laige  items  yet  to  be  paid. 
1954 

Disbursements 

Salaries: 

Ex.  Secretai-y  $3,564.00 

Stenographer  414.36 

Internal  Revenue  (with- 
holding tax)  976.80 

State  Tax  25.20  $ 4,980.36 


Office : 

Stationery  $ 264.23 

Magazines,  due  & sub- 
scriptions   90.00 

Ex.  Sec.  Expenses  ....  383.66  737.89 


Operations: 

AMA  Assessments 

(1954)  $7,537.50 

(1953)  450.00 

Subscriptions  to  State 

Journal  933.00 

Auditor  175.00 

Safety  Deposit  Box  ....  4.40 


9,099.90 


Delegate  to  A.M.A $ 190.00 

200.00  390.00 

Miscellaneous 

Badges  $ 42.35 

Flowers  20.60  62.95 


Total  Disbursements  $15,271.10 

Respectfully  submitted, 
Charles  Levy,  Treasurer 

The  next  order  of  business  is  the  Repoi-t  of 
the  Council.  Dr.  Cannon,  do  you  care  to  read 
the  Minutes  of  the  Council  ? 

Report  of  the  Council 

Secretary  Cannon:  This  is  a long  report  and 
I will  only  highlight  it  by  saying  that  the  re- 
ports you  will  hear  tonight  were  gone  over  by 
the  Council,  examined  and  discussion  had  re- 
garding whether  the  long  reports  would  be  read 
in  detail  to  this  meeting  or  whether  they  should 
be  read  by  title  only.  There  was  also  miscel- 
laneous business  with  regard  to  plans  for  next 
year’s  meeting  in  Wilmington,  the  matter  of 
anpropriations  for  the  delegate  to  the  AMA,  etc. 
The  meeting  was  then  adjourned  and  most  of 
what  the  Council  did  you  will  hear  about  tonight. 

President  Smith  : Thank  you.  Dr.  Cannon. 
Are  there  any  questions?  If  not,  the  Report  of 
the  Council  will  be  accented  as  read. 

Now  we  come  to  the  Standing  Committees. 

The  Committee  on  Scientific  Woik  is  our  first 
Committee. 

Committee  on  Scientific  Work 

Secretary  Cannon:  No  meeting  of  the  Sci- 
entific Committee  has  been  held.  The  program  as 
prepared  by  the  President,  the  Executive  Sec- 
retary, and  others  is  well  done. 

President  Smith:  If  no  objection,  the  report 
will  be  received. 

The  Committee  on  Medical  Education  is  next. 

Committee  on  Medical  Education 

Dr.  a.  R.  Shands:  Mr.  Chairman,  this  Com- 
mittee had  no  meetings  during  the  year.  We 
hope  some  day  to  get  something  started  at  the 
University  of  Delaware. 

President  Smith:  If  no  objection,  the  report 
will  be  accepted. 

Next,  the  Committee  on  Publication. 

Report  of  Committee  on  Publication 
Report  of  the  Editor 

We  are  nearing  the  end  of  Volume  26  of  the 
New  Series.  The  amount  of  material  published 
is  about  equal  to  that  of  previous  volumes. 
Through  the  excellent  cooperation  of  the  hos- 
pitals and  other  contributors,  together  with  the 
papers  from  our  annual  session  and  papers  from 
the  meetings  at  the  Delaware  Academy  of  Medi- 
cine we  have  on  hand  at  nresent  a surplus  of 
material  — a healthy  condition  which  we  hope 
will  continue.  The  value  of  the  material  contrib- 
uted by  the  physicians  in  Delaware  is  definitely 
improving  — another  healthy  condition  which 
we  hope  will  continue.  The  Journal  receives  re- 
quests for  I'eprints  from  all  over  the  United 
States  and  several  foreign  countries. 
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The  Star  Publishing  Company,  who  print  the 
Journal,  deserves  a kind  word  for  their  continued 
courtesies. 

To  all  our  officers  and  members,  whose  con- 
tinued cooperation  sustains  us,  we  offer  our 
grateful  thanks  once  more. 

Respectfully  submitted, 

W.  Edwin  Bird,  Editor 


Report  of  the  Managing  Editor 
August  1,  1953  to  August  1,  1954 

A.  Checking  Account 
Checking  Account,  Wilmington 

Trust  Co.  August  1,  1953 $2,298.10 

Receipts 

Advertisements  $10,746.78 

Subscriptions 

Medical  Society  Members  834.00 

Other  148.50 

Single  Copy  Sales 196.73 

Halftones  129.24 

Interest  on  Bonds  (Pur- 
chased 12-10-42,  $3,502.38)  87.50 

Reprints  185.00 

Royalties  .76 


Total  Receipts  $12,328.51 

Disbursements 
Printing  and  Mailing  Jour- 
nal   $ 8,524.39 

Editor’s  Salary  2,400.00 

Rent  to  W.  E.  Bird,  M.D...  300.00 

Social  Security  63.00 

Stenographer’s  Salarv 540.00 

Stationery  and  Supplies.  . . . 43.98 

Notary  Fees  1.00 

Postage  7.73 

Telephone  & Telegraph.  . . . 4.26 

Bound  Volumes  19.50 

Bonding  Stenographer  ....  16.50 

Reprints  156.61 

Register  of  Copyrisrhts  ....  48.00 

Donation  to  Academy  of 

Medicine  500.00 


Total  Disbursements.  . .$12,624.97 
Deficit  296.46 


Balance  in  Checking  Account,  August 

1,  1954  $2,001.64 

B.  Savings  Account 
Savings  Account,  Wilming- 
ton Trust  Co.,  August  1, 

1953  $ 1,664.27 

Interest  on  Savings  Account  15.00 


Balance  in  Savings  Account, 

Wilmington  Trust  Co., 

August  1,  1954  $1,679.27 

Savings  Account,  Wilming- 
ton Savings  Fund  Society, 

August  1,  1953  $ 3,222.19 

Interest  on  Savings  Account  96.66 


Balance,  Wilmington  Sav- 
ings Fund  Society,  August 
1,  1954  3,318.85 


Balance  in  Savings  Accounts,  August, 

1954  $4,998.12 

C.  War  Bonds 

U.  S.  War  Bonds  $ 3,502.38 

Purchased  December  10,  1942 

U.  S.  War  Bonds,  Balance,  August  1, 

1954  $ 3,502.38 


Summary 

Checking  Account  Balance,  August  1, 

1954  $ 2,001.64 

Savings  Accounts  Balance,  August  1, 

1954  4,998.12 

U.  S.  War  Bonds  3,502.38 


Grand  Total  (Accounts  A,B,C) $10,502.14 


Executive  Secretary  Bird:  You  are  aware, 
of  course,  that  The  Star  announced  last  month 
that  they  were  giving  up  their  job-printing  de- 
partment, and  we  had  to  scurry  around  for  bids, 
classify  them,  and  make  some  definite  arrange- 
ments. Our  material  is  now  being  printed  by 
the  same  firm  in  Wilmington  that  formerly 
printed  The  Journal  for  some  eight  years  and 
did  a splendid  job.  So  we  are  fortunate,  since 
we  had  to  make  a change,  to  have  somebody 
with  that  sort  of  experience,  because  it  is  of  a 
different  nature  from  the  other  kinds  of  print- 
ing work.  It  is  a “prestige”  job,  and  people 
realize  that  if  a house  can  print  medical  ma- 
terial properly  they  can  print  anything. 

President  Smith:  Are  there  any  questions? 
If  not,  the  report  on  Publications  will  be  accepted. 

Next,  the  Committee  on  Public  Laws,  Dr.  Mc- 
Daniel. 

Committee  on  Public  Laws 

Dr.  J.  S.  McDaniel,  Sr.:  I think  it  is  impor- 
tant enough  to  biing  before  the  House  of  Dele- 
gates the  different  things  that  the  Committee 
on  Public  Laws  has  done  recently,  and  I think, 
too,  that  we  ought  to  take  very  seriously  some 
of  the  recommendations. 

As  Chairman  of  the  Committe  on  Public  Laws 
of  the  Society,  I herewith  submit  the  following 
report. 

Due  to  the  fact  that  the  Delaware  Legislature 
did  not  meet  during  the  past  two  years  there 
was  no  special  activity  of  this  Committee  con- 
cerning the  changing  of  laws  which  govern  the 
practice  of  medicine  and  surgery  in  this  state. 
However,  there  has  been  some  necessary  action 
taken  by  the  Medical  Council  to  interpret  the 
present  existing  laws  in  order  to  make  definite 
decisions,  especially  concerning  the  status  of  in- 
ternes. 

The  present  laws  were  undoubtedly  made  with 
the  best  of  intentions,  to  conform  with  condi- 
tions and  circumstances  existing  at  that  time. 
During  the  past  twenty  years  wars  and  inter- 
national affairs  have  brought  about  many 
changes  in  the  practice  of  medicine  and  the  man- 
agement of  hospitals. 

Many  of  the  young  graduates  of  medicine  have 
been  taken  into  the  armed  services  and  many 
foreign  graduates  of  unknown  background  have 
filled  our  hospitals  as  internes.  Quite  a few  towns 
and  rural  communities  of  this  State  have  been 
without  adequate  medical  attention  and  conse- 
quently an  extra  burden  has  been  put  on  the 
few  doctors  who  live  nearby.  All  of  this  brought 
up  questions  as  to  whether  an  interne  should 
be  allowed  to  assist  a doctor  in  his  private  prac- 
tice or  whether  his  duties  should  be  confined  to 
the  wards  of  the  hospital.  It  also  brought  up  the 
question  of  the  requirements  for  a graduate  of 
a foreign  school  to  be  employed  as  an  interne 
or  resident.  According  to  the  present  law  an 
inteine  must  give  proof  that  he  is  a graduate 
of  a recognized  medical  college.  You  may  readily 
see  that  satisfactory  proof  that  these  men  are 
eligible  for  interneship  is  very  difficult  because 
many  of  their  schools  are  behind  the  Iron  Cur- 
tain. Furthermore,  many  of  the  photostatic 
copies  of  their  diplomas  and  other  credentials 
have  to  be  accepted  as  you  see  them  whether 
they  are  bonafide  or  not. 

Therefore,  it  became  necessary  on  March  29, 
1954  for  the  Medical  Council  to  interpret  the 
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laws  concerning-  internes  and  it  decided  that  in- 
ternes must  confine  their  activities  to  the  wards 
of  the  hospitals  and  not  be  allowed  to  assist  a 
physician  in  his  private  practice.  They  also  in- 
sisted that  internes  show  definitely  that  they 
were  graduates  of  recognized  medical  schools. 
The  Council  informed  the  hospitals  of  the  State 
that  they  must  not  register  any  more  internes 
or  residents  who  do  not  have  the  proper  quali- 
fications, but  all  internes  or  residents  who  have 
already  i-egistered  will  be  allowed  to  complete 
their  time  in  the  hospital  where  they  were  then 
serving. 

It  was  soon  found  that  such  rules  would  cause 
a great  hardship  with  hospitals  and  the  Council 
decided  later  to  not  enforce  this  law  until  after 
the  meeting  of  the  next  Legislature  when  it  is 
hoped  that  our  present  laws  governing  the  prac- 
tice of  medicine  and  surgery  in  Delaware  may  be 
made  to  conform  to  present  conditions. 

The  Medical  Council  urged  that  immediate 
steps  be  taken  to  change  the  present  laws. 

As  Chairman  of  the  Public  Laws  committee 
in  June  I requested  a meeting  of  about  ten  phy- 
sicians representing  parts  of  the  Medical  Society 
of  Delaware  to  go  over  the  laws  and  make  ten- 
tative changes.  The  following  doctors  were  noti- 
fied to  meet  at  my  home  near  Dover: 

Victor  D.  Washburn,  M.  D.,  representing  the 
Homeopathic  Medical  Society 

Emil  R.  Mayerberg,  M.  D.,  member  of  the 
Committee  on  Public  Laws 

Harry  Neese,  Jr.,  M.  D.,  President  of  Kent 
County  Medical  Society 

A.  R.  Shands,  Jr.,  M.  D.,  President  of  New 
Castle  County  Medical  Society 

Leslie  R.  Dobson,  M.  D.,  President  of  Sussex 
County  Medical  Society 

Hewitt  W.  Smith,  M.  D.,  President  of  Medical 
Society  of  Delaware 

W.  Edwin  Bird,  M.  D.,  representing  the  Board 
of  Medical  Examiners 

Wallace  M.  Johnson,  M.  D.  and  Joseph  vS.  Mc- 
Daniel, M.  D.,  representing  the  Medical 
Council 

Drs.  Shands,  Mayerberg,  and  Neese  unfortu- 
nately could  not  attend. 

The  above  groun  of  men  had  three  separate 
meetings  and  carefully  examined  every  para- 
graph of  the  present  law  and  made  tentative 
changes  where  it  was  thought  advisable.  These 
laws  and  changes  and  many  notes  of  suggestion 
were  turned  over  by  me  to  Mr.  Andrew  D.  Chris- 
tie, Attornev  and  Executive  Director  of  the 
Legislative  Reference  Bureau  of  Delaware.  In 
September,  Mr.  Christie  sent  me  a rough  draft 
of  the  nronosed  new  Chapter  on  Medicine,  Sur- 
gery and  Osteopathy,  which  our  Committee  will 
review  as  soon  as  possible. 

I have  two  more  things  here  that  the  Com- 
mittee feels  should  be  brought  before  the  House 
of  Delegates  and  that  will  explain  itself  if  I 
read  a letter  that  was  written  by  Dr.  Hudson, 
regarding  appropriations  for  the  State  Board  of 
Health.  (Reading  the  communication  referred  to) 
The  Committee  recommends  that  the  House  of 
Delegates  will  back  this  project  up. 

Another  thing  that  was  brought  before  the 
Committee  is  in  regard  to  the  licensure  of  prac- 
tical nurses  in  Delaware.  (Reading  Dr.  Mayer- 
berg’s  letter)  I hope  the  House  of  Delegates 
will  back  that  up  also,  and  we  so  recommend. 

President  Smith:  You  have  heard  the  recom- 
mendations of  the  Committee  on  Public  Laws. 
Is  there  any  discussion? 

Dr.  Washburn:  I would  like  to  ask  Dr.  Mc- 
Daniel whether  he  received  a request  from  Dr. 
Hudson  for  the  support  of  the  Society  with  re- 
gard to  his  effort  to  obtain  an  appropriation 


to  employ  another  physician  whose  major  duty 
will  be  to  head  up  Civil  Defense  on  the  Board 
of  Health  in  the  state  of  Delaware. 

Dr.  McDaniel:  That  isn’t  included  in  that 
letter.  This  has  to  do  only  with  appropriations 
for  a new  building  for  the  State  Board  of  Health. 

Dr.  Washburn  : Then  may  I say,  as  a mem- 
ber of  the  Governor’s  Advisory  Committee  on 
Civil  Defense  matters  that  we  might  think  well 
of  the  idea  of  supporting  the  State  Board  of 
Health  in  its  efforts  to  obtain  the  appropriation 
necessary  to  employ  a physician  whose  major 
obligation  will  be  to  head  up  a Civil  Defense 
program  in  the  state  of  Delaware.  That  is  my 
motive,  Mr.  Chairman.  If  they  approve  of  that 
it  would  seem  to  me  this  would  be  a proper  time 
to  instruct  the  Public  Laws  Committee  to  sup- 
port the  State  Board  of  Health  in  its  efforts. 

President  Smith:  I will  rule  this  is  the  proper 
time  to  take  that  up,  but  I think  I will  take  up 
Dr.  McDaniel’s  recommendations  first,  and  then 
I will  ask  you  to  bring  up  that  matter. 

Now,  you  have  heard  the  recommendations  of 
the  Committee  on  Public  Laws.  What  is  your 
pleasure,  gentlemen?  You  have  three  recom- 
mendations there,  as  I understand  it.  Are  there 
any  questions? 

Dr.  Bird:  It  might  clarify  things  to  state 
them. 

President  Smith:  The  first  was  about  your 
committee,  that  you  wish  to  function  until  you 
get  this  present  business  out  of  the  way.  Is  that 
correct? 

Dr.  McDaniel:  Yes. 

Dr.  Rennie:  What  committee  is  that?  I was 
a member  of  the  Public  Laws  Committee. 

Dr.  Washburn:  It  is  the  Medical  Council  Com- 
mittee. 

Dr.  Rennie:  Isn’t  this  perhaps  the  time  to  find 
out  what  changes  there  are  to  be  made  in  the 
medical  laws? 

President  Smith:  That  is  right  — there  are  a 
number  of  changes  made  in  the  Public  Law,  but 
it  is  a very  long  report. 

Dr.  Rennie:  Can  you  perhaps  summarize  it? 

President  Smith:  Dr.  McDaniel  can  probably 
do  it  better  than  I could.  Dr.  McDaniel,  could 
you  summarize  this  proposed  Code? 

Dr.  McDaniel:  It  would  be  pretty  nearly  im- 
possible to  bring  in  the  whole  thing.  It  would 
bring  up  quite  a lot  of  discussion.  We  would  be 
glad  to  send  copies  to  every  member  of  the  Med- 
ical Society  if  it  is  necessary. 

Dr.  Rennie:  Is  it  lowering  the  bars  and  ad- 
mitting a lot  of  unqualified  doctors  to  the  state? 

Dr.  McDaniel:  It  was  thought  better  not  to 
bring  it  up  at  this  time.  I think  the  committee  is, 
after  all,  a fairly  good  representation  of  the 
Medical  Society  of  Delaware.  They  have  been 
working  on  it  during  the  summer.  If  the  House 
of  Delegates  will  recommend  that  the  same  com- 
mittee go  ahead  and  give  us  the  right  to  accept 
or  reject  things,  we  would  be  glad  to  continue  on 
with  it. 

President  Smith:  The  second  recommendation 
is  that  the  House  of  Delegates  approve  the  re- 
quest of  the  State  Board  of  Health  for  additional 
laboratory  facilities.  I wouldn’t  think  there  would 
be  any  question  in  anybody’s  mind  as  to  that. 

Dr.  a.  R.  Shands,  Jr.:  I would  like  to  speak 
on  that.  I went  into  that  with  a special  Advisory 
Committee,  and  it  was  the  No.  1 point  on  our 
agenda  at  the  time,  because  if  there  is  anything 
the  State  Board  of  Health  needs  it  is  new  quar- 
ters, at  the  present  time. 

I will  make  that  in  the  form  of  a motion. 

(The  motion  was  seconded;  put  to  a vote  and 
carried) 
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President  Smith  : Now  the  third  recommenda- 
tion: licensure  of  practical  nurses  in  the  state  of 
Delaware. 

Dr.  Rennie:  This  is  National  Nurse  Week. 
Two  years  ago  the  Governor  defeated  that  bill : 
I think  it  was  simply  that  the  state  wasn’t  pi'e- 
pared  for  it.  At  the  present  time,  however,  in 
fact,  within  the  last  two  weeks,  there  is  an  ap- 
proved school  for  practical  nurses  now  in  Wil- 
mington. The  Brown  Vocational  School  has  an 
approved  program,  and  I think  this  is  the  time 
for  this  Society  to  back  this  movement  to  approve 
the  practical  Nurses’  program  as  outlined  in  this 
bill. 

I make  a motion  that  it  be  approved. 

(The  motion  was  seconded) 

Dr.  Shands:  May  I ask  if  this  has  the  ap- 
proval of  the  State  Nurses’  Association?  Are  we 
going  against  what  they  want? 

Dr.  Rennie:  It  does  have  the  approval  — it 
had  the  approval  the  last  time  of  the  nurses. 

President  Smith:  Is  there  any  objection? 

(The  motion  was  put  to  a vote  and  carried) 

That  disposes  of  the  practical  nurses  question. 
Now,  Dr.  Washburn. 

Dr.  Washburn  : I have  a letter  here  from  Dr. 
Hudson.  The  letter  is  dated  September  21st  and 
states  that  a request  for  funds  has  been  made 
in  our  regular  budget  for  a physician  full-time, 
to  head-up  a Division  for  Health  and  Medical 
Services  for  Civil  Defense.  I hope  that  the  House 
of  Delegates  will  see  fit  to  authorize  the  Direc- 
tive Committee  to  assist  or  render  help  in  the 
passage  of  such  legislation. 

President  Smith:  Is  there  any  discussion? 
You  have  heard  Dr.  Washburn’s  statement,  and 
motion,  I take  it. 

(The  motion  was  seconded) 

"The  motion  has  been  made  and  it  is  seconded 
that  we  go  on  record  being  in  favor  of  the  em- 
ployment of  a full-time  physician  by  the  State 
Board  of  Health  whose  duty  should  be  concerned 
primarily  with  Civil  Defense. 

Dr.  Washburn:  I might  say  that  it  is  Dr. 
Hudson’s  belief  — and  I share  it  with  him  — 
that  it  is  not  clear  that  a full-time  service  of  a 
doctor  is  needed  in  the  business  of  Civil  Defense, 
but  the  way  he  has  worded  it,  “Health  and  Med- 
ical Services  for  Civil  Defense”  will  allow  some 
leeway.  I wanted  just  to  be  careful  in  the  word- 
ing of  that. 

(The  motion  was  then  put  to  a vote  and  car- 
ried) 

President  Smith:  So  ordered.  Dr.  Washburn, 
you  can  see  that  that  gets  into  the  proper 
channels. 

Dr.  Washburn  : It  should  go  from  the  Secre- 
tary to  Dr.  McDaniel,  I should  think. 

Dr.  Shands:  Mr.  President,  Dr.  Cutler  has 
something  in  connection  with  legislative  matters 
and  it  might  save  time,  if  he  intends  to  say  a 
word,  if  he  will  say  it  at  this  time. 

President  Smith:  Dr.  Cutler,  then,  do  you 
have  something  to  say? 

Dr.  Cutler:  I was  just  discussing  with  Dr. 
McDaniel  whether  or  not  this  should  be  brought 
before  the  House  at  this  time,  or  referred  to  the 
Public  Laws  Committee. 

The  ophthalmologists  in  Delaware  want  to  add 
an  exemption  to  the  State  Optometry  Law.  The 
State  Optometry  Law  that  is  now  in  force  is  a 
rather  all-inclusive  one. 

They  would  add  two  exemptions  to  these  para- 
graphs of  the  present  law  to  the  effect  that  noth- 
ing in  this  chapter  shall  be  construed  to  prevent 
the  sale  of  spectacles  or  eye-glasses  in  the  ordi- 
nary course  of  trade,  ’provided  no  part  of  that 
chapter  is  violated  in  making  such  a sale.  That 
means  opticians  can  grind  and  dispense  lenses. 


As  to  the  second  paragraph,  there  is  an  exemp- 
tion proposed  to  the  effect  that  if  any  of  these 
examinations  are  done  by  a recognized  doctor  of 
medicine  the  provisions  of  that  Chapter  shall  not 
apply.  However,  if  he  employs  someone  to  give 
optical  training  to  fit  contact  lenses  or,  as  is  the 
case  in  many  of  the  small  and  even  larger  cities 
in  the  United  States,  an  orthoptic  technician  has 
an  office  of  his  own  and  is  a qualified  member  of 
the  Orthoptic  Council  in  Delaware  he  or  she  ac- 
cording to  law  would  not  be  allowed  to  fit  con- 
tact lenses.  According  to  this  law  this  should 
only  be  done  either  by  doctors  or  by  optometrists. 

It  is  a recognized  practice  throughout  the 
United  States  that  contact  lenses  may  be  fitted 
by  qualified  technicians  who  do  it  under  the  di- 
rection of,  and  you  might  say  on  the  prescription 
of,  doctors  of  medicine. 

It  is  our  suggestion  that  through  the  Public 
Laws  Committee  an  additional  exemption  be  at- 
tached to  Par.  2117  of  this  Optometry  Law  which 
would  exempt  technicians  who  made  any  part  of 
the  lens  or  did  any  part  of  the  technical  duties 
as  outlined  in  this  previous  paragraph  defining 
Optometry,  but  to  do  this  under  the  direction  of 
a physician,  whether  in  a doctor’s  office  or  not. 
Some  aspects  of  this  particular  suggestion  have 
come  into  the  newspapers  in  regard  to  contact 
lenses  and  that  is  what  has  brought  this  matter 
to  a head. 

At  the  present  time  there  are  two  orthoptic 
technicians  doing  work  in  Wilmington  — one 
with  an  independent  office  and  the  other  in  her 
office  with  her  husband  who  is  a doctor,  and,  ac- 
cording to  this  law,  both  of  these  people  are  in- 
fringing on  the  optometry  law. 

President  Smith  : Dr.  Cutler,  would  you  care 
to  make  a recommendation,  then,  to  be  given 
to  the  Committee  on  Public  Laws?  Would  you 
care  to  make  a recommendation  and  state  it  for 
the  benefit  of  the  stenotypist,  and  we  will  act 
on  it? 

Dr.  Cutler:  I would  recommend  that  the  Pub- 
lic Laws  Committee  draw  up  an  exemption  to  the 
present  optometry  law  to  permit  doctors  to  per- 
form the  technical  procedures  which  are  outlined 
in  the  Optometry  Law,  and  also  permit  ortho- 
petic  technicians  to  do  such  work,  either  in  a 
doctor’s  office  or  outside  of  a doctor’s  office,  when 
such  procedures  are  at  the  instigation  of  a doctor 
of  medicine. 

(The  motion  was  seconded  by  several) 

Dr.  McDaniel:  I think  the  answer  is  for  the 
ophthalmologists  to  get  together  themselves  and 
get  up  a bill  that  they  want  to  present  and  give 
to  the  Committee  on  Public  Laws  and  we  will  do 
what  we  can  to  see  that  it  goes  through.  It  is 
not  our  duty  to  get  up  a bill. 

President  Smith:  All  right.  It  has  been 
moved  and  seconded  that  the  House  approve  the 
recommendation.  Is  there  any  objection?  If  there 
is  no  objection,  the  House  approves  the  recom- 
mendation and  Dr.  Cutler  will  see  to  it  that 
they  get  up  their  bill  and  hand  it  to  Dr.  McDaniel. 

Now,  is  there  any  other  business  to  come  up 
relating  to  the  Committee  on  Public  Laws?  If 
not,  I want  to  take  this  opportunity  to  state  that 
the  work  Dr.  McDaniel  has  been  doing  has  been 
far  beyond  the  line  of  duty,  and  unless  you  had 
worked  with  him  you  wouldn’t  know  the  tre- 
mendous amount  of  work  he  has  done.  So  I ask 
at  this  time  that  the  Report  of  the  Committee  on 
Public  Laws  be  accepted  with  a rising  vote  of 
thanks. 

(The  House  gave  a rising  vote  of  thanks,  and 
the  report  was  accepted) 

President  Smith:  Next,  the  Committee  on  the 
Budget. 
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Committee  on  Budget 

Treasi'RKR  Levy:  I am  pleased  to  report  that 
the  Budget  should  be  properly  balanced  at  the 
end  of  the  year.  Dr.  Bird  tells  me  that  the  an- 
ticipated dues-paying  members  will  be  about  370. 
The  receipts  anticipated  are  $11,350  and  we  have 
a total  disbursements  or  expenditures  of  $11,150. 
I don’t  think  I need  to  go  into  the  details.  It  is 
all  detailed  here.  But  the  figures  do  balance  and 
I am  sure  the  budget  can  be  handled  adequately. 
If  there  are  any  questions  I will  be  glad  to  try 
to  answer  them. 

I might  add  that  in  1953  the  budget  was  about 
$10,100  w’hich  is  about  a thousand  dollars  dif- 
ference, and  the  expenditures  then  were  $10,200 — 
about  a thousand  dollars  both  ways,  and  we 
should  balance  it. 

Proposed  Budget  for  1955 


RECEIPTS 

Dues,  current  (340)  $ 8,500.00 

Dues,  delinquent  115.00 

Exhibits  (33)  1,450.00 

Dinner  tickets  (140)  1,050.00 

Refunds,  AMA  Dues  85  00 

Dividends  150.00 


TOTAL  $11,350.00 

DISBURSEMENTS 

Salaries: 

Executive  Secretary  $3,600.00 

Stenographer  600  00 

Taxes  (S.S.)  36.00 


$4,236.00 


Operations : 

Journal  Subscriptions  (375)  $1,125.00 

Committee  on  Pub.  Laws  200.00 

Comm.  Med.  Serv.  & Pub.  Rel 50.00 

AMEF  Committee 25.00 

Grievance  Board  25.00 

Other  Committees  50.00 

Auditor 175  00 

Miscellaneous  50.00 


$1,700.00 


Office: 

Rent  $ 516  00 

T.  & T 150.00 

Printing,  Stat.  Sup.  & Post 250.00 

Miscellaneous  148.00 


$1,064.00 


Travel: 

AMA  Delegate  $ 400.00 

AMA  Conference 300  00 

Local 50.00 


$ 750.00 


Annual  Session: 

Rental $ 850.00 

Progi'ams  and  tickets 250.00 

Badges  50.00 

Projection  Service 100.00 

Stenotypist  350.00 

Luncheon,  Reception,  Dinner  1,800.00 


$3,400.00 


Total  Disbursements $11,150.00 

Surplus  200.00 

Receipts  $11,350.00 


Respectfully  submitted, 
Charles  Levy,  Chairman 


President  Smith:  If  there  is  no  objection  the 
report  on  the  Budget  will  be  accepted. 

Next,  the  report  of  the  Woman’s  Auxiliary. 

Report  of  the  Woman’s  Auxiliary 

This  is  the  silver  anniversary,  the  twenty-fifth 
year  since  the  organization  of  the  Woman’s  Aux- 
iliary to  the  Medical  Society  of  Delaware.  The 
president  is  happy  to  report  that  the  years  have 
seen  no  lessening  in  the  enthusiasm  and  loyalty 
shown  by  the  Auxiliary  members. 

It  is  with  a sense  of  humility  and  deep  feeling 
of  gratitude  to  the  State  Executive  Board  and 
every  member  of  the  Auxiliary  that  I present 
this  report  for  the  1953-54. 

At  no  time  during  the  year  is  it  more  obvious 
how  little  could  have  been  accomplished  under  my 
leadership  without  the  cooperative  and  intelligent 
participation  of  the  active  members.  This  is  a re- 
port of  the  officers,  committee  chairman,  and 
county  presidents. 

Because  of  the  excellent  leadership  in  each 
county  we  exceeded  our  expectations.  So  with  a 
backwaid  glance,  we  can  count  the  mileposts  and 
gauge  the  distance  traveled  this  year. 

It  is  always  gratifying  to  find  that  the  Mem- 
bership Chairman  has  been  able  to  demonstrate 
to  more  doctors’  wives  the  advantage  and  re- 
sponsibility for  membership.  Our  total  member- 
ship is  261  (New'  Castle  County,  209;  Kent  Coun- 
ty, 22;  Sussex  County,  30).  All  the  doctors’  wdves 
in  the  state  w'ho  are  not  members  w'ere  sent  a 
copy  of  the  pamphlet  “You  Are  Eligible.”  A con- 
tribution of  two  dollars  was  given  by  90  per  cent 
of  all  the  members  this  year  to  meet  increasing 
expenses. 

Our  principal  activities  have  been  in  public 
relations,  legislation,  and  nurse  scholarships,  and 
many  of  the  county  auxiliaries  are  well  launched 
upon  Civil  Defense  programs.  We  are  e.xtremely 
proud  of  the  w'ork  of  our  members  in  the  State- 
wide Chest  X-ray  Survey.  The  amount  of  volun- 
teer help  necessary  to  successfully  conduct  this 
survey  was  tremendous.  I am  happy  to  report 
that  the  Woman’s  Auxiliary  members  helped  in 
planning  the  preliminary  organization  of  all  vol- 
unteer help;  trained  hostesses  to  work  at  the 
x-ray  units;  distributed  placards  and  literature 
about  the  survey  and  addressed  groups  about  the 
importance  of  being  x-rayed.  Auxiliary  members 
who  are  graduate  nurses  staffed  the  x-ray  retakes 
center  at  the  survey  headquarters. 

Our  next  large  project  on  a state-wdde  basis 
for  the  year  w'as  the  booth  on  nursing  at  the 
Harrington  Fair.  Nurses  from  each  of  the  hos- 
pitals’ training  schools,  along  wdth  members  of 
the  three  county  auxiliaries,  w'ere  on  hand  each 
day  to  explain  the  exhibit  and  to  distribute  litei’- 
ature  and  information  about  the  hospitals.  Our 
exhibit  was  very  attractive  and  received  many 
compliments.  The  committee  feels  it  is  a very 
worth  while  project.  It  is  one  ethical  w'ay  in 
which  the  Auxiliary  can  advertise  itself  and  its 
interest  in  health  and  w'elfare,  and  point  out  our 
scholarships  for  nursing.  Provided  we  can  get  a 
good  location  for  the  booth,  w'hich  will  insure  a 
good  attendance  of  visitors,  the  committee  recom- 
mends that  this  project  be  repeated. 

The  members  of  the  Auxiliary  are  to  be  con- 
gratulated on  their  w'hole-hearted  support  of  the 
nurse  scholarship  for  student  nurses.  To  date  9 
students  have  entered  training  since  August, 
1950,  2 have  completed  their  three  years  train- 
ing; 1 resigned  after  completing  one  year  of 
training.  We  now  have  6 students  in  Delaw’are 
hospitals.  The  cost  to  the  Auxiliary  is  approxi- 
mately $1,950.00  for  the  nine  students. 

Letters  w'ere  mailed  to  27  high  schools  in  Dela- 
ware reminding  the  senior  students  that  the  Med- 
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ical  Auxiliary  scholarship  was  to  be  awarded 
again  this  year.  Twelve  applications  were  re- 
ceived. Three  applicants  were  awarded  the  Med- 
ical Auxiliary  scholarships  (2  entered  Milford 
Memorial  Hospital  and  1 the  Delaware  Hospital, 
which  were  the  students’  choice.)  The  cost  of 
the  3 scholarships  will  be  $600.00.  The  Scholai- 
ship  Committee  were  asked  again  to  help  the 
Wilmington  Rotary  Club  select  applicants  for  5 
scholarship  awards,  which  were  presented. 

Health  education  and  public  relations  were 
furthered  by  members  of  the  Auxiliary.  The  pro- 
gram chairman  of  P.T.A.  put  into  effect  an  ex- 
tensive program  on  child  health  in  the  school. 
The  Committee  on  Careers  in  Nursing  of  the 
Delaware  State  Nurses  Association  has  two  mem- 
bers of  the  Auxiliary  on  the  committee  this  year. 
One  member  is  Chairman  of  Health  in  the  Dela- 
ware State  Federation  of  Woman’s  Clubs.  At 
least  three  of  the  members  are  Volunteer  Chair- 
man of  various  Red  Cross  services.  A group  of 
Auxiliary  members  took  the  Red  Cross  Home 
Nursing  course  this  year. 

The  Annual  Carnival  for  patients  of  the  Dela- 
ware State  Mental  Hospital  was  held  and  New 
Castle  Co.  Auxiliary  members  took  an  active  part 
in  the  entertainment,  and  serving  refreshments. 
Sewing  meetings  are  being  held  each  month  for 
the  making  of  layettes  for  the  Visiting  Nurse 
Association.  Over  200  garments  were  made. 

The  film  “YOUR  DOCTOR”  was  shown  on  a 
local  TV  station.  Contributions  to  the  American 
Medical  Education  Foundation  have  been  made 
by  each  of  the  County  Auxiliaries,  to  total 
$115.00. 

The  Chairman  of  Mental  Health  is  an  active 
member  of  the  Hygiene  Committee  of  the  State 
Hospital.  The  Woman’s  Division  of  the  State 
Civil  Defense  Organization  has  this  year  had 
representation  from  the  Auxiliary.  Our  Chair- 
man of  Legislation  has  served  on  the  Legislation 
Commission  in  the  state  of  Delaware. 

Total  subscriptions  to  “Today’s  Health”  num- 
ber 93,  an  increase  of  33. 

During  the  year  I presided  at  three  meetings 
of  the  Executive  Board,  attended  nine  county 
meetings  up  and  down  the  state.  The  friendli- 
ness and  interest  in  the  Auxiliary  program  in  the 
counties,  the  record  of  our  progress  and  service, 
not  only  to  the  medical  profession,  but  to  our 
American  way  of  life,  is  one  we  can  view  with 
pride  and  satisfaction.  The  friendly  contacts 
with  county  members  at  these  meetings  will  be  a 
lasting  memory  of  pleasant  association  and  many 
new  friends. 

The  exchange  of  ideas  is  surely  beneficial. 
Your  president  attended  the  Mid-Year  Confer- 
ence of  Presidents  and  Presidents-elect  and  Na- 
tional Chairmen  in  Chicago  in  November,  and 
took  part  in  the  legislation  panel  discussion. 
Your  president  and  president-elect  attended  the 
Pennsylvania  Mid-Year  Conference  in  Harris- 
burg, and  the  Annual  Meeting  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  New  York. 
Your  president  also  attended  annual  meetings  to 
the  Auxiliaries  of  New  Jersey  and  Maryland. 
She  was  also  invited  to  be  a guest  at  the  Annual 
Meeting  of  the  Delaware  State  Nurses  Associa- 
tion in  Wilmington. 

I deeply  appreciate  the  invaluable  assistance 
and  consideration  given  by  the  President  of  the 
Medical  Society  of  Delaware,  Dr.  Hewitt  W. 
Smith,  Dr.  Roger  W.  Murray,  Chairman  of  the 
Advisory  Committee,  and  Dr.  W.  Edwin  Bird, 
Executive  Secretary,  each  of  whom  advised  and 
cooperated  when  the  need  arose. 

Respectfully  submitted, 

Catherine  E.  Cruchley,  President 


President  Smith:  If  there  is  no  objection  the 
report  of  the  President  of  the  Woman’s  Auxiliaiy 
to  the  Medical  Society  of  Delaware  will  be  ac- 
cepted with  great  thanks.  It  is  an  excellent  re- 
port and  unless  your  wife  is  very  active  in  this 
Womans’  Auxiliary  you  gentlemen  really  don’t 
know  how  much  work  these  women  really  do  per- 
form. 

We  turn  now  to  the 

Special  Committees:  First,  the  Report  of  the 
Advisory  Committee  to  the  Woman’s  Auxiliaiy. 

Advisory  Committee  to  W.A. 

There  have  been  no  meetings  of  this  Committee 
necessary  during  the  past  year  but  discussions 
with  officers  of  the  Auxiliary  have  been  held  in- 
formally from  time  to  time. 

Minor  matters  only  were  involved. 

Roger  Murray,  Chah-man 

President  Smith:  If  there  are  no  objections 
the  report  will  be  accepted. 

Next,  the  Committee  on  Cancer. 

Committee  on  Cancer 

The  control  of  cancer  in  Delaware  is  imple- 
mented by  a coordinating  program  of  the  Dela- 
ware Division,  American  Cancer  Society,  and  the 
Cancer  Control  Division  of  the  State  Board  of 
Health,  working  in  cooperation  with  the  hospitals 
and  physicians  of  the  State. 

Cancer  detection  centers,  available  to  women 
twenty-five  years  of  age  and  older,  are  main- 
tained in  Wilmington  by  the  Cancer  Society  and 
in  eleven  other  locations  well  distributed  through- 
out the  State  by  the  Board  of  Health.  Examina- 
tions are  limited  to  the  breasts,  genital  organs, 
and  lower  rectum,  and  include  cervical  smears. 
The  Board  of  Health  examinations  also  include 
the  mouth.  Of  the  2,163  examinations  made  by 
the  Cancer  Society,  1,486  were  on  women  return- 
ing for  the  second  to  the  thirteenth  time.  Nearly 
one-third  of  the  women  examined  for  the  first 
time  were  in  the  twenty-five  to  thirty-five  year 
age  group  and  presented  two  of  the  five  new 
positive  cases  of  cancer  recorded  during  the 
year.  The  cost  of  $7.88  per  examination  com- 
pares very  favorably  with  the  cost  at  other  de- 
tection centers  throughout  the  Nation.  It  is  con- 
tributed by  the  examinees  and  the  public  at  large. 

The  Board  of  Health  cancer  detection  services, 
supported  by  State  appropriation,  include  exam- 
ination of  1,383  smears  obtained  at  detection 
centers  and  1,008  submitted  by  physicians.  The 
latter  and  a greater  number  of  tissue  biopsies 
submitted  to  the  State  Board  of  Health  substanti- 
ate the  impression  that  an  increasing  number  of 
cancer  detection  examinations  are  being  done  in 
the  offices  of  private  physicians. 

A definite  indication  that  the  cancer  detection 
efforts  are  saving  lives  is  found  in  the  seventeen 
cases  of  early  cancer  of  the  cervix  out  of  a total 
of  twenty-nine  cases  reported  by  the  Cancer  So- 
ciety. This  number  of  early  cases  is  proportion- 
ately far  higher  than  in  large  cancer  centers 
elsewhere. 

The  Cancer  Control  Division  of  the  State 
Board  of  Health  has  transferred  its  tumor  I’egis- 
try  data  to  a system  of  punch  cards  which  can 
be  mechanically  sorted  into  about  twenty-five 
categories. 

Cancer  education  for  the  public  is  carried  on 
mostly  by  the  Cancer  Society  by  means  of  pam- 
phlets and  motion  pictures.  Professional  educa- 
tion by  the  Cancer  Society  includes  contributions 
of  technical  literature  to  the  Academy  of  Medi- 
cine and  to  the  hospitals,  cancer  textbooks  and 
films  for  nurses,  and  the  training  of  two  techni- 
cians a year.  The  Board  of  Health  also  con- 
tributes cancer  literature  to  the  public  and  also 
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ACHROMYCIN,  new  broad-spectrum  antibiotic,  has  set  an  unusual  record  for  rapid 
acceptance  by  physicians  throughout  the  country.  Within  a few  months  of  its  introduction, 
ACHROMYCIN  is  being  widely  used  in  private  practice,  hospitals  and  clinics.  A number 
of  successful  clinical  tests  have  now  been  completed  and  are  being  reported. 

ACHROMYCIN  has  true  broad-spectrum  activity,  effective  against  Gram-positive  and 
Gram-negative  organisms,  as  well  as  virus-like  and  mixed  infections. 

ACHROMYCIN  has  notable  stability,  provides  prompt  diffusion  in  body  tissues  and  fluids. 

ACHROMYCIN  has  the  advantage  of  minimal  side  reactions. 
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sends  “The  Cancer  Bulletin”  to  all  doctors  of  the 
State. 

Assistance  to  needy  cancer  patients  is  afforded 
by  the  Cancer  Society  in  supplying  housekeeping 
service,  dressings,  drugs,  and  other  medical  ap- 
pliances on  loan. 

Respectfully  submitted, 
Douglas  M'.  Gay,  Chairman 

President  Smith:  Are  there  any  questions  on 
this  report  of  the  Cancer  Committee?  If  there 
are  no  objections  the  Report  of  the  Cancer  Com- 
mittee will  be  accepted  as  read. 

Next,  the  Report  of  the  Committee  on  Tubercu- 
losis. 

Committee  on  Tuberculosis 

The  Committee  on  Tuberculosis  submits  the 
following  report  for  the  past  year.  Some  of  these 
statistics  are  based  upon  the  fiscal  year  of  the 
State  Board  of  Health  July  1st,  1953  to  June 
30th,  1954,  and  some  other  statistics  are  for  the 
calendar  year  1953. 

The  tuberculosis  mortality  rate  for  the  12 
months  was  16.1,  based  on  a population  of  353,- 
000.  Total  deaths  numbered  57,  which  included 
53  resident  deaths  and  4 non-resident  deaths. 
The  death  rate  for  the  white  population  was  10.5 
and  the  non-white  population  51.1. 

Statistics  submitted  by  the  State  Board  of 
Health  for  the  Emily  P.  Bissell  Sanatorium  for 
the  fiscal  year  are  as  follows: 


Total  admissions 207 

Male 135 

Female  72 

Total  discharges  149 

Male 86 

Female  63 

Number  of  clinics  held  282 

Number  of  examinations 4,468 

Number  of  fluoroscopies  1,377 

Number  of  x-rays 3,091 


The  first  state  wide  x-ray  survey  on  a fast 
tempo  basis  was  carried  on  during  1953  and 
1954.  Eight  official  and  non-official  organizations 
participated  including  many  members  of  the  Med- 
ical Society  of  Delaware.  You  have  already  re- 
ceived a copy  of  the  report  to  date. 

The  Delaware  Anti-Tuberculosis  Society  con- 
tinued to  lend  its  assistance  to  the  overall  state 
program.  With  the  Wilmington  Visiting  Nurse 
Association  co-operating,  1,569  bedside  nursing 
visits  were  made  on  78  patients.  With  the  State 
Board  of  Health  and  the  Society  co-operating  the 
mobile  unit  of  the  Board  of  Health  made  3,173 
x-rays.  This  was  in  addition  to  the  x-rays  taken 
during  the  State  Wide  X-ray  Survey,  which 
numbered  194,060,  including  20,909  x-rays  made 
by  industrial  programs.  Other  Society  activities 
included  diagnostic  x-i-ays  at  the  Society’s  clinic, 
2,718;  hospital  x-rays,  2,437;  fluoroscopies  at  the 
State  Hospital,  New  Castle  County  Workhouse, 
and  Health  Centers,  2,220. 

28  pei'sons  were  rehabilitated. 

39  schools  were  enrolled  in  health  habit  courses 
of  the  society. 

The  expansion  and  improvement  program  now 
going  on  at  the  Emily  P.  Bissell  Sanatorium  is 
expected  to  be  completed  by  the  end  of  this  year. 

Respectfully  submitted, 
Gerald  A.  Beatty,  Chairman 

Are  there  any  questions  on  the  Report  of  the 
Committee  on  Tuberculosis?  If  there  ai’e  no  ob- 
jections, the  report  will  be  accepted  as  read. 

Next,  the  Committee  on  Maternal  and  Infant 
Mortality. 

Committee  on  .Maternal  & Infant  .Mortality 

To  deteimine  the  relative  importance  of  ma- 
ternal and  infant  mortality  a review  of  some  of 


the  vital  statistics  of  the  State  of  Delaware  for 
1953  would  be  helpful. 

There  was  a total  of  9,210  births  in  1953;  of 
these  7,631  were  white  and  1,579  non-white.  By 
counties  the  following  facts  are  available: 

In  New  Castle  County  there  were  5,659  white 
and  936  non-white  births.  Of  these  99.9 9^  of  the 
whites  were  attended  by  physicians  and  99.7% 
were  delivered  in  hospitals.  Of  the  non-whites 
98.8%  were  attended  by  physicians  and  97.2% 
were  delivered  in  hospitals. 

In  Kent  County  there  were  704  white  and  198 
non-white  births.  Of  these  95%  of  the  whites 
were  attended  by  physicians  and  94%  delivered 
in  hospitals.  Of  the  non-whites  72.8%  were  at- 
tended by  physicians  and  64.8%  delivered  in 
hospitals. 

In  Sussex  County  there  were  1,268  white  and 
445  non-white  births.  Of  these  98.2%  of  the 
whites  were  attended  by  physicians  and  92.2% 
delivered  in  hospitals.  Of  the  non-white  56.4% 
were  attended  by  physicians  and  45.8%  were  de- 
livered in  hospitals. 

The  birth  rate  by  counties  was: 

New  Castle 

white  — 17.0,  and  30.2  non-white 
Kent 

white  — 22.6,  and  32.5  non-white 
Sussex 

white  — 18.8,  and  32.2  non-white 
The  average  birth  rate  for  the  state  was  25.1 
white  and  32.2  non-white  or  a general  average 
of  26.1,  i.e.  number  of  biidhs  per  1,000  population. 

The  total  number  of  male  births  was  4,723  and 
4,487  females. 

The  number  of  premature  births  by  counties 
was: 

New  Castle  — 315  white  and  130  non-white,  or  a 
rate  of  60.8  and  144.9  respectively. 

Kent  — 47  white  and  34  non-white,  or  a rate  of 
60.4  and  136.0  respectively. 

Sussex  — 67  white  and  47  non-white,  or  a rate 
of  64.3  and  115.1  respectively. 

The  total  for  the  state  was  471  white  and  214 
non-white  and  a rate  of  61.7  and  135.5  respec- 
tively. 

The  number  of  illegitimate  births  by  counties 
was: 

New  Castle  — 111  white  and  277  non-white,  or 
a rate  of  21.4  and  308.8  respectively. 

Kent  — 29  white  and  95  non-white,  or  a rate  of 
37.3  and  380.0  respectively. 

Sussex  — 16  white  and  135  non-white,  or  a rate 
of  15.4  and  330.8  respectively. 

The  total  for  the  state  was  169  white  and  512 
non-white,  a rate  of  22.1  and  324.2  respectively. 

The  number  of  prenatal  blood  tests  by  counties 
was : 

New  Castle  — 5,145  white  and  847  non-white,  or 
99.4%  and  94.4%-  respectively. 

Kent  — 746  white  and  217  non-white,  or  95.8% 
and  86.8%  respectively. 

Sussex  — 910  white  and  313  non-white,  or 
87.3%  and  76.7%  respectively. 

The  number  of  stillbirths  by  counties  was: 
New  Castle  — 72  white  and  14  non-white,  or  a 
rate  of  13.9  and  15.6  i-espectively. 

Kent  — 11  white  and  6 non-white,  or  a rate  of 
14.1  and  24.0  respectively. 

Sussex  — 23  white  and  19  non-white,  or  a rate 
of  22.1  and  46.4  respectively. 

The  total  number  for  the  state  was  113  white 
and  40  non-white,  or  a rate  of  14.8  and  25.3 
respectively. 

The  infant  mortality  by  counties  was: 

New  Castle  — 43  white  and  15  non-white  under 
24  hours,  and  94  white  and  32  non-white  in 
the  neonatal  period,  or  a rate  of  18.1  and 
35.6  respectively. 
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Kent  — 8 white  and  7 non-white  under  24  hours, 
and  14  white  and  9 non-white  in  the  neo- 
natal period,  or  a rate  of  18.1  and  36.0  re- 
spectively. 

Sussex  — 11  white  and  7 non-white  under  24 
hours,  and  22  white  and  16  non-white  in  the 
neonatal  period,  or  a rate  of  21.1  and  39.2 
respectively. 

The  total  for  the  state  in  the  neonatal  period 
was  144  white  and  60  non-white,  or  a rate  of  18.8 
and  38.8  respectively,  with  an  average  of  22.1. 

The  total  number  of  infant  deaths  under  1 
year  by  counties  was; 

New  Castle  — 111  white  and  36  non-white,  or  a 
mortality  rate  of  21.4  and  40.1  respectively. 
Kent  — 18  white  and  10  non-white,  or  a mortal- 
ity rate  of  23.1  and  40.0  respectively. 

Sussex  — 36  white  and  30  non-white,  or  a mor- 
tality rate  of  34.5  and  73.6  respectively. 

The  total  for  the  state  was  281  white  and  80 
non-white  or  a mortality  rate  of  23.7  and  50.6 
respectively  with  an  average  of  28.3. 

There  were  approximately  65  causes  of  death 
in  infants  under  one  year  with  immaturity,  im- 
maturity with  post-natal  asphyxia  and  atelec- 
tasis, and  congenital  malformation  of  the  heart 
the  most  frequently  occurring. 

The  maternal  mortality  rate  by  counties  was: 
New  Castle  — 2 white  and  0 non-white,  with  a 
rate  of  .4  and  .0  respectively. 

Kent  — 0 white  and  0 non-white,  with  a rate  of 
.0  and  .0. 

Sussex  — 2 white  and  4 non-white,  with  a rate 
of  1.9  and  9.8  respectively. 

The  total  for  the  state  was  4 white  and  4 non- 
white, with  a rate  of  .5  and  2.5  or  an  average  of 

.8. 

The  actual  causes  of  death  were  given  as: 
Eclampsia  — 2 non-white 

Ectopic  pregnancy  — 1 non-white 

Abortion-spontaneous  with  sepsis  — 1 non-white 
Delivery  with  other  trauma  — 1 white 

Puerperal  phlebitis  and  thrombosis — 1 white 
Puerperal  pulmonary  embolism  — 1 white 
Cerebral  hemorrhage  in  the 

puerperim  — 1 white 

The  Committee  is  deeply  grateful  to  Mr.  Cecil 
A.  Marshall,  statistician  of  the  State  Board  of 
Health  for  his  invaluable  help  in  preparing  this 
report. 

Respectively  submitted, 

A.  H.  Williams,  Chairman 
Now  we  move  onto  the  Committee  on  Mental 
Health. 

Committee  on  Mental  Health 

The  Committee  met  on  September  13th,  1954 
and  reports  the  following: 

The  Committee  recognizes  the  fact  that  Dela- 
ware has  been  fortunate  in  maintaining  fairly 
adequate  intra  and  extra  mural  psychiatric  serv- 
ices. , 

In  the  past  ten  years  the  state  agencies  dealing 
with  mental  problems  have  been  seriously  con- 
cerned about  over-crowdedness  of  their  institu- 
tions which  exceeds  20%. 

The  Medical  Society  of  Delaware  is  cognizant 
of  the  fact  that  the  mental  health  of  the  people 
of  the  state  is  fundamentally  the  concern  of  the 
Society.  Therefore,  it  should  fully  support  the 
essentials  included  in  the  biennial  budgets  for 
the  care  and  treatment  of  patients  of  the  Dela- 
ware State  Hospital,  Governor  Bacon  Health 
Center,  State  Welfare  Home  and  Hospital  for 
Chronically  111,  and  Delaware  Colony  at  Stockley, 
Delaware.  The  Committee  feels  that  the  re- 
quested budget  of  each  agency  is  the  minimum 
requirement  for  standard  care  of  the  patients 


based  in  the  Delaware  State  Hospital  for  1956 
at  $3.95  per  diem  per  capita,  and  for  1957  at 
$4.05  per  diem  per  capita;  in  the  Governor  Bacon 
Health  Center  for  1956  at  $6.70  per  diem  per  cap- 
ita, and  for  1957  at  $6.84  per  diem  per  capita, 
in  the  Delaware  State  Welfare  Home  for  1956  at 
$4.59  per  diem  per  capita,  and  for  1957  at  $4.18 
per  diem  per  capita;  and  in  the  Delaware  Colony 
for  1956  at  $4.10  per  diem  per  capita,  and  for 
1957  at  $4.50  per  diem  per  capita. 

Each  agency,  except  the  Governor  Bacon 
Health  Center,  is  in  need  of  capital  improvements 
based  on  housing  needs  because  of  over-crowded- 
ness. 

The  American  Medical  Association  has  become 
very  active  in  matters  pertaining  to  mental 
health.  The  Committee  on  Mental  Health  of  the 
American  Medical  Association  has  planned  to 
hold  a meeting  with  the  Chairmen  of  the  Com- 
mittees on  Mental  Health  of  the  State  Medical 
Associations  on  September  17th  and  18th,  1954 
at  the  Chicago  headquarters,  at  which  time  the 
various  states  will  submit  their  reports  on  mental 
health.  The  Chairman  of  your  Committee  expects 
to  attend  the  meeting  in  Chicago  on  September 
17th  not  only  as  the  Chairman  but  as  a repre- 
sentative of  the  Medical  Society  of  Delaware  ap- 
pointed by  the  President  of  the  Society.  Accord- 
ing to  the  tentative  program  of  the  conference 
the  welcoming  address  will  be  delivered  by  the 
President-Elect  of  the  American  Medical  Associ- 
ation, Dr.  Elmer  Hess,  who  will  speak  on  “Our 
Mental  Hospitals-Boon  or  Bedlam.”  This  subject 
of  the  President-Elect  speaks  of  the  gieat  inter- 
est in  mental  health  of  the  members  of  the  Amer- 
ican Medical  Association  and  is  a challenge  to 
the  Association  to  assist  the  American  Psychi- 
atric Association  in  its  endeavor  to  improve  the 
conditions  of  mental  hopsitals  throughout  the 
country. 

Since  the  establishment  of  the  Joint  Hospital 
Accreditation  Commission,  the  American  Psychi- 
atric Association  has  been  able  to  coordinate  its 
work  with  the  Commission  for  the  rating  of  men- 
tal hospitals.  It  behooves  each  state  medical 
society  to  assist  the  American  Psychiatric  Associ- 
ation in  its  endeavor  to  rate  all  mental  hospitals 
throughout  the  country. 

Recently  the  Governor’s  Committee  on  Mental 
Health  Training  and  Research  in  Delaware  has 
approved  the  following  15  recommendations  which 
were  accepted  at  the  Southern  Regional  Confer- 
ence on  Mental  Health  Training  and  Research 
which  met  in  Atlanta,  Georgia,  July  21-24,  1954: 

1.  “The  delegates  from  the  State  of  Delaware 
endorse  in  principle  the  establishment  of  a 
Southern  Regional  Mental  Health  Training 
and  Research  Council  as  an  integral  part  of 
the  Southern  Regional  Education  Board  and 
that  this  council  be  composed  of  24  persons, 
one  member  from  each  participating  state  to 
be  appointed  by  the  governor  of  the  state, 
and  that  the  additional  eight  members  be 
appointed  by  the  SREB  in  consultation  with 
the  16  members  of  the  council  appointed  by 
the  governors. 

2.  The  delegates  recommend  that  this  council 
be  supported  during  the  initial  years  by  an 
appropriation  of  $8,000  per  year  from  each 
state  for  each  of  the  first  two  years. 

3.  The  delegates  from  Delaware  believe  that 
Delaware  should  become  an  active  member 
of  the  SREB  and  will  ask  its  Governor  to 
consider  this  proposal  favorably. 

4.  We  believe  that  states  which  at  this  time  do 
not  have  approved  residence  training  in  psy- 
chiatry can  utilize  Delaware’s  services  for 
such  training. 
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5.  The  delegates  are  of  the  opinion  that  the 
Delaware  State  Hospital,  the  Governor 
Bacon  Health  Center,  and  the  Mental  Hy- 
giene and  Child  Guidance  Clinics  can  quite 
easily  be  organized  as  a regional  facility  for 
the  training  of  child  psychiatrists. 

6.  We  are  hopeful  that  in  a very  few  years  de- 
velopments that  are  now  under  way  at  the 
University  of  Delaware  and  at  the  Delaware 
State  Hospital  will  have  proceeded  sufficient- 
ly to  permit  a regional  training  facility  in 
clinical  psychology. 

7.  We  believe  that  because  of  its  somewhat 
unique  nature,  the  Governor  Bacon  Health 
Center  could  be  utilized  as  a center  for 
training  and  research  in  personality  prob- 
lems of  children,  as  well  as  in  cerebral  palsy 
and  other  spastic  disorders. 

8.  We  also  believe  that  Delaware’s  facilities 
for  the  study  of  alcoholism  at  the  Goveimor 
Bacon  Health  Center  could  be  expanded  and 
utilized  as  a sub-regional  or  regional  re- 
search center. 

9.  It  is  hoped  that  research  in  schizophrenia 
now  under  way  at  the  Delawaie  State  Hos- 
pital and  the  large  three-year  program  on 
the  Incidence  of  Mental  Retardation  now  in 
its  second  year  at  the  University  of  Dela- 
ware can  be  continued  in  such  a manner  as 
to  provide  additional  facilities  for  training 
and  research  at  these  two  institutions. 

10.  We  recommend  that  regional  meetings  con- 
vene in  various  sections  of  the  southern  re- 
gion in  order  to  broaden  the  scope  of  contact 
of  this  group  concerned  with  problems  of 
training  and  research  in  mental  health, 
thereby  stimulating  interest  in  these  prob- 
lems by  people  of  various  areas. 

11.  It  is  suggested  that  the  southern  region 
move  as  rapidly  as  possible  to  a considera- 
tion of  the  training  of  ancillary  personnel 
in  the  dietetic,  occupational,  and  recreational 
areas  as  these  affect  mental  health. 

12.  Inasmuch  as  Congress  had  modified  the  im- 
migration laws  to  admit  professional  per- 
sonnel from  other  countries,  and  the  south- 
ern states  are  seriously  limited  in  available 
well-qualified  personnel,  that  the  southern 
region  investigate  methods  by  which  refugee 
professional  personnel  may  have  the  oppoi- 
tunity  of  accepting  rotating  interneship  pro- 
grams and  thus  may  qualify  for  the  State 
Board  examinations  in  those  states. 

13.  It  is  recommended  the  legislature  of  the 
states  in  the  southern  region  be  requested  to 
appropriate  a fund  for  training  and  re- 
search in  the  areas  of  mental  health  and 
that  this  fund  be  separate  from  and  over 
and  above  funds  that  are  appropriated  for 
operating  expenditures  for  its  mental  hos- 
pitals and  similar  institutions  in  the  area 
of  mental  health  services.  (It  is  expected 
that  the  Delawai'e  Legislature  will  be  re- 
quested to  appropriate  a sum  of  $214,000. 
for  a coordinated  program  of  research  and 
training  throughout  the  State  to  be  carried 
out  by  the  University  of  Delaware,  the  State 
Hospital,  the  Governor  Bacon  Health  Center, 
the  State  Welfare  Home  for  Geriatrics,  and 
the  Delaware  Colony  for  Defectives.) 

14.  We  recommend  that  as  a means  of  stimula- 
ting a greater  interest  in  research  in  mental 
health,  states  should  seek  to  establish  closer 
relationships  between  mental  health  special- 
ists, universities,  and  all  other  agencies  and 
individuals  interested  in  mental  health,  in- 
cluding general  medical  personnel,  and  that 
such  groups  should  consider  the  enlarging  of 
neuropsychiatric  units  in  general  hospitals 


and  establishing  mental  hygiene  clinics  and 
out-patient  treatment  centers  in  areas  not 
now  served. 

15.  We  believe  that  inasmuch  as  the  success  of 
the  whole  program  of  this  conference  will 
depend  upon  the  interest  and  backing  of  the 
citizens  and  the  legislatures  of  all  the  south- 
ern states,  it  should  be  one  of  the  first  re- 
sponsibilities of  the  Southern  Regional  Coun- 
cil on  Mental  Health  Training  and  Research 
to  assume  the  responsibility  of  taking  the 
lead  in  promoting  the  publicity  for  the  pro- 
gram, thus  assisting  the  individual  states  in 
their  own  individual  efforts  of  publicity.” 

The  Committee  on  Mental  Health  of  the  Med- 
ical Society  of  Delaware  requests,  upon  approval 
of  the  above,  that  a copy  of  this  report  be  sent 
to  the  Governor  of  the  State  and  to  the  Budget 
Committee. 

Respectfully  submitted, 

M.  A.  Tarumianz,  Chairman 

President  Smith:  Gentlemen,  you  have  heard 
the  reading  of  the  report.  Is  there  any  discussion  ? 
Are  you  leady  to  accept  the  report?  The  Council 
discussed  this  matter  and  decided  in  order  to  save 
time  we  would  refer  these  recommendations  to  a 
Reference  Committee  to  be  composed  of  three 
psychiatrists  and  let  them  come  to  their  con- 
clusion. If  the  House  feels  otherwise,  it  is  all 
right,  of  course.  Unfortunately  I have  lost  the 
names  of  the  three  psychiatrists. 

Secretary  Cannon':  Dr.  S.  Freihan,  Ingraham 
and  Kay.  They  were  to  meet  with  the  Committee 
on  Public  Laws  and  report  back  to  the  Council — 
as  a Reference  Committee. 

If  there  is  no  objection,  then  the  report  will  be 
accepted. 

Now,  the  Committee  on  Heart  Disease. 

Committee  on  Heart  Disease 

Last  summer  the  Delaware  Heart  Association 
sent  six  indigent  heart  children,  both  colored  and 
white,  to  a heart  camp  at  Triangle,  Virginia. 
This  was  a most  wonderful  experience  for  these 
underprivileged  children  — an  experience  which 
was  a benefit  to  their  health  and  morale.  All  of 
these  children  found  that  they  could  live  and  en- 
joy camp  life  the  same  as  other  children. 

During  the  past  winter  the  News-Journal,  to- 
gether with  local  health  associations,  sponsored 
the  public  health  forums  which  have  proved  most 
popular.  The  subject  of  the  first  forum  was 
HEART.  Dr.  A.  Henry  Clagett,  Jr.,  immediate 
past-president  of  the  DHA,  served  as  moderator. 
The  forums  will  be  continued  this  coming  year 
and  will  include  a HEART  program. 

The  DHA  was  honored  last  October  21-22  by 
being  chosen  as  host  to  the  Middle  Eastern  Heart 
Conference  at  the  Hotel  du  Pont.  The  conference 
was  dii'ected  by  the  national  office  of  the  Amer- 
ican Heart  Association  and  was  attended  by  dele- 
gates from  the  Middle  Atlantic  States. 

The  Cardiac-in-Industry  program  is  much 
closer  to  reality.  During  the  year  two  important 
functions  relative  to  the  program  were  held.  At 
a luncheon  meeting  last  June  interest  was  stim- 
ulated in  the  formulation  of  a work  classification 
unit  to  assure  future  cooperation  in  such  a pro- 
gi’am.  On  March  23rd  of  this  year  the  DHA 
sponsored  a Cardiac-in-Industry  Conference  at 
the  Tower  Hill  School  auditorium.  It  was  well 
attended  and  because  of  the  public  interest 
shown  the  DHA  will  soon  recommend  that  a Car- 
diac-in-Industry program  be  inaugurated,  start- 
ing off  with  the  establishment  of  a work  classifi- 
cation unit  this  fall. 

For  the  first  time  since  the  Association  was 
formed  two  delegates  attended  the  annual  meet- 
ing of  the  American  Heart  Association’s  Assem- 
bly, held  in  Chicago  April  1-2,  1954.  They  were 


December,  1954 


Delaware  State  Medical  Journal 


315 


George  M.  MacLeod  and  Dr.  A.  Henry  Clagett, 
Jr.  The  DHA  was  honored  by  the  election  of 
George  MacLeod  to  the  Board  of  Directors  of  the 
AHA  for  a three  year  term. 

The  research  program  was  broadened  during 
the  past  year.  A grant  of  approximately  $1,700 
was  authorized  to  cover  a new  research  project 
at  the  Memorial  Hospital.  Dr.  Clagett  is  super- 
vising the  project  which  covers  a study  of  the 
ballistic  impulse  of  the  heart  in  coronary  heart 
disease.  For  the  third  year  a $4,000  grant  was 
renewed  for  another  project  which  was  conducted 
at  the  Memorial  Hospital  under  the  supervision 
of  Dr.  Richard  A.  Neubauer.  This  covered  a 
special  study  of  the  electrolytes  in  the  body  tis- 
sues in  different  states  of  cardiac  failure.  This 
project  is  no  longer  operating. 

A $5,000  grant  to  the  research  project  at  Kent 
General  Hospital  in  Dover  was  renewed  for  the 
second  year.  This  project  is  supervised  by  Dr. 
0.  J.  Poliak  and  covers  a special  study  of  a 
paper  method  of  determining  blood  lipids  and 
other  blood  constituents.  Dr.  Poliak’s  general 
problem  is  the  Etiology  of  Arteriosclerosis. 

The  Heart  Clinic  at  the  Delaware  Hospital  is 
in  its  fourth  year.  During  the  last  year  12  new 
indigent  patients  were  referred  to  it  and  72  in- 
digent patients  made  revisits.  There  were  seven 
admissions  to  the  University  of  Pennsylvania 
Hospital  — three  were  operatives,  while  four 
were  admitted  for  special  studies.  Dr.  Zinsser 
continues  to  serve  as  specialist  at  the  clinic. 

The  DHA  hopes  to  see  the  establishment  of  a 
heart  clinic  this  year  at  the  Beebe  Hospital, 
Lewes,  which  the  hospital  would  operate.  The 
Association’s  participation  would  be  limited  to 
making  funds  available  for  the  setting-up  of  the 
clinic. 

Respectfully  submitted, 
Edgar  R.  Miller,  Chairmayi 

If  there  are  no  objections,  the  Report  of  the 
Committee  on  Heart  Disease  will  be  accepted  as 
read,  by  title. 

The  Committee  on  Diabetes. 

Committee  on  Diabetes 

For  a number  of  years  this  Committee  has 
cooperated  with  and  represented  in  Delaware  the 
American  Diabetes  Association  in  its  efforts  to 
disseminate  information  about  diabetes  and  to 
find  the  many  unknown  diabetics  in  our  midst. 
Last  spring  the  President  of  the  American  Dia- 
betes Association  (A.D.A.)  appointed,  with  the 
approval  of  the  President  of  the  State  Medical 
Society  and  with  the  approval  of  the  State  Dia- 
betes Committee,  a Governor  of  the  A.D.A.  for 
each  state.  Dr.  Lewis  B.  Flinn  was  appointed  for 
Delaware.  The  purpose  is  to  facilitate  develop- 
ment of  the  diabetes  education  program  through- 
out the  state  in  cooperation  with  the  State  and 
County  Medical  Societies. 

This  Committee  has  adopted  the  following  plan 
for  current  activity: 

Diabetes  Week  this  year  is  November  14-20. 
Our  effort  will  be  directed  to  publicize  the  im- 
portance of  early  diagnosis.  We  plan  to  experi- 
ment with  the  St.  Louis  Dreypak,  an  ingenious 
method  for  sending  dried  urine  specimens  through 
the  mail  for  sugar  examination.  In  December 
plans  will  be  considered  for  the  establishment 
of  an  affiliate  organization  of  the  A.D.A.  in  Dela- 
ware. It  is  hoped  that  the  Diabetes  Committee 
of  the  State  Medical  Society,  the  Governor  for 
Delaware  of  the  A.D.A.,  and  the  new  affiliate  or- 
ganization, if  and  when  formed,  will  then  be  able 
to  carry  on  a much  more  extensive  program  next 
year.  The  Delaware  State  Board  of  Health  has 
already  expressed  its  interest  in  assisting  us. 

Respectfully  submitted, 
Lewis  B.  Flinn,  Chairman 


President  Smith:  You  have  heard  the  Report 
of  the  Committee  on  Diabetes.  Is  there  any  ob- 
jection? If  not,  the  report  will  be  accepted. 

Next,  the  Committee  on  Arthritis. 

Secretary  Cannon:  There  is  no  report. 

President  Smith  : Then  we  will  go  on  to  the 
Committee  on  Medical  Service  and  Public  Re- 
lations. 

Committee  on  Medical  Service  & Public  Relations 

Your  committee  has  been  more  active  on  the 
national  front  than  on  the  local  front  this  year. 
A.M.A.  has  required  help  from  all  angles  in  get- 
ting bills  approved  backed  by  the  national  organ- 
ization, and  in  defeating  those  to  which  we  were 
opposed. 

The  most  notable  example  was  the  so  called 
security  measure  which  would  have  included  phy- 
sicians. It  had  been  approved  by  the  House 
Committee  and  reported  out  favorably.  A.M.A. 
urged  local  committees  to  phone,  wire  and  write 
their  congressmen.  Your  committee  did  just  that, 
and  by  our  united  efforts  we  were  able  to  send 
the  bill  back  to  the  committee  and  the  physicians 
were  taken  off  the  measure.  Another  example, 
was  the  Reinsurance  Bill,  after  much  hard  work 
we  were  able  to  kill  it.  We  have  been  severely 
criticized  by  some  newspapers  and  commentators 
throughout  the  country  because  of  our  attitude 
toward  this  measure  and  praised  to  the  sky  by 
other  papers  and  commentators.  I think  statistics 
will  show  that  more  praised  us  than  damned  us 
for  our  action. 

You  may  rest  assured  that  President  Eisen- 
hower will  have  the  same  bill  presented  to  Con- 
gress each  year  as  long  as  he  is  in  the  White 
House.  Unfortunately,  he  has  a way  of  eventu- 
ally getting  whatever  he  wants. 

We  are  indeed  indebted  to  our  Congressman 
Herbert  Warburton  and  to  our  Senators,  John 
Williams  and  Allen  Frear,  for  their  kindness  to 
us  and  for  their  strong  support  of  the  A.M.A. 
Never  forget  for  a moment  that  our  Representa- 
tives in  Congress  pay  a lot  of  attention  to  tele- 
phone and  telegraph  messages  and  to  letters. 
Therefore,  when  the  members  of  this  society  are 
asked  to  communicate  with  them  it  is  for  a defi- 
nite purpose  and  the  request  should  never  be 
ignored. 

Your  committee  is  most  grateful  to  the  News- 
Journal  and  to  Station  WDEL-TV  for  their 
strong  support  of  the  program  of  A.M.A.  and 
for  the  wide  publicity  they  gave  during  the  last 
national  convention.  We  are  also  grateful  to 
Station  WDEL-TV  for  carrying  each  of  the  tele- 
casts sponsored  by  Smith,  Kline  & French  Co. 

Your  committee  is  much  concerned  over  the 
attitude  of  the  American  Legion  toward  the 
A.M.A.  At  their  last  convention  they  berated 
the  physician  in  general  and  those  who  are  mem- 
bers of  the  A.M.A.  in  particular.  They  are  furi- 
ous because  we  opposed  their  proposition  to 
amend  the  Veterans  Administration  policy  to  in- 
clude injuries  and  illness  not  service  connected. 
A.M.A.  does  not  object  to  the  government  pro- 
viding treatment  for  tuberculosis  and  psychiat- 
ric cases  until  the  communities  are  able  to  take 
over. 

When  you  stop  to  think  and  realize  that  we 
now  have  twenty  million  veterans  and  as  time 
goes  on  there  will  be  millions  more,  and  should 
we  adopt  universal  military  training  then  every 
able  bodied  man  and  most  women  will  eventually 
become  veterans  if  they  serve  during  wartime. 
You  can  readily  see  what  will  become  of  the 
private  practice  of  medicine. 

Your  committee  suggests  that  doctors  who  have 
seen  service  in  any  branch  join  the  veterans  or- 
ganizations so  as  to  try  to  offset,  at  the  local 
level,  some  of  the  continual  grabbing. 
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This  committee  hopes  to  join  the  other  organ- 
izations responsible  for  the  medical  forums  held 
in  Wilmington  last  winter  and  spring.  They 
were  all  well  attended  and  enthusiastically  re- 
ceived. We  feel  they  should  be  continued. 

We  are  pleased  to  report  a much  better  phy- 
sician-patient relationship  in  our  state,  particu- 
larly in  New  Castle  County.  Much  of  it  can  be 
attributed  to  the  fine  service  and  cooperation  of 
the  Physicians  Exchange. 

Your  committee  recommends  closer  coopera- 
tion of  the  physicians  in  the  smaller  communities 
and,  in  areas  where  physicians  are  far  apart, 
that  they  make  arrangements  with  each  other 
to  take  over  the  work  of  the  other  during  vaca- 
tion time  or  other  times  when  it  is  necessary  to 
be  absent. 

We  continue  to  advocate  as  we  have  in  the 
past  that  all  physicians  take  part  in  their  church 
affairs,  that  they  be  a part  of  the  community 
life,  and  that  they  support  as  well  as  they  can 
all  of  the  worthwhile  drives  for  funds  so  neces- 
sary in  any  community. 

Respectfully  submitted, 

E.  R.  Mayerberg,  Chairman 
Next,  the  Committee  on  Military  and  Veterans 
Affairs. 

Committee  on  Military  & Veterans  Affairs 
This  committee  has  had  one  meeting  with  a 
committee  on  Military  Affairs  from  the  New 
Castle  County  Society  and  representatives  of  the 
American  Legion,  including  a Dr.  Shapiro  of 
Washington,  D.  C.,  who  is  medical  advisor  to 
the  Legion.  In  addition,  the  chairman  of  the 
committee  has  spoken  to  the  Rotary  Club,  ex- 
plaining the  attitude  of  the  A.M.A.  toward  med- 
ical care  of  veterans.  In  addition,  a number  of 
reprints  have  been  distributed  from  the  Readers’ 
Digest  of  March,  1954,  containing  an  article  on 
the  V.A.  I'oute  to  socialized  medicine. 

It  seems  very  likely  that  the  next  session  of 
the  national  legislature  will  have  to  deal  with 
a proposal  that  the  medical  care  of  the  veterans 
with  non-service  connected  disabilities  be  sharply 
curtailed.  It  is  altogether  likely  that  the  A.M.A. 
will  be  bitterly  attacked  by  veterans  organiza- 
tions for  their  stand.  It  does  not  seem  likely 
that  there  can  be  any  suitable  compromise,  since 
the  attitude  of  the  American  Legion  is  that  vet- 
erans are  a special  class  of  citizens  solely  because 
of  their  service  in  the  Armed  Forces  and  there- 
fore are  entitled  to  special  privileges  from  the 
United  States  Government.  Therefoi’e,  I suggest 
that  this  committee  continue  in  existence  for 
another  year  and  that  all  efforts  be  made  to  ac- 
quaint each  member  of  the  medical  profession 
with  the  facts  regarding  the  coming  controversy. 

Roger  Murray,  Chairman 
President  Smith  : Is  there  any  question  on 
Dr.  Murray’s  report?  If  there  is  no  objection, 
the  report  will  be  accepted. 

Next,  the  Committee  on  National  Defense. 

Committee  on  National  Defense 
This  committee  held  no  stated  meetings  during 
the  year.  Its  members  were  active,  however.  Dr. 
Victor  D.  Washburn  attended  a meeting  in  Wash- 
ington and  he  proposed  the  following  resolution : 
Resolution  No.  2 

Unanimously  adopted  June  3,  1954,  by  the  Med- 
ical Advisory  Committee  of  Region  2,  Federal 
Civil  Defense  Administration,  meeting  in  Wash- 
ington, D.  C. 

“WHEREAS,  in  those  states  where  the  admin- 
istration of  the  medical  aspects  of  the  Civil  De- 
fense Program  has  been  made  the  primary  re- 
sponsibility of  one  or  more  competent  individuals, 
greater  progress  has  been  made  than  in  those 
states  with  no  such  assignment  and: 


“WHEREAS,  the  logical  person  for  such  assign- 
ment is  the  State  Health  Officer  because  such 
officers  possess  administrative  skill,  are  familiar 
with  the  governmental  problems  in  their  respec- 
tive states,  and  have  an  organization  trained  in 
the  administrative  responsibilities  of  public 
health,  now  therefore 

RE  IT  RESOLVED  by  the  Medical  Advisory 
Committee  of  Region  2 that  the  Governors  of  the 
respectiv'e  states  and  the  Commissioners  of  the 
District  of  Columbia  be  requested  to  assign  the 
development  within  each  State  and  the  District 
of  Columbia  of  a Medical  Civil  Defense  Program 
consistent  with  policies  of  the  Federal  Civil  De- 
fense Administration  and  the  civil  defense  pol- 
icies of  the  respective  state  as  a major  responsi- 
bility of  the  State  Health  Officer.  Within  broad 
outlines  established  by  him  and  consistent  with 
the  state  civil  defense  policies,  the  development 
of  the  medical  program  shall  be  assigned  by  the 
State  Health  Officer  to  be  the  sole  or  primary 
responsibility  of  one  or  more  competent  persons 
in  his  administrative  organization. 

Mr.  D.  Preston  Lee  is  the  Director  of  State 
Civil  Defense  in  Delaware;  his  office  is  in  New- 
ark. He  has  been  most  cooperative  in  sending 
civil  defense  information  to  the  American  Med- 
ical Association. 

There  are  five  full  time  employees  of  the  state 
civil  defense  staff.  The  State  Health  Officer,  Dr. 
Floyd  I.  Hudson,  is  head  of  the  Medical  Staff. 
Respectfully  yours, 

Joseph  R.  Beck,  M.D.,  Chairman 

President  Smith:  You  have  heard  that  re- 
port. Is  thei'e  any  discussion?  If  no  objection, 
Dr.  Beck’s  report  will  be  accepted. 

Next,  the  Committee  on  Rural  Medical  Service. 

Committee  on  Rural  Medical  Service 

Your  committee  wishes  to  report  a meeting 
held  in  Dr.  Bird’s  office  in  Wilmington  on  April 
3,  1954,  attended  by  Mr.  Aubrey  D.  Gates,  Field 
Director  of  the  AMA  Council  on  Rural  Health, 
Dr.  Bird,  our  Executive  Secretary,  and  Dr. 
Prickett,  Chairman  of  the  Committee  on  Rural 
Medical  Service. 

We  reported  to  Mr.  Gates  that  this  committee 
had  recommended  the  formation  of  community 
health  councils  in  various  areas  throughout  the 
state,  composed  of  representatives  from  churches, 
clubs,  civic  organizations,  town  councils,  etc.,  for 
the  purpose  of  acquainting  all  residents  with  the 
various  medical  services  available.  Also,  to  assist 
the  public  in  distinguishing  between  health  and 
medical  service,  to  provide  means  of  instruction 
in  nutrition,  sanitation,  immunization,  and  to 
study  the  various  types  of  voluntary  prepaynnent 
for  medical  services. 

Mr.  Gates  suggested  that  this  program  might 
be  carried  out  successfully  through  the  coopera- 
tion of  the  health  councils,  the  Medical  Society 
of  Delaware,  and  the  Extension  Service  of  the 
University  of  Delaware. 

We  recommend  that  this  suggestion  be  ap- 
proved and  that  the  Committee  be  authorized  to 
confer  with  the  Extension  Service  of  the  L^ni- 
versity  of  Delaware  regarding  such  a plan. 

Respectfully  submitted, 

C.  J.  Prickett,  Chairman 

Dr.  Prickett  (Smyrna)  : I might  just  say  I 
think  it  would  be  an  excellent  thing  to  combine 
this  work  with  the  University  of  Delaware.  I 
recommend  it  be  approved  by  the  Society  in  or- 
der that  we  may  see  what  can  be  done  during  the 
year.  I so  move. 

(The  motion  was  seconded,  put  to  a vote  and 
carried) 

President  Smith:  Next,  the  Committee  on  Vo- 
cational Rehabilitation. 
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Committee  on  Vocational  Rehabilitation 

The  report  of  your  Rehabilitation  Committee 
is  based  on  the  1954  Annual  Report  of  Vocational 
Rehabilitation  from  Delaware  State  Board  for 
Vocational  Education  to  the  governor  of  Dela- 
ware. The  following  paragraphs  are  excerpts 
from  this  report: 

“Vocational  Rehabilitation  is  the  process  of 
rendering  a disabled  person  employable  or  more 
advantageously  employable;  its  purpose  and  aim 
is  to  place  handicapped  people  in  employment  to 
make  them  self  supporting.  Rehabilitation  ser- 
vices are  available  to  those  who  can  profit  by 
them,  for  it  has  been  convincingly  proven  that 
physical  handicaps  are  not  necessarily  vocation- 
al ones,  and  the  handicapped  can  be  restored  to 
social  and  economic  independence. 

“The  services  provided  are  as  follows:  medical 
and  specialty  examinations  to  determine  the  ex- 
tent of  the  disability  and  the  limitations  involved; 
counseling  and  advisement,  including  psycholog- 
ical testing  in  selecting  an  occupation  suitable 
to  the  individual’s  mental  and  physical  capabil- 
ities; medical,  surgical,  psychiatric  treatment,  in- 
cluding hospitalization;  physical,  occupational, 
and  speech  therapy;  prosthetic  appliances,  such 
as  artificial  arms  and  legs,  braces,  hearing  aids, 
to  make  a person  more  employable;  vocational 
training  to  gain  and  develop  new  skills  to  pre- 
pare the  person  for  a vocation;  maintenance  and 
transportation  while  in  training;  tools  and  equip- 
ment for  those  in  training  or  those  self-employed ; 
and,  selective  placement  in  a suitable  occupation. 

“A  record  of  452  disabled  persons  were  rehabil- 
itated into  employment  this  year  — the  highest 
number  closed  in  any  one  year.  The  average 
weekly  wage  before  rehabilitation  was  $6.30  com- 
pared to  $45.36  after  rehabilitation.  80%  of  these 
were  unemployed  at  time  of  referral. 

“Rehabilitation  began  in  Delaware  in  1939. 
Since  that  time,  a steady  increase  in  persons  re- 
habilitated each  year  is  noted.  In  1940  there  were 
16  — in  1954  there  were  452. 

“Delaware,  for  the  seventh  consecutive  year, 
ranked  first  in  the  nation  on  the  basis  of  re- 
habilitations per  100,000  population.  In  a report 
released  by  the  Federal  Office  of  Vocational  Re- 
habilitation for  the  fiscal  year  1953,  Delaware 
rehabilitated  138  persons  per  100,000  population. 
The  national  average  was  39,  so  that  our  State 
rehabilitated  well  over  three  times  the  national 
average.  Delaware  is  also  the  only  general  agency 
in  the  nation  showing  an  increase  in  rehabilita- 
tions during  each  succeeding  year. 

“The  average  rehabilitant  in  his  first  year  of 
employment  earns  many  times  over  what  it  costs 
to  rehabilitate  him.  During  the  last  five  years, 
July  1949  to  June  1954,  a total  of  2,195  disabled 
persons  were  rehabilitated.  If  they  only  worked 
for  one  year,  they  would  have  earned  $4,552,669! 
This  figure  is  based  on  the  wages  they  received 
at  the  time  of  closure,  and  does  not  take  into 
consideration  any  subsequent  wage  increase. 

“Also  of  importance  is  the  fact  that  278  of 
these  persons  were  receiving  public  welfare  as- 
sistance at  the  time  of  referral.  It  is  interesting 
to  note  that  relief  benefits,  if  continued  for  only 
one  year,  would  have  amounted  to  $213,928.  In 
their  first  year  of  employment  they  would  have 
earned  $566,732,  or  more  than  two  and  one-half 
times  the  cost  of  their  dependency.” 

Your  committee  compliments  the  woi'k  of  Vo- 
cational Rehabilitation  in  the  state  of  Delaware. 
We  express  our  sincere  appreciation  to  the  state 
and  federal  governments  for  their  interest  in 
our  disabled  citizens. 

Respectfully  submitted, 

Ervin  L.  Stambaugh,  Chairman 


Next,  the  Advisory  Committee,  Curative  Work- 
shop. 

Advisory  Committee,  Curative  Workshop 

For  the  Advisory  Committee  of  the  Delaware 
Curative  Workshop,  no  actual  meeting  has  been 
held  but  telephone  communications  have  been 
established  and  the  membei’s  of  the  committee 
have  been  consulted  on  various  problems. 

In  addition,  all  members  of  the  committee  were 
utilized  in  the  solicitation  for  funds  for  the  ex- 
pansion of  the  Delaware  Curative  Workshop. 

Respectfully  submitted, 

Irvine  M.  Flinn,  Jr.,  Chairman 

President  Smith:  The  Council  recommends 
that  this  committee  be  abolished,  and  that  the 
Curative  Workshop  be  so  advised.  It  was  felt 
it  was  not  the  proper  function  of  the  Medical 
Society  to  maintain  on  its  roster  of  committees 
such  an  advisory  committee.  What  is  your  pleas- 
ure, gentlemen?  Do  I hear  a motion  to  abolish 
this  committee  or  do  you  want  to  retain  it  for 
a while  longer?  It  apparently  has  not  done  a 
great  deal  during  this  year. 

Secretary  Cannon  : I move  the  Council’s  rec- 
ommendation be  accepted  and  the  committee  abol- 
ished. 

Dr.  Shands:  One  word  of  discussion.  Would 
Dr.  Bird  or  some  of  the  elder  statesmen  here 
advise  us  as  to  the  origin  of  that  group  in  the 
State  Medical  Society? 

Dr.  Bird:  I don’t  remember,  exactly.  It  has 
been  a good  many  years  ago  since  they  requested 
such  a committee,  and  they  even  named  the  per- 
sonnel they  desired,  and  the  House  at  that  time 
went  along,  or  the  President  went  along,  I have 
forgotten  in  whose  administration  it  happened. 
They  not  only  named  them  but  asked  them  to 
serve  for  three  year  terms. 

Member:  Who  do  you  mean  by  “they”? 

Dr.  Bird:  The  Board  of  Directors  of  the  Cura- 
tive Workshop. 

Secretary  Cannon:  I would  like  to  say  it  is 
the  feeling  of  the  Council  that  such  an  advisory 
committee  was  a fine  thing,  but  it  hardly  seems 
the  function  of  the  State  Society  to  maintain 
such  a committee  because  other  agencies  have 
advisory  committees  of  physicians  which  are  not 
particularly  representing  the  State  Society  or  re- 
sponsible to  it. 

President  Smith  : All  in  favor  of  abolishing 
the  Committee  on  Curative  Workshop  will  so  sig- 
nify — contrary  . . . 

(The  motion,  duly  seconded,  was  then  put  to  a 
vote  and  carried  unanimously) 

Next,  the  Committee  on  Fees  for  Welfare  Pa- 
tients. 

Committee  on  Fees  for  Welfare  Patients 

(Secretary  Cannon  read  the  report  in  entirety) 

As  suggested  last  year  by  Dr.  Washbuim,  the 
work  of  this  Committee  and  the  Committee  on 
Rural  Medical  Service  wei-e  combined,  and  at 
the  annual  meeting  we  heard  a very  able  descrip- 
tion of  the  medical  care  of  the  indigent  and 
medically  indigent  in  Maryland,  Baltimore  City, 
and  Pennsylvania. 

The  State  Department  of  Public  Welfare  of 
Delaware  is  anxious  to  aid  in  a program  similar 
to  that  of  Maryland  or  Pennsylvania,  extending 
medical,  dental,  and  hospital  care  to  needy  clients, 
and  it  is  hoped  that  a program  may  jointly  be 
planned  in  Delawai-e  by  the  State  Department  of 
Public  Welfare  and  the  Medical  Society  of  Dela- 
ware for  presentation  to  our  General  Assembly. 

This  program  should  not  only  provide  adequate- 
ly for  the  care  of  the  needy,  but  also  give  proper 
protection  to  our  physicians  and  hospitals,  es- 
pecially regarding  the  methods  of  the  selection 
of  patients.  Respectfully  submitted, 

C.  J.  Prickett,  Chairman 
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President  Smith:  You  have  heard  the  report 
of  the  Committee.  Are  there  any  questions?  If 
there  are  no  objections,  the  report  will  be  ac- 
cepted. 

Next,  the  Committee  on  Amei'ican  Medical  Ed- 
ucation Foundation. 

Committee  on  A.M.E.F. 

It  is  impossible  for  this  committee  to  report 
on  1954  contributions  until  January,  1955.  Early 
this  year  your  committee  decided  not  to  annoy 
our  members  this  year  by  individual  solicitation 
even  though  we  felt  that  more  money  could  be 
obtained  by  this  method. 

During  1953  individual  solicitation  gave  excel- 
lent results  but  it  was  a hard  task  performed  by 
about  25  workers  who  spent  considerable  time 
doing  it.  This  solicitation  was  done  primarily  to 
make  all  members  of  this  Society  conscious  of 
the  needs  of  the  medical  schools.  This  objective 
was  accomplished,  but  we  are  sorry  to  report 
that  some  ill-feeling  was  caused. 

The  1954  campaign  is  being  allowed  to  carry  it- 
self, with  only  letters  of  reminder  to  our  mem- 
bers. One  more  letter  will  be  sent  to  all  physi- 
cians in  the  state  asking  them  not  to  forget  their 
alma  mater  in  1954. 

During  1953,  115  gave  $3,174.50  directly  to 
medical  schools;  124  gave  $4,476  through  the 
A.M.E.F.  Total:  239  gave  $7,650.50,  averaging 
$32  per  contributor. 

There  are  457  doctors  in  the  state;  239  gave 
to  medical  education,  218  did  not  give.  In  1952, 
lo%  gave  through  the  A.M.E.F.,  and  in  1953 
217c  gave  through  the  A.M.E.F.  This  increase 
in  percentage  put  Delaware  third  on  the  A.M.E.F. 
honor  roll,  exceeded  only  by  Illinois  and  New 
Hampshire. 

If  approximately  the  same  239  give  this  year, 
then  the  committee  feels  that  they  should  con- 
centrate their  efforts  next  year  on  the  218  who 
do  not  give  anything.  To  do  that  will  require  ad- 
ditional secretarial  work,  wdll  require  more  time 
from  each  committee  member,  and  will  probably 
cause  some  ill  feeling  between  committee  mem- 
bers and  some  of  the  218  non-contributors. 

It  is  recommended  that  the  Society  consider 
the  following: 

Instruct  the  Treasurer  to  include  the  A.M.E.F. 
at  the  bottom  of  his  annual  dues  statement,  by 
requesting  a voluntary  assessment  from  each 
member,  to  be  included  in  the  member’s  check 
and  ear-marked  for  the  A.M.E.F.  or  for  his  alma 
mater.  The  printed  statement  might  read:  “Your 
annual  contribution  to  the  American  Medical  Ed- 
ucation Foundation  should  be  added  to  the  dues 
and  included  in  your  check.  Specify  your  medical 
school  of  choice”. 

To  date,  three  other  states,  namely,  Arizona, 
Illinois,  and  Utah,  have  raised  their  dues  includ- 
ing a specific  amount  from  each  member  for 
medical  education,  and  four  other  states,  namely, 
Pennsylvania,  New  York,  California,  and  the 
District  of  Columbia,  have  adopted  our  proposed 
plan  of  i-equesting  each  member  to  make  a con- 
tribution at  the  time  he  pays  his  annual  dues, 
except  that  these  four  states  have  specified  the 
amount  of  the  expected  contribution. 

Also,  will  you  please  consider  extending  to  Dr. 
Eugene  Syrovatka,  a letter  of  thanks  for  his 
efforts  with  this  committee,  and  also  a financial 
remuneration  of  $25. 

Also  consider  allowing  the  committee  addition- 
al secretarial  work  in  1955,  probably  to  the  ex- 
tent of  $50.00. 

Respectfully  submitted, 

C.  L.  Hudiburg,  Chairmayi 


Secretary  Cannon  : The  Council,  in  consider- 
ing the  recommendations,  disapproved  of  the 
first  one,  which  has  to  do  with  adding  to  your 
bill  a contribution  to  the  A.M.E.F. 

The  other  two  recommendations  pertaining  to 
Dr.  Syrovatka’s  remuneration;  also  a $50  ap- 
propriation for  secretarial  wmrk  were  approved. 

Dr.  Hudiburg:  I am  afraid  the  Council  may 
have  been  a bit  biased  or  not  sufficiently  in- 
formed, w'hen  they  passed  on  the  first  recom- 
mendation. I think  if  they  had  fully  realized  the 
need  of  the  medical  schools  they  might  have  felt 
differently  and  I couldn’t  emphasize  to  them  what 
the  other  states  are  doing,  and  neither  could  I 
emphasize  to  them  the  fact  that  the  committee 
in  previous  years  has  done  fairly  well,  but  this 
year  without  individual  solicitation,  we  are  fall- 
ing far  below  w'hat  we  did  last  year,  and  if  we 
don’t  have  some  kind  of  notice  sent  along  with 
the  Treasurer’s  annual  dues  bill  at  the  same 
time,  we  are  going  to  have  to  go  back  to  individu- 
al solicitation,  which  will  mean  that  a certain 
number  of  doctors,  maybe  25  or  30,  will  have  to 
call  individually  on  20  apiece,  and  urge  them  to 
remember  their  alma  mater. 

I have  a guest  with  me  tonight,  a representa- 
tive from  the  organization  in  Chicago,  and  if 
permissible  I would  like  to  have  permission  for 
him  to  say  a few  words. 

Pre.sident  Smith  : If  there  is  no  objection,  the 
Chair  grants  the  floor  to  Mr.  Hedback,  for  a pe- 
riod not  to  exceed  five  minutes. 

Mr.  John  W.  Hedback  (American  Medical 
Education  Foundation,  Chicago)  : I feel  honored 
by  being  asked  to  address  you.  I am  aware  of 
the  fact  that  the  state  of  Delaware  has  done  a 
wonderful  job  in  this  movement.  It  can  be  proud 
of  its  record. 

However,  you  all  realize  that  this  work  has  to 
continue,  and  Dr.  Hudiburg  asked  me  to  give 
you  a little  picture  of  what  has  happened  this 
year.  I have  brought  those  figures  along  with  me. 

Last  year,  between  January  1st  and  December 
31st,  there  were  120  contributors  in  Delaware. 
Now,  the  year  is  not  out — we  have  still  another 
three  months — how’ever,  there  are  only  58  con- 
tributors from  Delaware  this  year,  so  far.  We 
have  hopes  that  the  other  62  men,  and  perhaps 
some  more  men,  will  come  through,  as  the  coun- 
try has.  We  passed  the  million  mark  just  a week 
ago;  60  days  previous  to  the  mark  made  last 
year,  so  that  we  anticipate  quite  a bit  larger  con- 
tribution fi'om  the  doctors  this  year. 

Our  goal,  of  course,  of  $2  million  from  the 
medical  profession,  as  contrasted  with  the  $8 
million  that  the  National  Fund  for  Medical  Ed- 
ucation is  trying  to  raise  from  industry,  will 
not  be  reached  perhaps  this  year,  but  we  hope 
to  have  it  reached  within  the  near  future. 

I would  like  to  say  that  w'e,  who  have  had 
quite  a bit  of  contact  with  fund-raising  are 
aware  of  the  fact  that  the  personal  solicitation 
method  is  the  best.  I feel  you  all  know’  that  to 
buttonhole  a man  is  much  more  effective  than 
to  write  a man  a letter. 

How’ever,  we  w'ould  like  to  have  Delaware  con- 
tinue in  its  high  place,  and  w’e  hope  that  you 
doctors  will  w’ork  out  some  method  to  at  least 
equal  or  even  increase  w’hat  you  did  last  year. 
Thank  you. 

President  Smith:  Thank  you.  Dr.  Hedback. 

Gentlemen,  w’e  have  this  report  of  Dr.  Hudi- 
burg’s  Committee.  We  have  three  recommenda- 
tions. Suppose  w’e  take  them  up,  then,  in  order. 

Dr.  Hi'diburg:  Could  I make  another  state- 
ment as  to  some  of  the  pros  and  cons  on  having 
the  Treasurer  add  this  to  his  bill?  As  I men- 
tioned, six  other  states  have  done  it,  and  it  is 
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being  considered  in  all  the  state  conventions  all 
over  the  United  States.  It  is  extra  work  for  the 
Treasurer;  not  too  much,  but  some.  But  it  will 
relieve  the  committee  of  at  least  ten  times  that 
same  amount  of  work.  We  will  get  the  same 
amount  of  work  done  with  about  one-tenth  of 
the  effort. 

Any  member  that  wants  to  give  more  money 
directly  to  the  medical  school  or  directly  through 
the  A.M.E.F.  may  do  so,  but  this  method  will  not, 
however,  contact  some  of  the  doctors  in  the  state 
who  are  not  members.  It  would  help  to  relieve 
some  of  the  ill-feeling  caused  by  personal  con- 
tact, but  there  would  still  perhaps  be  some  ill- 
feeling,  but  certainly  less  than  by  soliciting  the 
218  non-contributors,  and  those  that  felt  they 
could  not  afford  it  would  not  add  anything  to 
their  annual  dues.  But  if  they  wanted  to,  it 
would  go  on  through.  It  would  bring  it  to  the 
attention  of  each  member  and  would  remind  him 
that  he  does  owe  the  A.M.E.F.  or  his  medical 
school  something. 

President  Smith:  As  I understand  it,  this 
was  a voluntary  thing,  entirely  voluntary. 

Dr.  Hudiburg:  Yes. 

President  Smith  : How  about  Recommendation 
No.  1?  Do  you  wish  to  accept  it  or  do  you  wish 
to  follow  the  recommendation  of  the  Council? 

Mr.  Hedback:  I would  like  to  heai'  a little 
more  discussion,  if  possible. 

Dr.  Wagner:  I would  like  to  ask  a question 
as  to  whether  it  is  advisable  to  contribute  directly 
to  the  A.M.E.F.?  For  instance,  in  my  own  case, 
I have  been  contributing  annually  to  the  medical 
school  from  which  I graduated.  I bring  ud  the 
question  as  to  whether  it  would  be  advisable  to 
contribute  directly  to  the  medical  school  or 
through  this  method.  There  is  divided  feeling. 
They  wonder  whether  the  money  always  gets  to 
the  proper  place.  In  too  many  instances  money 
contributed  to  a lot  of  organizations  that 
make  appeals  to  us  we  know  that  about  ten  per 
cent  gets  to  the  places  it  is  intended  to  go.  We 
haven’t  any  doubt  that  any  money  contributed  in 
that  manner  will  go  to  any  but  the  proper  source, 
but  I raise  the  question  as  to  whether  it  would 
be  advisable  to  contribute  to  the  A.M.E.F.,  rather 
than  directly  to  the  medical  school. 

Mr.  Hedback:  It  really  doesn’t  make  too  much 
difference  how  it  is  given,  just  so  it  is  given. 
Last  year  124  gave  through  the  A.M.E.F.;  115 
gave  directly — which  is  almost  as  many.  If  you 
give  to  the  A.M.E.F.  it  helps  as  far  as  the  Na- 
tional Fund  is  concerned. 

The  U.  S.  Steel  just  donated  $50,000  to  the 
National  Fund.  They  did  it  because  they  thought 
the  doctors  were  worth  it. 

Dr.  Bird:  May  I ask  a question?  I contribute, 
as  does  Dr.  Wagner,  directly,  to  Johns  Hopkins. 
The  Dean  down  there  told  me  a couple  of  years 
ago  they  found  it  easier  to  handle  if  it  came 
direct — less  work,  and  so  forth. 

I sent  a report  to  Dr.  Hudiburg  the  other  day, 
that  I had  contributed  to  Johns  Hopkins.  Doesn’t 
that  go  to  the  A.M.E.F.  record  and  isn’t  it  re- 
ported as  a contribution  from  the  doctor  to  edu- 
cation? 

Mr.  Hedback:  The  report  we  submit  to  you 
and  which  you  have  probably  seen  contains  three 
classes  of  contributions.  There  is  a classification 
of  the  A.M.E.F.  alone;  there  is  the  contribution 
to  the  A.M.E.F.  which  is  earmarked  for  a spe- 
cific school ; there  is  the  contribution  to  the  school 
direct  and  then  the  school  reports  to  us.  However, 
I might  add  this  point:  the  A.M.A.  set  up  the 
idea  of  a Foundation  as  an  extra  contribution 
from  that  of  the  medical  profession  because  of 
the  strong  need  for  those  extra  funds  by  the 


schools.  Your  contribution  is  to  your  schools,  di- 
rectly, from  the  contributions  that  you  have  been 
giving  over  the  years.  The  medical  schools  in  ad- 
dition need  an  extra  amount  at  the  present  time, 
and  this  is  what  the  Foundation  was  set  up  for. 
If  you  give  your  school  an  extra  amount,  directly, 
that,  too,  is  all  that  is  necessary. 

Dr.  Bird:  That  is  what  I did.  I hiked  the  ante. 

Dr.  Beebe,  Jr.:  What  was  the  Council’s  ob- 
jection to  it? 

Dr.  Cannon  : That  it  entailed  additional  bill- 
ing; that  it  might  not  be  taken  well  by  the  mem- 
bers of  the  Society,  who  already  receive  a bill 
for  $60,  and  that  if  they  want  voluntarily  to 
contribute  to  their  school  or  the  A.M.E.F.  they 
should  do  it  as  a separate  function,  rather  than 
put  it  on  the  Treasurer’s  office,  for  this  is  not, 
after  all,  a billing  of  the  Society. 

We  also  thought  that  if  a card  or  a reminder 
or  a notice  could  be  included  in  the  billing  of 
the  Society,  that  would  be  proper,  but  not  to  add 
it  to  the  dues. 

President  Smith  : It  wasn’t  compulsory  in  any 
way;  it  was  simply  a matter  of  putting  it  on 
the  bill,  and  from  then  on  it  is  voluntary.  It  is 
supposed  to  take  the  place  of  a bill,  and  of  course 
you  can  pay  it  or  not,  as  you  see  fit. 

What  is  your  pleasure,  gentlemen.  The  time  is 
fleeting;  let’s  get  along  with  this  matter  or  else 
pass  it  up  for  the  time  being.  Does  anyone  wish 
to  place  a motion  before  the  House? 

Member:  Would  Dr.  Hudiburg  be  satisfied  with 
a card  added,  as  has  been  suggested? 

Dr.  Hudiburg:  I think  so.  But  I do  think  if  it 
were  sent  out  at  the  time,  it  might  be  better  than 
sending  it  out  at  a separate  time.  When  we  get 
it,  it  would  all  come  at  once,  and  they  would 
think,  “Now  that  I am  paying  out  money,  I might 
as  well  include  the  contribution  at  this  time, 
too.” 

President  Smith:  Is  there  any  further  discus- 
sion? 

Member:  What  would  be  added — what  amount, 
to  the  billing? 

Mr.  Hedback:  Arizona  adds  $10  to  their  dues. 
The  Illinois  dues  is  $40;  they  add  $20.  Utah  adds 
$20.  Pennsylvania  adds  $25.  New  York  adds  $10. 
California  adds  $25,  and  Washington,  D.  C.  adds 
$10.  California,  just  a few  weeks  ago  sent  the 
A.M.E.F.  $117,000  and  some  odd  dollars — which 
was  a hig  help,  through  this  method. 

President  Smith  : There’s  gold  and  oil  in  Cal- 
ifornia. Is  there  any  fui-ther  discussion?  Does 
someone  wish  to  state  a motion? 

Dr.  Beebe,  Jr.:  I move  that  a card  be  inserted 
by  the  Treasurer  with  the  hilling. 

President  Smith:  Is  that  motion  clear?  Are 
you  ready  for  the  question? 

(The  motion  was  put  to  a vote  and  carried) 

Now,  on  Recommendation  No.  2,  that  $25  be 
given  to  Dr.  Eugene  Syrovatka,  and  No.  3 that 
the  committee  be  given  $50  extra  to  help  with  the 
additional  secretarial  work.  That  item  is  already 
in  the  budget.  Is  there  any  objection  to  those  last 
two  recommendations?  The  Chair  hearing  none, 
declares  the  report  of  the  Committee  on  A.M.E.F. 
and  the  recommendations  be  accepted,  meaning 
Recommendations  No.  2 and  No.  3. 

The  next  report  is  that  of  the  Committee  on 
Hospital-Physician  Relationships. 

Hospital-Physician  Relationships 

No  physician  has  brought  any  complaints  to 
the  attention  of  the  Committee  on  Hospital-Phy- 
sician Relationships  during  the  past  year. 

Respectfully  submitted, 

C.  E.  Wagner,  Chairman 
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Secretary  Cannon  : It  is  the  Council’s  recom- 
mendation that  this  committee  be  abolished  be- 
cause it  is  no  longer  serving  any  function  and 
nobody  has  any  recommendations  or  information 
about  any  complaints  of  this  nature. 

Dr.  W.agner:  I might  say  the  committee  was 
organized  for  the  purpose  of  handling  any  griev- 
ance which  a physician  may  bring  against  a hos- 
pital, and  I feel  it  would  be  advisable  to  main- 
tain the  Committee,  so  that  it  may  serve  that 
purpose,  because  one  never  knows  when  a situa- 
tion would  arise  that  would  have  to  be  handled 
by  some  such  committee.  I make  it  in  the  form 
of  a motion. 

Dr.  Rennie:  At  the  present  time  there  is  a lit- 
tle difficulty  concerning  physician-hospital  rela- 
tionships throughout  the  country,  pertaining  to 
pathologists,  anatomists,  and  radiologists.  Iowa 
is  having  quite  a marked  difficulty  at  the  present 
time.  The  hos])itals  are  picking  on  the  ]iatholo- 
gists  at  this  time,  to  the  extent  that  they  say 
that  pathologists  are  not  clinical  physicians;  that 
they  are  “paid  hii-ed  help”.  The  pathologists  don’t 
think  this,  and  the  rest  of  the  physicians  that 
I have  talked  to  also  don’t  think  this;  therefore,  I 
think  it  is  advisable  to  keep  this  Hospital-Phy- 
sician Relationship  Committee,  because  you  are 
going  to  have  a lot  of  work,  very,  very  shortly. 

Now,  if  this  is  passed  I would  also  like  to  add 
that  the  delegate  to  the  AMA  from  Delaware 
be  instructed  to  fall  in  with  this  line  of  thinking 
— that  anatomists,  pathologists,  and  radiologists 
are  definitely  clinical  physicians. 

(The  motion  was  seconded) 

President  Smith:  You  have  heard  the  motion 
to  accept  the  report  of  this  committee,  that  the 
committee  be  extended,  and  that  the  delegate  to 
the  AMA  acquaint  himself  with  this  matter. 

(The  motion  was  put  to  a vote  and  carried) 

Next,  the  Grievance  Board. 

Grievance  Board 

The  Grievance  Board  is  pleased  to  report  that 
no  complaints  have  been  brought  to  its  attention 
within  the  past  year. 

Respectfully  submitted, 

C.  E.  Wagner,  Chairman 

President  Smith  : If  there  is  no  objection,  the 
report  will  be  accejited  as  read. 

Now  we  go  into  the  reports  of  Delegates  to  the 
A.M.A. 

Delegate  to  A.M.A. 

I submit,  herewith,  the  report  of  my  activities 
as  delegate  to  the  A.M.A.  clinical  and  annual 
meetings.  I attended  the  December,  1953  meet- 
ing at  St.  Louis  as  the  alternate  for  Dr.  Lawrence 
Fitchett,  and  the  June,  1954  meeting  in  San 
Francisco  as  a delegate. 

The  AMA  Board  of  Trustees  will  appoint  a 
special  committee  with  broad  representation 
through  the  iirofession  “to  study  the  problems  of 
public  relations  created  by  recent  adverse  pub- 
licity.” This  resolution  was  introduced  by  Dr. 
John  Burton  of  Oklahoma.  The  final  action  to 
be  reported  at  the  San  F’rancisco  meeting. 

The  address  by  the  president.  Dr.  E.  J.  Mc- 
Cormick, featured  condemnation  of  the  “program 
of  national  publicity  emphasizing  the  defects  of 
a small  numher  of  doctors  and  heaping  upon  the 
great  percentage  of  honest  physicians  and  sur- 
geons the  sins  of  a few.”  He  called  for  a pro- 
gram to  “I'estore  the  full  confidence  of  the  pub- 
lic in  our  profession.”  His  address  was  roundly 
applauded. 

The  Iowa  delegates  introduced  a resolution  to 
approve  combined  statements  when  two  or  more 
independent  doctors  render  services  in  a case  pro- 
vided the  names  and  charges  of  each  are  shown. 
It  was  referred  to  the  Judicial  Council.  The  Coun- 
cil will  leport  at  the  June,  1954  meeting. 


The  Judicial  Council  condemned  physicians  who 
own  clinic  buildings  and  lease  space  for  a phar- 
macy on  a percentage  rental.  Any  doctor  who 
has  a financial  interest  in  a pharmacy  is  guilty 
of  unethical  conduct. 

The  address  highlight  of  the  meeting  was  given 
by  Dr.  Leo  Bartemeier  who  told  the  public  to  “go 
to  your  family  doctor  with  your  medical  prob- 
lems no  matter  what  the  trouble  is.”  The  former 
President  of  the  American  Psychiatric  Associa- 
tion released  a report  for  the  press  urging  pa- 
tients to  “have  faith  and  trust  in  your  family 
lihysician  and  stick  with  him,”  and  told  them  to 
go  to  a specialist  only  when  I'eferred  by  the 
family  doctor. 

This  being  the  interim  session  there  were  no 
elections. 

At  the  San  Francisco  meeting  I served  on  the 
Committee  for  Rules  and  Order  of  Business. 

The  matter  receiving  the  greatest  discussion 
was  the  resolution  aimed  at  prepaid  panel  plans. 
The  resolution  was  introduced  by  the  New  York 
delegation  and  it  was  referred  to  the  Judicial 
Council  for  further  study. 

Dr.  Floyd  S.  Winslow,  chairman  of  the  New 
York  delegation,  pointed  out  that  panel  plans  in- 
volve unethical  advertising  and  restrict  the  pa- 
tient’s free  choice  of  a physician. 

Action  on  the  osteopathic  question  was  deferred 
pending  action  this  month  by  the  AOA  on  the 
question  of  AMA  inspection  of  osteopathic  schools. 

The  House  approved  a Judicial  Council  report 
removing  the  unethical  stigma  in  the  case  of 
prepayment  medical  care  plans  and  in  cases  where 
the  patient  requests  joint  billing.  Urged  by  past 
president.  Dr.  John  Cline,  the  House  reaffirmed 
its  opposition  to  combined  bills  on  the  grounds 
it  could  be  used  as  a camouflage  for  fee-splitting. 

In  approving  a recommendation  of  the  Board  of 
Trustees,  the  House  authorized  a continuing  study 
into  charges  of  unethical  practices  such  as  fee- 
splitting and  the  harmful  publicity  that  has  re- 
sulted therefrom.  The  committee  will  seek  to 
determine  the  extent  of  unethical  practices,  their 
cause,  their  effect  upon  patient  and  physician, 
and  means  for  correcting  the  evils  revealed  by 
its  study. 

The  Delegates  elected  Elmer  Hess,  Erie,  Penn- 
sylvania, President-elect  to  succeed  Walter  B. 
Martin,  Norfolk,  Virginia,  who  assumed  the  pres- 
idency in  San  Francisco,  suceeding  E.  J.  Mc- 
Cormick of  Toledo.  It  was  my  privilege  to  second 
the  nomination  of  the  new  President-elect. 

The  House  decisively  rejected  a resolution  urg- 
ing the  AMA  to  withdraw  from  the  Joint  Com- 
mission on  Hospital  Accreditation  and  place  full 
responsibility  for  control  of  hospital  medical 
standards  in  the  Council  on  Medical  Education 
and  Hospitals. 

The  House  approved  a resolution  urging  all 
AMA  members  to  designate  a family  physician 
for  themselves  and  their  families. 

The  House  approved  a resolution  restating  its 
previous  stand  regarding  veteran  medical  cai'e 
programs.  The  resolution  embodied  a willingness 
and  strong  determination  for  Federally  spon- 
sored ])lans  for  those  with  service-connected  dis- 
abilities in  addition  to  those  suffering  from  tuber- 
culosis and  psychiatric  disorders.  Those  with 
non-service-connected  disabilities  to  be  cared  for 
on  the  state  and  community  level. 

Respectfully  submitted, 

H.  T.  McGriRE,  M.D.,  Delegate 

President  Smith  : Thank  you.  If  there  is  no 
objection,  the  report  of  the  delegate  to  the  A.M.A. 
will  be  accepted. 

Next  is  the  Report  of  the  Representatives  to 
the  Delaware  Academy  of  Medicine. 
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Representative  to  D.A.M. 

During  the  past  year  the  Delaware  Academy 
of  Medicine,  in  collaboration  with  other  interest- 
ed groups,  sponsored  six  free  public  lectures. 
These  meetings  were  held  outside  the  Academy 
due  to  the  inadequate  size  of  the  Academy’s 
auditorium.  The  response  of  the  public  was  so 
favorable  that  it  was  decided  to  continue  these 
lectures  in  the  coming  season. 

The  services  to  the  membership  of  the  Academy 
were  expanded  by  adding  the  following:  (a)  li- 
brary messenger  service,  (b)  mimeographing  ser- 
vice, (c)  addressographing  service  and  (d)  pho- 
tostatic service. 

Sixteen  Delaware  medical,  dental,  pharmaceu- 
tical and  paramedical  groups  used  the  Academy 
as  their  meeting  place  during  the  past  year. 

The  Academy,  in  addition  to  providing  a med- 
ical and  a dental  library  for  its  members,  sci- 
entists and  the  general  public,  is  carrying  on  an 
important  public  relations  program  through 
health  forums  which  have  attracted  audiences  of 
400  or  more  of  the  laity  at  each  of  the  several 
meetings  held  during  the  past  year.  During  the 
coming  year  similar  health  forums  are  to  be  held 
in  the  auditorium  of  the  P.  S.  duPont  High 
School.  Such  medical  personalities  as  William 
Menninger,  Norman  H.  Jolliff,  William  A.  Jef- 
fers, Edward  L.  Bortz,  and  others,  on  such  sub- 
jects of  public  health  interest  as  “Our  Emotions’’, 
“Cardiac  Pi'oblems”,  “Over-weight  and  Under- 
weight’’, “Our  Senior  Citizens’’,  and  “Cancer”. 

On  May  3,  1955,  the  Academy  will  celebrate 
its  silver  anniversary  by  having  a reception  and 
dinner  in  the  Academy  building  for  our  mem- 
bers, benefactors,  and  public  officials,  to  be  fol- 
lowed by  a public  meeting  in  the  Highlands 
School.  'The  speakers  at  this  meeting  will  be  John 
A.  Munroe,  Professor  of  History  at  the  Univer- 
sity of  Delaware,  who  will  speak  upon  the  record 
of  Dr.  James  Tillon,  and  Dr.  Detlev  W.  Bronk, 
president  of  the  Rockefeller  Institute. 

For  the  operation  and  maintenance,  public  re- 
lations program,  and  our  anniversary,  funds  are 
needed  in  excess  of  dues  from  members,  contri- 
butions from  organizations  using  our  facilities, 
and  contributions  from  our  lay  members.  We 
feel  that  since  this  is  such  a very  important  and 
useful  program  we  are  justified  in  making  a re- 
quest for  an  approriation  from  the  Medical  So- 
ciety of  Delaware.  The  sum  of  $1,000  is  suggest- 
ed as  being  the  least  that  is  needed. 

Respectfully  submitted, 

W.  0.  LaMotte,  Sr.,  Representative 

President  Smith  : Gentlemen,  you  have  heard 
Dr.  LaMotte’s  report  and  his  recommendation 
for  the  contribution  for  the  coming  year,  1955, 
of  $1,000. 

Dr.  Shands:  I would  like  to  move  that  the 
sum  of  $1,000  be  provided  by  our  Society  to  aid 
the  finances  of  the  Academy. 

(The  motion  was  seconded) 

President  Smith;  Is  there  any  discussion? 
How’s  the  Treasury? 

Dr.  Levy:  As  I reported,  as  of  September  30th 
there  was  $3,000  in  the  till,  you  might  say — but 
of  this  amount  $2,000  will  be  expended  for  this 
annual  session  in  Dover.  There  may  be  plus  or 
minus  that  $1,000  left,  but  that  will  break  us 
for  the  year.  It  is  really  up  to  the  membership. 

Dr.  Shands:  I believe  last  year  $500  was  pro- 
vided by  the  Society  and  $500  by  The  Journal 
fund. 

Dr.  Bird:  I might  say  something  about  The 
Journal.  We  are  in  the  red  and  going  there  more 
and  more.  The  Star  Publishing  Company,  last 
spring,  made  the  first  raise  in  three  years,  but 
it  amounted  to  a 40  per  cent  hike  in  our  basic 


costs,  an  increase  of  $2100.  We  never  made  $2100 
in  any  year.  A few  bucks  have  been  accumulated 
against  a rainy  day,  but  they  are  not  going  to 
be  accumulated  any  longer.  I don’t  think  The 
Jouryial  fund  is  in  a position  to  be  tapped  for 
this  or  any  other  contribution. 

Dr.  Shands:  I thought  you  had  a reserve,  last 
year. 

Dr.  Bird:  How  long  is  it  going  to  last  at  this 
rate?  Let’s  face  it.  Because  of  our  tight  budget 
we  have  to  say  “no”  throughout  the  year  to  re- 
quests of  the  AMA  to  send  a man  to  a conference 
of  the  committees  on  rural  health,  on  medical 
defense,  and  on  this  and  on  that.  We  are  able 
to  pay  $200  twice  a year  for  our  lone  delegate; 
that’s  $400  out  of  a $750  travel  fund. 

Now,  if  you  are  going  to  upset  your  balanced 
budget  that  way,  I don’t  know  about  the  future. 
I don’t  believe  in  deficit  spending  in  politics  or 
in  scientific  organizations.  So  I suppose  you’ll 
just  have  to  raise  your  dues. 

President  Smith:  There  is  an  expensive  meet- 
ing coming  up  next  year,  too,  isn’t  there? 

Dr.  Bird:  Well,  the  usual  thing  for  Wilming- 
ton. But  there  is  one  more  little  item:  the  very 
nice  Hotel  DuPont,  which  has  housed  our  con- 
vention in  ’47,  ’49  and  ’51  accepted  our  reserva- 
tions for  October  of  ’55  and  set  up  the  program 
for  certain  rooms  for  certain  days  and  hours, 
and  so  on,  and  they  hiked  the  price  of  that  87% 
per  cent.  We  were  paying  the  Hotel  DuPont  $200 
a day  for  2%  days.  We  have  to  take  it  from 
Monday  afternoon,  at  one  o’clock  on,  so  that  the 
exhibitors  can  set  up  their  exhibits.  We  paid  $100 
for  that,  and  $200  each  for  Tuesday  and  Wed- 
nesday. Now  the  rate  is  $375  a day.  I demurred 
but  they  said  “you  have  an  exhibit.”  I wrote  a 
letter  back  and  said  the  exhibit  is  to  help  pay  the 
cost  of  staying  with  you;  to  help  pay  the  DuPont 
Company  we  have  these  exhibits.  In  the  last  Wil- 
mington year  the  exhibits  raised,  I think,  some 
$1,400,  against  a DuPont  bill  of  approximately 
$2,400. 

Something  will  have  to  be  done  with  dues — 
you  can’t  take  it  out  of  the  kitty  until  you  put 
it  in. 

Member:  That  doesn’t  come  out  of  the  Pub- 
lication Fund  that  he  has  just  been  talking  about, 
does  it?  That  is  not  related  to  the  Publication 
Fund,  is  it? 

Dr.  Bird:  No,  but  you  are  asking  for  $500 
from  each.  You  are  asking  for  the  same  split  you 
got  last  year,  and  I am  pointing  out  that  both 
the  general  fund  and  the  Journal  fund  are  get- 
ting smaller. 

President  Smith:  The  question  is,  what  is  the 
balance  in  the  Publications  Fund? 

Dr.  Bird:  I don’t  have  it  here,  but  it’s  not  a 
lot. 

Dr.  Shands:  Of  course,  I think  the  thing  that 
Dr.  Bird  is  talking  about  must  be  considered.  I 
would  like  to  change  my  motion;  that  $500  from 
each,  as  we  did  it  last  year,  be  appropriated  to 
the  Delaware  Academy  of  Medicine  if  the  Fi- 
nance Committee  feels  that  the  State  Society 
will  stand  it. 

(The  motion  was  seconded,  put  to  a vote  and 
carried) 

President  Smith  : The  next  is  a very  impor- 
tant committee,  the  Committee  on  Nominations. 
Nominations  for  1955 

Vice-President — E.  Harold  Mercer,  Jr.,  Dover 
Secretary — Norman  L.  Cannon,  Wilmington 
'Treasurer — Charles  Levy,  Wilmington 
Rep.  to  D.A.M. — W.  O.  LaMotte,  Sr.,  Wilmington 
Standing  Committees 

Scientific  Work — Norman  L.  Cannon,  Wilming- 
ton; Joseph  A.  Elliott,  Laurel;  Allston  J.  Mor- 
ris, Wilmington. 
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Publication — W.  Edwin  Bird,  Wilmington;  M.  A. 
Tarumianz,  Farnhurst;  Norman  L.  Cannon, 
Wilmington. 

Public  Laws — Joseph  S.  McDaniel,  Sr.,  Dover; 
J.  Leland  Fox,  Seaford;  Emil  R.  Mayerberg, 
Wilmington;  Roger  W.  Murray,  Wilmington; 
James  Beebe,  Jr.,  Lewes. 

Medical  Education — Robert  W.  Frelick,  Wilming- 
ton; George  R.  Spong,  Dover;  Lawrence  L. 
Fitchett,  Milford. 

Budget — Charles  Levy,  Wilmington;  J.  M.  Mes- 
sick,  Wilmington;  J.  Stites  McDaniel,  Dover; 
M.  A.  Tarumianz,  Farnhurst;  Charles  M. 
Moyer,  Laurel. 

State  Board  Medical  Examiners — Isaac  J.  Mac- 
Collum,  Wyoming;  Irvine  M.  Flinn,  Wilming- 
ton; Gerald  A.  Beatty,  Wilmington;  Henry 
V.  P.  Wilson,  Dover;  James  E.  Marvil,  Laurel; 
Alfred  R.  Shands,  Jr.,  Wilmington;  Charles  E. 
Wagner,  Wilmington;  H.  Thomas  McGuire, 
New  Castle;  Robert  R.  Layton,  Jr.,  Dover; 
Oliver  A.  James,  Milford. 

Terms  expiring  March  1,  1955 — Gerald  A. 
Beatty,  Wilmington;  Henry  V.  P.  Wilson,  Dov- 
er; James  E.  Marvil,  Laurel. 

Respectfully  submitted, 

Clarence  J.  Prickett,  Chairman 
President  Smith:  Are  there  additional  nom- 
inations from  the  floor?  The  Chair,  hearing  none, 
is  ready  to  entertain  a motion  to  accept  the  elec- 
tion of  the  nominees  and  to  instruct  the  Secre- 
tary to  cast  the  ballot. 

(Motion  to  accept  the  report  of  the  Nominat- 
ing Committee  and  to  instruct  the  Secretary  to 
cast  the  ballot  of  nominees  was  seconded,  voted 
and  carried,  and  the  ballot  was  cast) 

President  Smith  : The  Chair  declares  the 

slate  elected  unanimously. 

There  will  be  no  election  speeches  tonight;  we 
are  too  busy. 

Next,  under  New  Business:  Resolutions. 

New  Business 

Secretary  Cannon:  I have  a resolution  from 
the  Delaware  Radiological  Society,  as  follows: 
Radiology 

Whereas,  The  American  Medical  Association 
and  the  American  College  of  Radiology  have 
repeatedly  defined,  that  the  practice  of  radio- 
logy is  an  integral  part  of  the  practice  of  medi- 
cine and  in  the  same  category  as  internal  medi- 
cine, surgery,  or,  any  other  medical  specialty, 
and. 

Whereas,  It  is  now  the  practice  of  the  Group 
Hospital  Service,  Inc.,  of  this  state  to  consider 
radiology  as  an  auxiliary  hospital  service,  as  is 
indicated  in  their  contract,  and  by  theii'  method 
of  payments  for  such  services,  and. 

Whereas,  Inclusion  of  such  medical  benefits 
under  the  contracts  of  the  Group  Hospital  Ser- 
vice, Incorporated  tends  to  falsely  identify  them 
as  hospital  care,  rather  than  professional  medical 
services,  thereby  encouraging  the  corporate  prac- 
tice of  medicine,  and. 

Whereas,  An  acceptable  method  of  correcting 
this  situation  could  readily  be  attained  by 

1.  Payment  of  such  medical  service  by  the  Blue 
Shield  plan  to  the  physician,  and, 

2.  Reimbursement  in  turn  of  the  Blue  Shield 
by  the  Group  Hospital  Service,  Inc., 

Therefore  be  it 

Resolved:  That  the  Delaware  Radiological 

Society  goes  on  record  as  favoring  the  inclusion 
of  all  radiological  benefits  under  professional 
medical  and  surgical  coverage,  and  definitely  op- 
posed to  all  insurance  contracts  which  by  impli- 
cation tend  to  define  radiology,  as  a hospital 
service,  and  be  it  further. 

Resolved:  That  the  House  of  Delegates  of 


the  Medical  Society  of  Delaware  at  its  next 
meeting  be  requested  to  endorse  this  resolution. 

President  Smith:  Gentlemen,  you  have  heard 
the  reading  of  the  resolution.  What  is  your  pleas- 
ure? 

Dr.  Shands:  That  is  in  line  with  AM  A think- 
ing, is  it  not? 

President  Smith:  Yes. 

Dr.  Shands:  Then  I move  it  be  approved. 

(The  motion  was  seconded,  put  to  a vote  and 
carried) 

President  Smith  : Are  there  any  further  res- 
olutions? 

Secretary  Cannon:  Yes.  From  the  Delaware 
State  Pathological  Society,  regarding  the  point 
at  issue  in  Iowa. 

Pathology 

Resolved:  That  the  Delaware  State  Pathology 
Society  unanimously  supports  the  premise  that 
all  of  pathology  is  the  practice  of  medicine,  and 
that  any  attempt  to  split  the  specialty  into  pro- 
fessional and  technical  services  cannot  be  tol- 
erated. 

President  Smith:  You  have  heard  the  read- 
ing of  the  resolution,  gentlemen ; what  is  your 
pleasure?  Shall  we  approve? 

(It  was  moved,  seconded  and  voted  to  approve 
the  resolution) 

Aces  and  Deuces 

Secretary  Cannon:  I have  here  a letter  to 
state  societies  entitled  to  only  one  or  two  dele- 
gates. It  relates  to  the  “Aces  and  Deuces”  As- 
sociation of  the  AMA,  requesting  dues  for  this 
Association,  for  1955  of  $25. 

Secretary  Cannon:  Council  approved  this 

recommendation,  didn’t  they? 

President  Smith:  Yes,  (Council  approved. 

Dr.  McGuire:  You  know,  there  was  a lack  of 
cohesion  on  political  action,  and  it  seems  this 
was  a very  necessary  organization.  It  is  made  up 
of  very  fine  men,  too,  and  I think  the  results  of 
organizing  into  a unit,  rather  than  trying  to  act 
on  a matter  separately,  has  been  very  worth- 
while. 

President  Smith:  Is  this  matter  clear  in 
everybody’s  mind — that  is  $25  a year — and  this 
is  for  1955? 

Dr.  Shands:  I move  it  be  paid. 

(The  motion  was  seconded  and  carried) 

President  Smith  : Are  there  any  more  com- 
munications? 

Dr.  Bird:  The  U.  S.  Travel  Agency  would  like 
to  know  if  this  Society  would  like  to  have  its 
convention  held  next  year  on  the  Queen  of  Ber- 
muda, a cruise.  What  is  your  answer?  They  say 
the  average  fares  were  a little  over  $200,  plus 
miscellaneous  and  incidentals.  If  you  take  your 
wife,  that  is  $400,  plus  what  you  spend.  How 
many  here  tonight  would  go?  A five-day  cruise: 
New  York  to  New  York — five  days.  If  we  held 
the  session  next  year  on  that  boat  how  many 
would  go?  (A  few  hands  were  raised)  I guess 
we  had  better  throw  this  into  the  lap  of  the 
Council  later  in  the  season. 

President  Smith  : Are  there  any  other  com- 
munications? 

Dr.  Bird:  That  is  all  we  have. 

President  Smith:  In  Memoriam:  I am  going 
to  ask  the  House  of  Delegates  to  stand  while  I 
read  the  names  of  our  departed  colleagues. 

(The  audience  arose  and  stood  in  silent  tribute 
to  the  names  of  the  deceased  members  as  read 
by  the  President) 

President  Smith  : Next  the  selection  of  the 
meeting  place. 

Dr.  Bird:  It  will  be,  in  accordance  with  tra- 
dition, in  Wilmington,  unless  the  House  wishes  to 
elect  some  other  meeting  place.  Otherwise  it  will 
be  held  in  New  Castle  County,  next  October. 

(Concluded  on  page  S05) 
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No  Santa  Necessary 

Santa’s  a big-hearted  fellow,  but  there 
are  some  things  not  even  he  can  bring. 
The  greatest  gift  we  enjoy  today  is  some- 
thing neither  Santa  nor  anyone  else  could 
give  us : our  American  heritage. 

Nobody  pulled  the  Declaration  of  Inde- 
pendence, or  the  Constitution,  or  the  Bill 
of  Rights  out  of  a bag.  Nobody  handed  us 
the  right  to  worship  as  we  choose,  to  speak 
our  minds,  to  read  and  write  the  truth 
without  censorship,  to  be  entitled  to  a job 
without  discrimination. 

Freedom  was  earned  by  Americans  - — 
paid  for  with  vigilance,  sacrifice,  and  by 
many  lives. 

To  keep  this  precious  heritage  we  must 
keep  on  working  for  it,  working  together, 
Americans  of  every  race  and  creed : voting 
in  elections,  taking  part  in  community 
affairs,  fighting  racial  and  religious  preju- 
dice, protecting  our  neighbors’  rights  as 
our  own,  even  fighting  for  them  if  neces- 
sary ! 

Santa  can’t  give  us  freedom,  but  we  can 
give  it  to  each  other,  not  only  this  Christ- 
mas season,  but  all  year,  by  keeping  the 
spirit  of  good  will  and  brotherhood  alive. 
Working  together  for  the  rights,  oppor- 
tunities and  liberties  we  cherish,  we  can 
all  share  and  keep  this  greatest  gift  of  all. 
So,  let’s  all  join  together  for  many  Merry 
Christmases ! 


The  Transactions 

This  issue  contains  the  Transactions  of 
the  House  of  Delegates.  We  fear  that  not 
many  of  our  members  read  our  Transac- 
tions, but  they  all  should,  for  only  by  so 
doing  can  they  be  kept  abreast  of  the  cur- 
rent events  of  the  Society,  of  the  official 
positions  taken  by  it  on  certain  issues,  and 
of  its  plans  for  future  action  or  policy. 
So,  read  the  Transactions. 


The  Journal  extends  to  all  our  members. 


Milestone  No.  39 

With  this  issue  your  humble  scribe  com- 
pletes his  thirty-ninth  year  as  editor  of 
The  Journal.  Since  June,  1951  he  has 
been  the  senior  editor  in  the  state  medical 
journal  group.  While  there  have  been 
some  heartaches  and  a few  more  headaches 
in  these  thirty-nine  years,  the  task  is  one 
we  have,  on  the  whole,  enjoyed,  thanks  to 
the  cooperation  of  our  members  and  our 
friends.  May  it  continue  — and  thanks 
in  advance. 


friends,  readers,  and  advertisers,  the 


Very  Best  Wishes  for  a 


MERRY  CHRISTMAS 


and  a 

HAPPY  NEW  YEAR 
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Use  of  Alidase®in  Closed  Wounds:  Contusions, 
Sprains,  Dislocations,  Simple  Fractures 


In  traumatic  surgery^  where  “definitive  treatment . . . 
is  often  delayed  while  the  surgeon  waits  for  nature  to  dispose  of 
hematoma  and  oedema’’’’  Alidase  is  an  efficient  means^  '^ 
of  accelerating  dispersion  of  accumulated  fluids. 


Swenson^  has  described  his  highly  successful  results 
with  Alidase  in  various  types  of  closed  wounds.  He 
summarized  them  as  follows : 

To  remove  local  fluid  accumulations  in  contusions  or 
bruises,  “The  usual  dose,  500  viscosity  units  Alidase® 
mixed  in  a small  amount  of  normal  saline,  is  injected 
into  the  localized  fluid.  Mixing  the  hyaluronidase  in 
1 per  cent  procaine  solution  will  also  produce  local 
vasodilatation,  relief  of  local  pain  and  more  rapid 
absorption  of  the  fluid  mass.  This  method  can  also 
be  applied  to  traumatized  bursae  or  synovial  spaces 
which  do  not  respond  to  repeated  aspirations.” 

The  point  of  maximal  pain  is  infiltrated  with  10  cc. 
of  a 1 per  cent  procaine  solution  to  which  500  vis- 
cosity units  of  Alidase  have  been  added.  With  this 
simple  technic,  a high  percentage  of  successful  results 
has  been  obtained. 

Alidase  may  be  used  to  advantage  to  produce  more 
rapidly  a short-acting,  complete  block  anesthesia  and 
to  facilitate  reduction  in  subluxation  or  complete  dis- 
locations of  the  interphalangeal  joints.  When  anes- 


thesia is  required  for  fracture  reduction,  local  block 
anesthesia  can  be  simplified  by  adding  Alidase  to  the 
anesthetic  solution.  Alidase  also  tends  to  decrease 
local  edema  and  hematoma  formation. 

FluidsadministeredwithAlidaseare rapidly  absorbed 
from  subcutaneous  tissue.  The  simplicity  of  hypoder- 
moclysis  avoids  the  cumbersome  arm  board,  permits 
convenient  administration  with  little  or  no  pain  or 
swelling,  is  vein-sparing  and  saves  nursing  time  in 
such  conditions  as  burns,  postoperative  states,  tox- 
emias and  parenteral  alimentation. 

Alidase  (brand  of  hyaluronidase)  is  supplied  in 
serum-type  ampuls  of  500  viscosity  units.  It  is  ac- 
cepted by  the  Council  on  Pharmacy  and  Chemistry 
of  the  American  Medical  Association.  G.  D.  Searle 
& Co.,  Research  in  the  Service  of  Medicine. 


1.  MacAusland,  W,  R.,  Jr,;  Gartland,  J.  J.,  and  Hallock.  H. : 
The  Use  of  Hyaluronidase  in  Orthopaedic  Surgery,  J.  Bone  & 
Joint  Surg.  35-A  :604  (July)  1953. 

2.  Swenson,  S.  A..  Jr. : Minor  Surgical  Aspects  of  Closed  Wounds, 
Am.  J.  Surg.  57:384  (March)  1954. 
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FOR  DOCTORS  ONLY! 
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6-1380  is  Brittingham’s  unlisted  telephone  number  for 
the  use  of  doctors  only  . . . Phone  your  prescriptions  to 
us  and  we  will  deliver  them  by  fast  motorcycle  to  any 
point  in  the  city  or  suburbs  . . . No  charge,  of  course! 

BRITTINGHAM’S 

PHARMACY 


MEDICAL  ARTS  BUILDING 
FAIRFAX  SHOPPES 


DELAWARE  TRUST  BUILDING 
EDGEMOOR 
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le  One  Filter  Cigarette  that 
ally  Tastes  like  a Treat. 

;re’s  the  first  famous  name  brand 
give  you  a filter.  And  when  you  see 
3 Old  Gold  name  on  the  pack,  you 
ow  you’re  getting  a quality  tobacco 
aduct. 

ch  tobacco  taste— the  Old  Gold 
jacco  men  have  done  it  again! 
le  world’s  most  respected  tobacco 
iftsmen  have  created  a wonderful 
w filter  cigarette  that  reflects  every 
ar  of  their  company’s  nearly  200- 


year  tobacco  heritage.  Old  Gold  Filter 
Kings  give  you  true  tobacco  taste  in 
every  single  puff. 

On  sale  now  along  with  the  other 
members  of  the  Old  Gold  Family — 
new  Old  Gold  Filter  Kings  sell  at  a 
popular  filter  price.  Whichever  kind 
of  cigarette  you  prefer,  just  make  sure 
it’s  one  of  the  family  . . . America’s 
First  Family  of  Cigarettes. 

True  filter— true  flavor— The  effective 
filter  that  lets  real  flavor  through. 
Pure  white  . . . never  too  loose  . . . 


never  too  tight— this  easy  draw  filter 
makes  every  puff  taste  like  a treat. 
Doctors : Today  Old  Gold  Filter  Kings 
are  sold  in  most  U.  S.  cities,  and  our 
distribution  is  e.xpanding  every  day. 
If  your  city  does  not  yet  have  Filter 
Kings,  simply  write  to  P.  Lorillard 
Company,  119  W.  40th  St.,  New 
York,  N.  Y.,  and  special  arrange- 
ments will  be  made  to  issue  you  a 
regular  supply. 
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Karo 

helps  to  support  this  dramatic  growth! 
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modification  for  3 generations 


For  the  newborn 

Karo  Syrup  is  a milk  additive  that  is  hypoallergenic 
and  bacteria-free.  Since  it  is  rich  in  easily  digested 
dextrose,  maltose  and  dextrins,  it  provides  carbohy- 
drates in  directly  assimilable  form.  This  minimum  de- 
mand on  the  digestive  function  is  important  during  the 
first  weeks.  It  makes  possible  a formula  containing  15 
calories  per  ounce  even  during  the  period  when  fat 
digestion  is  least  efficient. 
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When  growth  is  most  rapid,  Karo  helps  to  meet  the 
accelerated  nutritional  demand.  It  offers  in  convenient, 
well  tolerated  form  the  carbohydrate  additive  which  is 
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is  easy  to  use.  Light  and  dark  Karo  are  interchangeable 
in  formulas — both  yield  60  calories  per  tablespoon. 

For  the  older  infant 

Karo  eases  the  transition  from  formula  to  whole  milk, 
from  liquid  to  solid  foods.  The  familiar  taste  of  Karo 
makes  whole  milk  more  readily  accepted,  and  many 
solid  foods  will  be  easily  introduced  into  the  diet  if 
flavored  with  a little  Karo  Syrup.  Rapidly  assimilable 
carbohydrate  is  needed  for  the  rapid  metabolism  of  the 
small  child.  Since  Karo  is  low  in  osmotic  pressure,  it  is 
non-irritating.  It  also  precludes  fermentation  because 
no  excess  of  hydrolized  sugars  is  formed. 
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one  of  the  44  uses  for  short- acting 


Nembutal" 


In  a matter  of  moments,  her  nerves  will  be  calmed. 
Her  anxiety  will  be  alleviated.  And  her  tensions 
will  slide  into  somnolence. 

Short-acting  Nembutal  (Pentobarbital,  Abbott! 
can  produce  any  desired  degree  of  cerebral  depres- 
sion— from  mild  sedation  to  deep  hypnosis. 


The  dosage  required  is  small — only  about  one- 
half  that  of  many  other  barbiturates. 

Hence,  there’s  less  drug  to  be  inactivated,  shorter 
duration  of  effect,  wide  margin  of  safety  and  little 
tendency  toward  morning-after  hangover. 


In  equal  oral  doses,  no  other  barbiturate  com- 
bines quicker,  briefer,  more  profound  effect. 


Good  reasons  why  the  number  of  prescriptions 
for  short-acting  Nembutal  continues  to  grow — 
after  24  years’  use  in  more 
than  44  clinical  conditions. 


ClMtoVc 
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Omaha  2,  Nebraska 


XXll 


Delaware  State  Medical  Journal 


December,  1954 


19  5 4 

\ D \ E K T I S E R S 


Abbott  Laboratories 
American  Meat  Institute 
Ames  Co.,  Inc. 

Audivox,  Inc. 

Ayerst  Laboratories 

Tbe  Bayer  Company 

(iiba  Pbarmaceutical  Products 

(.lover  Dairy 

Tbe  (ioca  Cola  ("o. 

(iorn  Products  Sales  (.o. 

Diamond  Ice  & ('oal  (a>. 

Del.  Power  & Li*ibt  (io. 

Freibofer’s 

Cei<iy  Pbarmaceuticals 
General  Electric  (.o. 

P.  Lorillard  (’.ompany 
Lakeside  Laboratories 
Lederle  Laboratories 
Eli  Lilly  & Co. 

M ead  Jobnson  & (.o. 

J.  A.  Montfiomery,  Inc. 

Jobn  G.  Merkel  & Sons 
National  Discount  & Audit  (^o. 
National  Dru«:  (^o. 

Parke  Davis  & ("o. 

Cbas.  Pfizer  & Co. 

Physicians  Casualty  Assoc. 

Hiker  Laboratories,  Inc. 

.Scberinfi  (iorp. 

(L  D.  Searle  & ("o. 

R.  .S(juibb  & .Sons 
United  Insurance  (]o. 

Tbe  Up  jobn  Co. 

Canada  Dry  Gin<ier  Ale,  Inc. 

^ ine  Advisory  Board 
\\  intbrop-.Stearn’s,  Inc. 

^ yeth,  Inc. 

Brown  & ^ illiamson  I'obacco  Corp. 
Brittinfibam’s  Pbarmacy 
Eckerds  Dru<;  Stores 
Baynard  Optical  (io. 

L.  H.  Parke  Co. 

(iappeau’s 
Eraim’s  Dairies 
Leibowitz’s 
(ieo.  r.  I'obin 
Borden’s  Ice  Cream 
Lincoln  Pbarmac\ 


TO 

OUR  ADVERTISERS: 


We  extend  our  sincere  thanks  for  your 
patronage  during  1954. 


Your  recognition  of  our  Journal  has  en- 
abled us  to  produce  a publication  worthy  of 
its  place  in  medical  literature. 


Our  members  have  found  your  adver- 
tisements informative  and  helpful  in  the  se- 
curing or  prescribing  of  accepted  products 
and  services  during  the  past  year. 


It  is  a certainty  that  they  will  continue 
to  patronize  the  concerns  whose  advertise- 
ments appear  regularly  in  our  pages. 


Our  Best  If  ishes  for  a 
Successful  (iml  Prosperous  1955! 
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Enjoy  instant^  plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you’re  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing,  laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you’re  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


DEIAWASE  POWER  CUGHI  CO. 


With  an  Automatic  Gas 

WATER  HEATER 


December,  1954 
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Lasting  quality 
throughout  the  years 


J -/ 
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il.LacYum  ; 


LlOU  I D 


POWDERED 


Lactum  * 

agt ' 


• for  greater  nitrogen  retention 

• for  firmer  muscle  mass 

LACTUM 

NUTRITIONALLY  SOUND  FORMULA  FOR  INFANTS 

In  the  bottle-fed  infant,  a higher  protein  intake,  with 
greater  nitrogen  retention,  results  in  firmer  muscle 
mass,  better  tissue  turgor  and.  better  motor  develop- 
ment.^ A protein  intake  that  does  not  maintain  positive 
nitrogen  balance  "cannot  be  considered  optimal  or 
even  safe  for  any  length  of  time.”^ 


Gm. 

PROTEIN  Gm. 

PROTEIN 


Lactum  formula 
for  a 10  lb.  infant 


Recommended 
Daily  Allowance 
for  a 10  lb.  infant 


During  the  first  year  of  life,  the  infant’s  nourishment  is 
derived  primarily  from  his  formula.  Hence  it  is  espe- 
cially important  that  the  formula  be  generous  in  pro- 
tein. The  usual  Lactum®  feedings  provide  2 Gm.  protein 
per  pound  of  body  weight — 25%  more  than  the  Recom- 
mended Daily  Allowance  of  1.6  Gm.  per  pound  (3.5 
Gm.  per  kilogram). 

1.  Jeans,  P.  C.,  in  A.M.A,  Handbook  of  Nutrition,  Philadelphia,  Blakiston, 
1951,  pp.  275-298.  2.  Stare,  F,  J.,  and  Davidson,  C.  S.,  in  The  Proteins, 
American  Medical  Association,  1945. 
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